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G000  INITIAL  COMMENTS 


The  following  statement  of  deficiencies 
represents  the  results  of  a  full  recertification 
survey  of  the  agency's  Certified  Home  Health 
Agency  (CHHA),  and  Long  Term  Home  Health 
Care  Program  (LTHHCP),  and  an  on  site 
complaint  investigation  of  complaint  #  NY 
00081940. 

A  standard  level  survey  was  commenced  on 
02/25/10.  On  03/05/10  deficiencies  were 
identified  with  nursing  services,  and  the  survey 
was  extended  to  a  partial  extended  survey. 

A  total  of  19  clinical  records  were  reviewed,  which 
included  7  observational  home  visits.  Of  the  19 
clinical  records,  5  were  LTHHCP  records 
(patients  #  3,  4,  8,  17,  18)  with  2  observational 
home  visits  (patients  #  3,  4). 

Clinical  records  #3,  10,  12  19  were  reviewed  as 
part  of  the  complaint  investigation.  The  complaint 
was  substantiated. 

The  following  required  waivered  services  were 
reviewed;  medical  social  work  (Patients  #  5),  and 
nutritionist  services  (Patient  #11).  There  were  no 
patients  identified  who  were  receiving  the 
required  waivered  services  of  respiratory  therapy 
during  the  survey. 

The  optional  waivered  services  of  home  . 
delivered  meals  and  personal  emergency 
response  system  (PERS)  were  reviewed 
(Patients  #  3,  4;  8,  18).  On  03/01/10  and  03/02/10 
observational  home  visits  were  conducted  for 
patients  #  3  and  4  respectively.  The  agency  does 
not  provide  any  additional  optional  waivered 
services. 
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Any  deficiency  statement  ending  with  an  asterisk  (*)  denotes  a  deficiency  which  the  institution  may  be  excused  from  correcting  providing  it  is  determined  that 
other  safeguards  provide  sufficient  protection  to  the  patients.  (See  instructions.)  Except  for  nursing  homes,  the  findings  stated  above  are  disciosable  90  days 
.  following  the  date  of  survey  whether  or  not  a  plan  of  correction  is  provided.  For  nursing  homes,  the  above  findings  and  plans  of  correction  are  disciosable  14 
days  following  the  date  these  documents  are  made  available  to  the  facility.  If  deficiencies  are  cited,  an  approved  plan  of  correction  is  requisite  to  continued 
program  participation. 
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The  following  contracts  were  reviewed  for 
required  and  optional  waivered  services  on 
03/15/10:  medical  social  services,  nutritionist 
services,  home  delivered  meais,  PERS. 

Additionally  reviewed  during  the  survey  were  the 
agency's:  policy  and  procedure  manual; 
Professional  Advisory  Committee,  and  Governing 
Body  meeting  minutes  for  the  most  recent  twelve 
months:  OBQI  Adverse  Event  Outcome  Report 
for  the  period  of  August  2009  to  October  2009; 
Quality  Assurance  program;  complaint 
investigation  log;  on-call  Jog;  contracts  for 
professional  services;  emergency  preparedness 
plan;  and  16  personnel  records,  Interviews  were 
conducted  with  the  Director  of  Patient  Services, 
Deputy  Director  of  Health,  Supervising  Nurses, 
and  Therapy  Supervisor. 

*  It  should  be  noted  that  2  of  the  deftciencies  cited 
in  this  report  (G  143,  G  171),  are  repeat 
deficiencies  from  the  07/20/07  re  certification 
survey  (event  ID  GNT  411),  and  5  of  the 
deficiencies  (G  !40,  G  144,  G  159.  G  172.  G  250) 
are  repeat  deficiencies  from  both  the  07/20/07 
recertification  survey  and  the  07/08/08  follow  up 
survey  (event  ID  GNT  412). 
G  118  484.12(a)  COMPLIANCE  WITH  FED,  STATE, 
LOCAL  LAWS 

The  HHA  and  its  staff  must  operate  and  furnish 
services  in  compliance  with  all  applicable  Federal, 
State,  and  local  laws  and  regulations.  If  State  or 
applicable  local  law  provides  for  the  licensure  of 
HHAs,  an  agency  not  subject  to  licensure  is 
approved  by  the  licensing  authority  as  meeting 
the  standards  established  for  licensure. 
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G  118  484.12(a)  Compliance  with  Federal, 
State  and  Local  Laws 

1 .  The  scope  of  practice  of  the  LPN  per 
section  6902  of  Article  1 39  of  the  NYS 
Education  law  as  well  as  the  State  Education 
Department  Scope  of  Practice  of  the  LPN 
letter  of  2005  to  be  reviewed  by  the  ADPS/ 
DPS  and  CFC  for  regulations  in  assigning 
LPN  duties. 

2.  Present  to  staff  that  LPNS  would  be 
assigned  to  patients  for  the  observation, 
recording,  and  reporting  of  subjective  and 
objective  data  to  the  RN. 
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This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  19  patient  records,  and 
interviews  with  the  Director  of  Patient  Services 
(DPS)  and  Supervising  Nurses,  there  was 
evidence  in  4  records  that  LPNs  are  being 
assigned  responsibilities  which  are  outside  their 
scope  of  practice.  Specifically,  assessment  is  not 
within  the  scope  of  practice  for  an  LPN  per 
Section  6902  of  Article  139  of  the  NY  State 
Education  Law.  This  is  clarified  in  a  letter  issued 
by  the  State  Education  Department  on  September 
2005,  entitled  "The  Scope  of  Practice  of  Licensed 
Practical  Nurses",  which  states  that  assessment 
is  not  within  the  privilege  of  an  LPN,  and  that  the 
roles  of  RN  and  LPN  are  not  interchangeable. 
Patients  #3,  10,  12,  19 

Examples  are  as  follows: 

1.  Patient  #  3  was  admitted  to  the  agency's-  . 
Certified  Home  Health  Agency  (CHHA)  on 
12/30/09  with  a  primary  diagnosis  of  fractured  rib 
and  secondary  diagnosis  of  chronic  obstructive 
asthma.  The  12/30/09  plan  of  care  documented 
Skilled  Nursing  (SN)  visits  were  to  be  made  1  -  2 
times  per  week  for  8  weeks  for  assessment.  The 
RN  failed  to  visit  the  patient  from  12/30/09  to 
01/11/10,  however,  the  LPN  performed  a 
comprehensive  systems  assessment  of  the 
patient  on  01/08/10.  The  RN  failed  to  assess  the 
patient  from  01/12/10  to  01/25/10,  and  the  LPN 
assessed  the  patient  on  01/21/10.  The  RN  failed 
to  visit  the  patient  01/29/10  to  02/12//10,  and  the 
LPN  assessed  the  patient  on  02/04/1 0,  and 
02/07/10. 


The  surveyor  reviewed  the  patient  record  on 
03/05/10.  No  additional  information  was  provided. 
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3.  Present  to  staff  that  LPNS  would  only  be 
assigned  to  established  patients  where  the 
RN  frequencies  have  been  met. 

4.  Present  to  staff  that  LPNS  would  only  be 
assigned  to  patients  with  stable  wounds  to 
provide  physician  ordered  wound  care. 

5.  Present  to  staff  that  LPNS  may  respond  to 
telemonitor  alerts  as  directed  by  the  RN  for 
the  purpose  of  data  collection  to  be 
reported  to  the  RN  for  interpretation  arid 
intervention. 

6.  Present  to  staff  that  LPNS  can  be  assigned 
to  patients  requiring  medication  prepours 
with  fully  reconciled  medication  orders. 

7.  The  MCDOH  policy  on  utilization  of  LPNS 
in  home  care  will  be  revised  to  reflect  the 
specifics  of  #2-6. 

8.  LPN  assignments  will  be  reviewed  daily 
by  the  ADPS'  prior  to  the  start  of  the 
workday  to  ensure  that  the  assignments  are 
within  the  scope  of  practice. 

9.  LPN  scope  of  practice  will  be  addressed  at 
the  April  29, 2010  staff  meeting  to  include 
items  2-8  by  the  DPS  with  copies  of  the  the 
revised  MCDOH  policy  being  distributed. 

1 0.  The  LPN  chart  audit  tool  will  be  utilized  . 
to  ensure  the  scope  of  practice  is 
appropriate. 
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2.  Patient  #  1 2  was  admitted  to  the  CHHA  on 
01/21/10.  The  01/21/10  plan  of  care  documented 
Skilled  Nursing  visits  were  to  be  made  2  times 
per  week  for  1  week,  then  1  time  per  week  for  8. 
weeks  for  patient  assessment.  The  RN  failed  to 
assess  the  patient  from  1/22/10  -  02/04/10,  and 
the  LPN  assessed  the  patient  on  02/02/10;  The 
RN  failed  to  assess  the  patient  from  02/04/10  - 
02/25/10,  and  the  LPN  assessed  the  patient  on 
02/11/10.  The  RN  failed  to  assess  the  patient 
after  02/25/10,  however,  the  LPN  performed  a 
comprehensive  system  assessment  of  the 
patient  on  03/04/10. 

The  patient  record  was  reviewed  by  the. surveyor 
on  03/10/10  with  the  DPS  and  Supervising 
Nurses.  No  additional  information  was  provided. 

3.  Patient  #10  was  admitted  to  the  agency  on 
09/30/09.  The  09/30/09  plan  of  care  documented 
SN  visits  were  to  be  made  2  times  per  week  for  2 
weeks,  then  1  time  per  week  for  7  weeks  for 
assessment.  The  RN  failed  to  assess  the  patient 
from  09/30/09  to  10/13/09,  and  the  LPN 
performed  a  comprehensive  system  assessment 
of  the  patient  on  10/05/09. 

The  patient  record  was  reviewed  by  the  surveyor 
on  03/10/10  with  the  DPS  and  Supervising 
Nurses.  No  additional  information  was  provided. 

4.  Patient  #1 9  was  admitted  to  the  agency  on 
09/12/09.  The  01/10/10  plan  of  care  documented 
SN  visits  were  to  be  made  2-3  times  per  month 
for  1  month,  then  2  times  per  month  for  1  month 
for  assessment.  The  RN  failed  to  assess  the 
patient  from  01/13/10  to  03/10/10,  and  the  LPN  . 
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performed  a  comprehensive  system  assessment 
of  the  patient  on  01/27/10. 

The  patient  record  was  reviewed  by  the  surveyor 
on  03/1 5/1 0  with  the  DPS  and  Supervising 
Nurses.  No  additional  information  was  provided. 
G  128  484.14(b)  GOVERNING  BODY 

A  governing  body  (or  designated  persons  so 
functioning)  assumes  full  legal  authority  and 
responsibility  for  the  operation  of  the  agency. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  19  clinical  records, 
Professional  Advisory  Committee  (PAC)meeting 
minutes  and  Governing  Body  meeting  minutes  for 
the  past  12  months,  evidence  is  lacking  in  19 
clinical  records  that  the  Governing  Body 
effectively  oversees  the  operation  and 
management  of  the  agency.  Patients  #1-19 

Failure  of  the  Governing  Body  to  provide 
adequate  oversight  and  direction  of  the  agency 
has  the  potential  for  unmet  patient  needs,  and 
possible  agency  wide  negative  patient  outcomes. 

Specifically,  evidence  is  lacking  that  the  following 
Governing  Body  responsibilities  are  being 
performed: 

-  Ensuring  that  the  agency  is  in  compliance  with 
all  state  and  local  laws,  and  that  all  professional 
personnel  are  functioning  within  their  scope  of 
practice.  G  118,  J  308,  J  1156,  J  1276,  J1308,  J 
1412,  J  1416,  J  1420,  J  1424,  J  1444,  J  1456,  J 
1460,  J  1476 


-  Ensuring  that  supervision  of  all  patient  care  is 
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G  128  484.14(b)  Governing  Body 

1  .QA/Professional  advisory  board/ 
committee  will  meet  monthly  and  perform 
concurrent/comprehensive  chart  audits  on 
a  minimum  of  1 5  charts  per  quarter. 

2.  Quarterly  the  Deputy  Health  Director  will 
provide  QA  committee/PAB  with  a  written 
report/analysis  of  trends  and  agency  wide 
patient  care  issues. 

3.  QA  committee/PAB  will  make 
recommendations  to  resolve  patient  care 
issues  and  an  action  plan  will  be  developed 
using  the  Beacon  Health  Performance 
Improvement  Plan  format. 

4.  Written  QA  report  of  trends,  issues  and 
recommendations  as  well  as  the  action  plan 
will  be  presented  quarterly  to  the  Public 
Health  Committee/Board  of  Health  during 
the  regularly  scheduled  monthly  meetings 
as  part  of  the  CHHA  report  given  by  the 
DHD/DPS  and  Medical  Consultant. 

5.  A  minimum  of  a  quarterly  review  of  the 
POC  will  take  place  at  the  PHC/BOH 
meetings  with  an  update  on  specific  actions 
which  have  been  completed  and  any 
barriers  encountered. The  Quality 
Investigation  Summary  Report  by  Beacon  . 
Health  will  be  utilized  for  this  purpose. 

6.  Minutes  of  these  PHC/BOH  joint  meetings 
will  show  documentation  of  QA  reports, 
review  of  POC  and  recommendations.  n 
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provided  and  readily  available.  Specifically,  that 
supervisors  are  ensuring  that:  case  coordination 
and  case  management  are  being  performed; 
patients  receive  the  necessary  services  based  on 
a  professional  assessment  of  the  patient's  needs; 
plans  of  care  are  completed  and  followed;  nursing 
assessments  are  complete  and  accurate.  G140, 
143,  G  144,  G  158,  G  159,  G  171,  G  172 

-  Ensuring  that  the  agency's  record  keeping 
system  provides  a  mechanism  to  ensure  the 
patient  record  includes:  an  accurate  plan  of  care 
which  addresses  each  patient's  needs;  current 
assessments  which  readily  identify  the  patient's 
response  to  treatment  and  change  in  status;  a 
current  representation  of  the  patient's  condition. 
See  G  140,  G  236. 

-  Ensuring  internal  agency  audits  are  of  sufficient 
scope  to  identify  quality  of  care  issues  and 
deficient  practices,  and  that  resolutions  are 
developed  and  implemented.  G250 

-  Exercising  its  overall  management  and 
supervision  of  the  agency.  There  Es  insufficient 
evidence  that  the  Governing  Body  understood  it's 
responsibility  to  provide  oversight  and  direction  to 
the  agency.  Specifically,  although  there  is 
evidence  the  trended  Quality  Assurance  (QA) 
results  were  presented  to  the  Governing  Body 
Body's  Public  Health  Services  Committee  monthly 
from  04/27/09-  12/21/09,  the  Governing  Body 
failed  to  identify  that  the  action  plans  developed 
by  the  Professional  Advisor  Committee/QA 
committee  had  consistently  failed  to  resolve  the 
continuing  problems  identified.  See  G  243,  G  250 


G  128 


-  Ensuring  that  the  agency  is  consistently 
functioning  in  full  compliance  with  all  applicable 
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8.  The  transition  of  the  assignment  of  a 
homecare  staff  nurse  with  extensive  QA 
experience  will  continue  as  this  role  is 
developed.  This  development  of  this  role 
and  future  QA  guidelines  will  be  driven  by 
use  of  the  Beacon  Health  tool "  Headstart  to 
Ql  improvement  in  Homecare". 

9.  The  roles  of  the  PAB  committee  will  be 
fully  developed  utilizing  the  tool 
"Guidelines  for  the  PAC  by  Beacon  Health. 
These  guidelines  will  be  reviewed  at  the 
4/28/10  PAB/PAC  committee  meeting. 

1 0.  Recruitment  by  the  DPS  and  the  Deputy 
Health  Director  (DHD)  will  continue  to 
enhance  the  membership  of  the  PAB/PAC. 
Dr.  MargarefAr^ntiwe,  Director  of  the  BSN 
Program  at  Morrisville.CoIlege  has  joined 
the  PAC  to  attend  her  first  meeting  on 
4/28/10. 

tOSL/^OAjA^ 
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rules  and  regulations  as  outlined  in  this  report. 
G  140  484.14(d)  SUPERVISING  PHYSICIAN  OR 
REGIS.  NURSE 

Services  furnished  are  under  the  supervision  and 
direction  of  a  physician  or  a  registered  nurse  (who 
preferably  has  at  least  one  year  of  nursing 
experience  and  is  a  public  health  nurse). 

This  person,  or  similarly  qualified  alternate, 
participates  in  all  activities  relevant  to' the 
professional  services  furnished,  including  the 
development  of  qualifications  and  the  assignment 
of  personnel. 


This  STANDARD'  is  not  met  as  evidenced  by: 
Based  on  a  review  of  19  clinical  records,  and 
interviews  with  the  Director  of  Patient  Services 
(DPS)  and  Supervising  Nurses,  there  is -no 
evidence  in  19  records  that  supervisory 
responsibilities  are  being  performed.  Although 
there  is  evidence  the  DPS  and  Supervising 
Nurses  were  reviewing  patient  records  with  the 
Skilled  Nurses  (SNs)  at  the  start  of  care,  and 
periodically  thereafter,  the  Supervising  Nurses 
are  failing  to  identify  problems  as  outlined  in  this 
survey. 

Additionally,  evidence  is  lacking;  the  supervisor's 
are  reviewing  the  patient  records  every  2  weeks 
with  the  SNs.  Specifically,  on  03/15/10  the 
surveyor  interviewed  the  DPS.  The  DPS  stated 
that  it  is  expected  that  the  Supervising  Nurses 
review  patient  records  with  the  SNs  every  2 
weeks,  and  record  the  reviews  on  a  form  entitled 
"MCDOH  Home  Care  Case  Conference". 
Patients  #  1  -  19. 


G  128 


G  140 


G  140  484.14  (d)  Supervising  Physician  or 
Registered  Nurse 

1 .  A  case  conference  policy  will  be 
developed  and  case  conference  tool  revised 
by  the  DPS  to  include  the  frequency  of 
every  two  weeks  and  components  of  the 
case  conference  to  include:  review  of 
accurate  and  complete  plan  of  care, 
implementation  of  plan  of  care,  ensure  that 
MD  is  consulted  at  the  SOC/ROC  or  change 
in  condition,  review  of  nursing  assessment 
to  verify  patient  status  and  continuing 
needs,  review  appropriate  use  of  ancillary 
services  utilizing  the  MCDOH  triggering 
events  resource,  verification  of  adequate 
and  timely  communication  between  the 
ancillary  services,  physician,  nursing  staff 
and  supervisors,  appropriate  utilization  of 
LPNS  on  the  case  and  adequate  and  timely 
supervision  of  the  HHA  (every  2  weeks  by  an 
RN).  This  will.be  presented  at  the  4/29/201 0 
staff  meeting. 

2.  The  QA  concurrent  audit  tool  will  be 
revised  by  the  nurse  assigned  to  QA  reflect 
that  a  case  conference  is  done  every  two 
weeks  with  ADPS/DPS  and  staff  nurses. 

3.  The  weekly  ADPS/DPS  conferences  will 
include  a  review  of  status  of  nurse  case 
conferences.  Barriers  to  case  conference 
completion  will  be  identified  and  reported 
to  the  DPS  for  reporting  to  the  PAB/PAC. 

4.  The  PT  Coordinator/DPS  will  develop  a 
policy  addressing  coordination  of  patient 
nformation  between  all  of  the  disciplines 
tQallQwformore^imelvpxchanoeof  n 
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Failure  of  the  DPS  and  Supervising  Nurses  to 
provide  adequate  oversight  and  direction  of 
patient  care  has  the  potential  for  agency  wide 
unmet  patient  needs,  and  possible  negative 
patient  outcomes. 


Specifically,  the  following  supervisory  functions 
were  not  being  performed: 

-  ensuring  that  all  personnel  assigned  to  provide 
patient  care  perform  tasks  commensurate  with 
their  scope  of  practice.  See  G 1 1 8 

-  Ensuring  that  coordination/case  management  is 
being  performed  consistently  and  that  all  pertinent 
patient  information  is  communicated  to  all 
individuals  providing  care,  and  documented  in  the 
clinical  record.  See  G  143 

-  Ensuring  that  plans  of  care  are  developed  in 
consultation  with  the  physician,  and  that  the  plans 
of  care  are  being  implemented.  See  G  143,  G 
158 

-  Ensuring  that  each  patient's  plan  of  care  is  . 
complete  and  accurate  for  all  diagnoses, 
medications  and  treatments,  and  is  being 
implemented:  See  G  158,  G 159  ~ 

-  Ensuring  that  the  agency's  professional  staff 
promptly  alerts  the  physician  to  any  changes  in 
the  patient's  condition  that  may  suggest  a  need  to 
alter  the  plan  of  care.  See  G  164 

-  Ensuring  that  nursing  assessments  and 
reassessments  are  complete  and  accurately 
reflect  the  patient's  status  and  continuing  needs. 
Seed  71,. G1 72 
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q  140  5.  Training  on  this  policy  will  be  presented 
by  the  DPS  to  staff  in  the  June  201 0  staff 
meeting. 
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6.  A  documentation  submission  policy  will 
be  established  and  presented  to  staff  by  the 
DPS  which  will  ensure  that  documentation 
s  complete,  accurate  and  accessible  to  all 
staff  team  members  caring  for  the  patient. 
The  policy  includes  the  CMS  guidelines  for 
submission  of  data,  revisit  notes  to  be 
locked  no  later  than  7  days  from  patient 
visit,  all  wound  and  IV  documentation  must 
be  completed  at  the  end  of  the  work  day  on 
the  patient  visit  date,  weekend  and  holiday 
SOC  must  be  completed  for  review  by  the 
supervisor  by  the  next  county  business  day, 
corrections  after  documentation  review  are 
to  be  made  within  48  hours  of 
documentation  return  to  PCN,  nurses 
activity  records  are  to  be  entered  in  their 
entirety  at  the  end  of  each  day  worked, 
documentation  is  to  be  current  prior  to  a 
scheduled  leave. 
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-  Ensuring  that  Supervising  Nurses  are  aware  of 
the  current  status  of  each  patient;  ciinicaf  records 
contain  pertinent  and  current  findings,  and  that 
plans  of  care  are  being  updated  to  meet  patient's 
changing  needs.    G144,  G  159,  G  236 

-  Ensuring  that  SNs  are  providing  adequate 
supervision  of  paraprofessionais.  See  G  224. 

G  143  484.14(g)  COORDINATION  OF  PATIENT 
SERVICES 


All  personnel  furnishing  services  maintain  liaison 
to  ensure  that  their  efforts  are  coordinated 
effectively  and  support  the  objectives  outlined  in 
the  plan  of  care. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  19  clinical  records,  and 
interviews  with  the  Director  of  Patient  Services 
(DPS),  and  Supervising  Nurses,  there  is  no 
evidence  jn  11  records: 

-  significant  information  is  being  exchanged 
consistently  between  individuals  responsible  for 
developing  and  implementing  the  plan  of  care 

-  the  Skilled  Nurses  (SNs)  have  a  clear 
understanding  of  the  role  of  the  home  care  nurse 
in  providing  case  management  /  coordination. 
Patients  #1,  3,  5,  6,  8,  9,  10,  12,  13,  16,  18, 

Lack  of  adequate  case  management  and  case 
coordination  has  the  potential  for  unmet  patient 
needs  and  possible  negative  patient  outcomes. 

Patient  #10  was  identified  on  08/2009  -  10/2009 
OBQI  Report  for  discharge  to  the  community  with 
ongoing  medication  needs. 


q  140  484.14  (g)  Coordination  of  Patient  Services 


1 .  The  DPS  will  develop  a  policy  for  case 
management  for  all  primary  care  nurses  in 
homecare.This  policy  is  to  include: 
Purpose:  to  facilitate  care  coordination 
among  disciplines/ensure  a 
multidisciplinary  care  plan/allow  for 
ongoing  assessment  of  the  patient's  disease 
process/provide  and  coordinate  prompt 
changes  in  the  patient's  plan  of  care/ 
coordinate  communication  with  the 
physician/vendors  and  the  payer/ 
collaboratively  attends  to  the  patient  and 
family  education  needs/identifies  areas  for 
process  improvement/compiles 
documentation  for  the  payer  and  addresses 
ongoing  approvals  for  services  and  care 
delivery  needs/captures  and  monitors  data 
for  outcome  improvement. 


G  143 


2.  Training  will  be  developed  and 
implemented  by  the  DPS  using  the 
homecare  primary  nurse  case  management 
model  to  include  the  importance  of  the 
structured  case  management  model, 
organization  and  management  of  tasks  for 
the  RN,  and  strategies  for  increasing  the 
efficiency  of  case  management  duties  and 
responsibilities. 

3.  The  case  conference  form  will  be  revised 
to  assure  that  case  management 
responsibilities  are  identified,  actions  are 
specified,  follow  up  and  documentation  are 
complete. 

4.  TheQA  audit  tool  will  be  revised  to 
demonstrate  that  case  management  dutieg 
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Examples  are  as  follows: 


HV 

1.  Patient  #5  was  admitted  to  the  Certified  Home 
Health  Agency  (CHHA)  on  10/23/09  directly  from 
a  Skilled  Nursing  Facility  (SNF).  The  SNF 
discharge  nutritional  assessment  documented; 
the  patient  was  6  feet  1  inches,  weighed  108  lbs, 
had  an  ideal  weight  of  1 84  lbs.  The  agency's 
10/23/09  plan  of  care  documented  a  diagnosis  of 
malnutrition,  and  the  patient  was  to  receive  total 
parenteral  nutrition  (TPN)  via  a  peripherally, 
inserted  central  catheter  (PICC)  line.  On  03/03/10 
the  surveyor  conducted  an  observational  home 
visit  with  the  SN~  and  observed  that  the  patient 
was  quadriplegic  and  emaciated.  The  SN  failed  to 
coordinate  the  following: 

-  A  nutritional  plan  to  meet  the  patient's  needs. 
Specifically,  on  10/23/09  the  SN. performed  the 
initial  nursing  assessment,  and  documented 
"regular  diet...  nutrition/hydration  /  no  problems 
identified".  The  SN  failed  to  identify  that  the 
patient  had  unmet  nutritional  needs. 

On  1 T/1 3/09  the  SN  visited  the  patient  and 
documented  the  patient  had  a  poor  appetite,  and 
on  11/25/09  documented  the  PICC  line  and  TPN 
had  been  discontinued  due  to  infection.  Despite 
the  patient's  severely  compromised  nutritional 
status,  and  now  total  dependence  on  oral  intake 
to  meet  his  nutritional  needs,  the  SN  failed  to 
assess  the  patients  caloric  intake  and  failed  to 
identify  the  need  for  an  evaluation  by  a  nutritionist 
until  one  month  later  on  12/21/09. 

On  12/21/09  and  02/17/10  the  SN  documented 
the  patient  had  declined  a  nutritionist  evaluation, 


G  143 


are  adequate  and  documentation  is 
complete. 

5  (cont'd)  The  flow  chart  for  active  patients 
will  be  used  to  identify  the  specific 
deficiencies  for  each  patient/the  corrective 
action  taken/date  completed  and  that 
corrections  can  be  tracked.  The  ADPS  will'be 
responsible  for  assuring  that  each  nu rse  has 
completed  corrections/addendums .  This 
will  include  patient* 
3,4,5,6,1 1,1 3,14,1 6,7,1 8,and  19.Pts 
1,2,7,8,9,1 0,1 2,and  15  have  been 
discharged.  . 
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however,  the  SN  failed  to  discuss  this  with  the 
physician,  and  during  the  home  visit  conducted  by 
the  surveyor,  the  patient  stated  that  he  would  like 
to  have  an  evaluation  by  the  nutritionist. 

-  An  effective  plan  to  meet  the  patient's 
psychosocial  needs.  Specifically,  on  12/18/09  the 
SN  visited  the  patient  and  documented  the  patient 
was  refusing  to  eat  due  to  the  marital  problems 
with  his  wife.  The  SN  failed  to  discuss  this  with 
the  physician  or  identify  the  need  for  a  social  work 
evaluation  until  one  month  later  on  01/14/10. 


On  01/14/10  the  social  worker  visited  the  patient 
for  an  evaluation,  however,  the  social  worker 
failed  to  address  the  patient's  refusal  to  eat.  The 
social  worker  documented  the  patient;  was  having 
problems  with  his  wife,  suffered  from  depression, 
declined  services  from  "mental  health",  had 
denied  the  need  for  continued  social  work  visits. 
Although  the  social  worker  reported  these 
findings  to  the  physician,  she  failed  to  assess  if 
she  felt  further  visits  were  needed,  and  failed  to 
coordinate  a  plan  with  the  physician  and  SN,  to 
address  the  patient's  depression. 

On  03/03/10  the  surveyor  interviewed  the  SN 
case  manager.  Although  the  social  worker 
documented  that  she  left  a  detailed  message  for 
the  SN  to  update  her  on  the  patient,  the  case 
manager  stated  they  had  never  discussed  the 
patient's  status.  The  SN  stated  to  the  surveyor 
she  "wished  she  could  have  seen' the  social  work, 
evaluation".  Additionally,  the  SN  stated  that 
continued  visits  from  the  social  worker  may  have 
been  beneficial  to  the  patient,  as  the  patient  had 
not  been  seen  by  "mental  health"  for  a  very  long 
time. 
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-  An  effective  plan  to  ensure  the  patient's  safety. 
Specifically,  on  01/22/10  and  01/27/10  the  SN 
documented  the  patient  had  told  her  he  did  not 
want  his  wife  touching  him.  During  the  03/03/10 
interview  of  the  SN  by  the  surveyor,  the  SN  tofd 
the  surveyor  she  had  observed  the  wife  handling 
the  patient  roughly,  and  that  the  patient  had  been 
known  to  call  Adult  Protective  Services  (APS) 
about  his  wife  in  the  past.  The  SN  failed  to 
document  this,  and  failed  to  report  her  findings  to 
the  Supervising  Nurse,  physician,  social  worker, 
and  APS. 


-  A  plan  for  the  care  of  the  suprapubic  catheter. 
Specifically,  during  the  03/03/10  observational 
home  visit,  the  surveyor  observed  that  the  patient 
had  a  suprapubic  catheter  to  gravity  drainage. 
The  privately  hired  caregiver  stated  that  she  . 
assumed  full  responsibility  for  the  care,  and 
monthly  changing  of  the  catheter,  however,  the  . 
10/23/09  initial  nursing  assessment  documented 
that  the  wife  was  responsible  for  the  care  and 
changing  the  catheter.  Although  the  SN  visited 
the  patient  at  least  one  time  per  week  from 
10/23/09  -  02/20/10,  the  SN  failed  to:  ever  assess 
the  catheter  site,  document  a  plan  for  the  catheter 
care  on  the  10/23/09,  12/22/09,  or  2/20/10  plans 
of  care,  observe  if  the  wife  had  been 
independent  and  correctly  caring  for  the  catheter, 
observe  if  the  private  caregiver  was  independent 
and  correctly  caring  for  the  catheter,  discuss  with 
the  physician  if  he  was  in  agreement  with  the 
private  caregiver  changing  and  caring  for  the  • 
catheter. 

-  An  adequate  plan  for  pressure  ulcers. 
Specifically,  although  the  patient  had  3  decubitus 
ulcers  on  his  back  /  coccyx,  and  one  on  his  left 
heel,  the  SN  failed  to  coordinate  a  plan  with  the 
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patient,  caregiver,  and  physician  for  repositioning 
on  a  regular  schedule,  or  a  plan  for  care  of  the 
heei  ulcer.  Specifically,  the  caregiver  stated  to  the 
surveyor  that  she  had  been  changing  the 
dressing  on  the  patient's  heel  "for  a  long  time", 
however,  neither  the  02/20/10  plan  of  care,  or 
updated  physician  orders  included  wound  care  for 
this  wound,  and  the  SN  never  observed  the 
caregiver  performing  the  wound  care. 


G  143 


During  the  03/03/10  interview  of  the  SN  by  the 
surveyor,  the  surveyor  questioned  the  SN  as  to 
why  the  plan  did  not  include  wound  care  for  the 
patient's  heel  decubitus.  The  SN  stated  "because 
they  didn't  tell  me".  The  SN  failed  to  understand 
that  it  was  her  responsibility  to  assess  the 
patient's  skin  integrity  and  coordinate  a  wound 
care,  and  pressure  relief  plan.  ■ 

On  03/04/10  the  surveyor  reviewed  the  patient 
record  with  the  DPS  and  Supervising  Nurses.  No 
additional  information  was  provided. 

2.  Patient  #10  was  admitted  to  the  CHHA  on 
09/03/09.  The  09/03/09  initial  nursing  assessment 
documented  the  patient  had  dementia,  was 
confused,  lived  alone,  the  son  and  daughter  were 
taking  turns  staying  with  the  patient. 

On  1 0/05/09  the  LPN  visited  the  patient  and 
documented  the  patient  was  being  leftalone  and 
was  not  safe,  and  reported  this  to  the  SN  case 
manager.  On  10/13/09  the  SN  visited  the  patient 
and  discharged  the  patient  from  the  agency 
without  coordinating  a  plan  to  ensure  the  patient's 
safety.  Specifically,  the  SN  documented:  the 
daughter  and  son  took  turns  providing  care  and 
supervision  and  lived  within  walking  distance  of 
the  patient.  The  SN  discussed  with  the  son  "the 
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patient's  safety  at  times  when  she  is  left  alone"; 
the  son  responded  that  the  patient  is  checked 
frequently  and  the  patient  does  not  wander  about 
the  house.  The  SN  documented  she  closed  the 
case  at  the  request  of  the  family.  The  SN  failed 
to:  determine  if  the  family's  plan  to  leave  the 
patient  alone  was  safe  for  the  patient;  discuss  her 
findings  with  the  physician,  Nursing  Supervisor 
and  if  necessary  APS  prior  to  closing  the  case. 


The  patient  record  was  reviewed  with  the  DPS 
and  Supervising  Nurses  on  03/10/10.  No 
additional  information  was  provided. 

3.  Patient  #  8  was  admitted  to  the  agency's  Long 
Term  Home  Health  Care  Program  (LTHHCP)  on 
01/12/10.  The  SN  failed  to  coordinate  a  plan  to 
meet  the  patient's  needs  as  follow: 

The  01/12/10  initial  nursing  assessment 
documented  the  patient:  was  "mentally  . 
challenged",  and  that  2  times  per  month  the 
patient  had  chemotherapy.  The  patient  had  to 
return  to  the  physician  the  day  following  the 
chemotherapy  for  a  _  neulasta  injection,  and  again 
the  day  after  that,  for  the  port  to  be  de-accessed. 
Although  the  SN  visited  the  patient  every  2  weeks 
immediately  following  the  chemotherapy,  the  SN 
failed  to  coordinate  a  plan  to  provide  these  post 
chemo  therapy  procedures  at  home  for  the 
patient. 

On  03/10/10  the  surveyor  interviewed  the  SN  . 
The  SN  tofd  the  surveyor  that  it  was  very  difficult 
for  the  patient  to  visit  the  physician  3  days  in  a 
row  2  times  per  month  for  her  chemotherapy 
regimen.  The  surveyor  questioned  the  SN  as  to  ■ 
why  she  wasn't  performing  these  procedures  for 
the  patient  at  home,  and  the  SN  stated  that  the 
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agency  coufd  not  be  reimbursed  for  the  neutasta. 
There  is  no  documentation  in  the  record  of  this 
problem,  or  of  any  attempt  by  the  SN  to  resolve 
the  problem.  Additionally,  although  the  SN  was 
visiting  the  patient  2  times  per  month  immediately 
following  the  chemotherapy,  the  SN  stated  she 
had  not  been  de-accessing  the  port  because  she 
just  followed  what  the  patient  had  been  doing 
prior  to  the  home  care  services,  and  the  SN 
never  discussed  with  the  physician  that  she  could 
de-access  the  port  at  home. 

-  The  01/12/10  plan  of  care  documented  SN  visits 
were  needed  2  times  per  month,  and'faifed  to 
specify  that  the  visits  were  needed  every  2  weeks 
immediately  following  the  chemotherapy  for 
assessment,  per  the  surveyor's  interview  with  the 
SNon  03/10/10. 


-  The  01/1 2/1 0  pfan  of  care  documented  that  a 
weight  loss  of  5  lbs.  was  to  be  reported  to  the 
physician.  On  01/12/10  the  SN  visited  the  patient 
and  documented  the  patient  weighed  129  lbs.  On 
01/29/10  the  SN  visited  the  patient  and 
documented  the  patient  weighed  122  (bs.,  which 
represented  a  7  lb  weight  loss.  The  SN 
documented  that  weight  loss  was  to  be  expected. 
The  SN  failed  to  report  the  weight  loss  to  the 
physician  per  the  plan  of  care,  and  failed  to 
consult  with  the  physician  regarding  reportable 
weight  parameters,  prior  to  changing  the  pfan  of 
care . 

The  patient  record  was  reviewed  with  the  DPS 
and  Supervising  Nurses  on  03/10/10.  No 
additional  information  was  provided. 

4.  Patient  #  9  was  admitted  to  the  CHHA  on 
10/03/09.  The  SN  failed  to  coordinate  a  complete 
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and  accurate  plan  of 'care  for  antibiotic  IV 
administration.  This  resulted  in  the  antibiotics  not 
being  infused  at  the  rate  specified  in  the  plan  of 
care  for  4  days  as  follows: 


-  The  -10/03/09  plan  of  care  documented  cipro 
and  vancomycin  (antibiotics),  each  to  be  infused 
over  1  hour  via  a  PiCC  line  every  12  hours.  The 
plan,  however,  documented  conflicting  orders  for 
the  vancomycin.  Specifically  the  plan  documented 
vancomycin  in  dextrose  1  gm  in  200  cc  normal 
saline  using  dial-a  flow  tubing  and  via  PICC  line, 
however,  the  plan  also  documented  infuse'  1  gm 
in  250cc  normal  saline  every  12  hours  over  1 
hour  at  a  rate  of  250cc  per  hour.  Additionally,  the 
plan  failed  to  include  the  times  the  son  was  to 
infuse  each  antibiotic,  and  the  sequence  in  which 
they  were  to  be  administered. 

-  On  10/03/09  at  9:00  AM  -  11:00  AM  the  SN  case 
manager  conducted  the  initial  nursing 
assessment  and  documented:  the  SN  case 
manager  called  the  IV  durable  medical  equipment 
(DME)  vendor  to  report  it  was  taking  greater  than 

1  hour  for  the  IV  antibiotics  to  infuse,  she  had 
requested  a  pump,  the  DME  vendor  had  refused 
to  provide  a  pump.  Although  the  SN  case 
manager  documented  she  had  called  the 
physician  and  the  Supervising  Nurse  to  discuss 
the  plan  of  care,  the  SN  case  manager  failed  to:' 
discuss  the  infusion  problem  with  the  Supervising 
Nurse,  report  to  the  physician  that  the  antibiotics 
were  not  being  infused  over  1  hour  as  specified  in 
the  plan  of  care,  coordinate  a  plan  to  address  the 
problem. 

-  At  9:30  PM  on  the  same  day  the  patient  called 
the  on  call  Supervising  Nurse  to  report  he  "could 
not  get  the  IV  to  run,  or  flush  the  gray  lumen". 
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The  Supervising  Nurse  instructed  .the  patient  by 
phone  to  use  the  alternate  lumen.  The  SN  case 
manager  failed  to  specify  on  the  pian  of  care 
which  lumen  the  antibiotics  were  supposed  to  be 
infused  through,  and  the  Supervising  Nurse  failed 
to  notify  the  physician  of  the  infusion  problem 
during  the  evening,  and  of  her  instructions  to  the 
patient  to  use  the  'other  lumen. 


As  a  result,  despite  the  fact  that  this  was  the 
patient's  first  time  infusing  these  medications  at 
home  independently!  and  there  were  problems 
identified  earlier  in  the  day  with  the  IV  infusion, 
the  Supervising  Nurse  failed  to  visit  the  patient 
that  evening,  and  the  SN  case  manager  did  not 
visit  the  patient  until  the  following  day  on 
10/04/09. 

-  On  10/05/09  the  SN  case  manager  visited  the 
patient  and  documented  she  reported  to  the  DME 
vendor  that  it  was  taking  at  least  2  hours  to  infuse 
each  antibiotic.  The  SN  case  manager 
documented  the  DME  vendor  had  responded  that 
they  had  been  having  problems  with  the  type  of  IV 
tubing  that  the  patient  was  using,  and  that  they 
would  send  another  infusion  system  to  the 
patient.  The  SN  case  manager  failed  to  ascertain 
when- the  vendor  expected  to  have  the  new 
system  to  the  patient,  or  discuss  the  unresolved 
problem  with  the  Supervising  Nurse,  and 
physician.  As  a  result,  the  IV  antibiotics  failed  to 
infuse  over  1  hour  for  another  48  hours, 
Specifically: 

-  On  10/06/09  the  SN  documented  another  call  to 
the  DME  vendor  and  again  inquired  about  getting 
an  IV  pump.  The  vendor  responded  that  they 
would  deliver  the  new  infusion  system  on  the 
following  day,  10/07/09. 
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The  SN  failed  to  take  immediate  action  on 
10/05/09  with  the  vendor,  supervisor,  and 
physician,  and  enlist  the  assistance  of  the  DPS, 
to  fmmediately  resolve  the  problem  of  the 
vendor's  failure  to  provide  supplies  /  equipment 
needed  for  proper  infusion  of  the  antibiotics.  ' 

The  patient  record  was  reviewed  with  the  DPS 
and  Supervising  Nurses  on  03/09/10.  No 
additional  information  was  provided. 
G  144  484.14(g)  COORDINATION  OF  PATIENT 
SERVICES  . 

The  clinical  record  or  minutes  of  case, 
conferences  establish  that  effective  interchange, 
reporting,  and  coordination  of  patient  care  does 
occur. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  19  clinical  records,  review 
of  agency  policies,  and  interviews  with  the 
Director  of  Patient  Services  (DPS)  and 
Supervising  Nurses  between  02/25/10  and 
03/16/10,  there  is  no  evidence  in  19  records,  that 
interdisciplinary  case  conferences  are  being 
conducted  on  a  regular  basis  to  ensure  effective 
interchange,  reporting,  and  coordination  of  patient 
care  occurs.   Patients  #  1-19 

Lack  of  adequate  case  conferencing  has  the 
potentiator  agency'  wide  unmet  patient  needs 
and  negative  patient  outcomes. 

Evidence  is  lacking: 

-  Interdisciplinary  case  conferences  are  taking 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


G  143 


G  144 


G  144484.14(g)  Coordination  of  Patient 
Services 

1 .  The  DPS  will  develop  a  policy  that  will 
require  case  managers  to  institute 
nterdisciplinary  conferences  when  two  or 
more  therapies  are  in  place.  The  frequency 
of  the  interdisciplinary  conferences  will  be 
determined  during  case  conferences  with 
the  PCN  and  supervisor. 

2.  Training  will  be  developed  and 
implemented  to  provide  guidelines  forthe 
process  of  scheduling,  conducting  and 
documenting  ID  conferences. 

3.  The  case  conference  sheet  will  be  revised 
to  assure  that  the  PCN  has  identified  the' 
need  for  the  ID  conference.  It  will  be  the 
responsibility  of  the  case  manager  to 
coordinate  the  ID  conference. 

4.  An  interdisciplinary  conference  form  will 
be  developed  as  part  of  the  patient  record 
to  document  the  action  plan/  guidelines 
and  time  frame  for  follow  up  on  action 
items. 

5.  The  QA  comprehensive  audit  tool  will  be 
revised  to  reflect  surveillance  of 
identification  of  need  for  an 
interdisciplinary  conference,  planning/ 
evaluation  and  documentation  of  the 
conference.  □ 
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place,  and  that  information  essential  to  caring  for 
the  patient  is  being  exchanged  among  all 
employees  assigned  to  care  for  the  patient.  See 
G  143 

-  The  Supervising  Nurses  are  reviewing  the 
patient  records  every  2  weeks  with  the  Skilled 
Nurses  (SNs) .  Specifically,  on  03/15/10  the 
surveyor  interviewed  the  DPS.  The  DPS  stated 
that  it  is  expected  that  the  Supervising  Nurses 
review  patient  records  with  the  SNs  every  2 
weeks,  and  that  the  record  reviews  are 
documented  on  a  form  entitled  "MCDOH  Home 
Care  Case  Conference",  or  in  the  patient  record. 
There  is  no  evidence  in  the  patient  records,  or  the 
supervisory  notes  that  this  frequency  was  being 
adhered  to  by  the  Supervising  Nurses.  Patients 
#1-19 

-  The  Supervising  Nurses  are  identifying 
problems  with  care  coordination  when  they  do 
conduct  the  case  conferences.    See  G  236 

The  above  information  was  reviewed  by  the 
surveyor  with  the  DPS  on  03/15/10.  The  DPS  , 
stated  that  interdisciplinary  case  conferences  take 
place  only  as  needed,  and  are  not  scheduled  at 
regular  intervals. 

484.18  ACCEPTANCE  OF  PATIENTS,  POC, 
MED  SUPER 

Care  follows  a  written  plan  of  care  established 
and  periodically  reviewed  by  a  doctor  of  medicine, 
osteopathy,  or  podiatric  medicine. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  19  clinical  records  and 
interviews  with  the  Director  of  Patient  Services 
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Care  and  Medical  Supervision 

1  .The  DPS  will  develop  a  documentation 
submission  policy  that  will  provide  time 
frame  requirements  for  the  submission  of 
clinical  documentation.  Failure  to  meet 
these  requirements  will  result  in  progressive 
employee  discipline. This  policy  has  been 
completed  and  will  be  presented  to  the 
PAB/PAC  on  4/28/201 0.  £3 
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(DPS)  and  Supervising  Nurses  there  is  no 
evidence  En  17  records  the  established  plan  of 
care  is  consistently  being  followed.  Patients  #  1 
14,16,18,19 

Failure  of  agency  staff  to  follow  the  plan  of  care 
has  the  potential  for  patients  receiving  care 
inconsistent  with  the  physician's  orders,  unmet 
patient  needs,  and  possible  negative  patient 
outcomes. 


Examples  are  as  follows: 

1.  In  2  of  2  records  reviewed  where  the  patients 
were  participants  in  the  agency's  telehealth 
program,  the  Skilled  Nurse  (SN)  failed  to  report 
values  to  the  physician  that  were  consistently 
outside  of  the  reporting  parameters  established  in 
the  plan  of  care:  Patients  #3,6 

Specifically: 

Patient  #  6  was  admitted  to  the  Certified  Home 
Health  Agency  (CHHA)  on  01/12/1 0,  and  was 
admitted  to  the  telehealth  program  on  02/19/10. 
The  02/12/10  plan  of  care  documented  that  blood 
pressure  values  not  within  160-120/  90-40  should 
be  reported  to  the  physician.  The  02/1 1/10- 
02/19/10  Telehealth  Trend' Report  documented 
that  between  the  dates  of  02/1 9/1 0  and  03/05/1 0 
the  the  patient  had  exceeded  the  high  blood 
pressure  parameters  14  times  in  14  days.  The  SN 
failed  to  notify  the  physician  of  this  persistent 
trend. 

Patient  #  3  was  admitted  to  the  agency's  Long 
Term  Home  Health  Care  Program  (LTHHCP)  on 
12/30/09,  and  was  admitted  to  the  telehealth 
program  on  01/07/10.  The  02/28/10  plan  of  care 
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(X5) 
COMPLETION 
OATE 


2.  The  DPS  will  develop  a  telehealth 
monitoring  policy  which  will  include 
appropriate  use  of  monitor  in  homecare, 
prescreening  requirements,  adding  the 
monitor  to  the  POC,  monitor  use  including 
actions  to  betaken  for  patients  alerting 
outside  of  parameters  and  writing  orders  for 
telehealth  monitoring  and  communications 
with  the  ordering  physician  by  faxing  trend 
sheets  weekly  and  prn. This  policy  has  been 
completed  and  will  be  presented  to  the  PAB 
on  4/21/2010. 

3.  The  case  conference  sheet  will  be  revised 
to  assure  that  the  PCN/CFC  has  met  the 
requirements  of  the  telehealth  policy. 

4.  The  QA  audit  tool  will  be  revised  to 
include  a  focused  audit  on  telehealth 
patients  to  include  surveillance  of  trend 
reporting  and  compliance  with  ordered 
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documented  that  spot  oxygen  saturation  (Sp02) 
values  below  88%  should  be  reported. to  the 
physician.  The  02/13/10  -  02/25/10  Telehealth 
Trend  Report  documented  that  the  patient's  Sp02 
value  was  below  88%  8  times  in  12  days.  The  Sfs 
failed  to  notify  the  physician  of  this  persistent 
trend. 


The  RN  failed  to  identify  that  both  of  the  above 
patients  were  experiencing  persistent  trends,  that 
were  reportable  to  the  physician  per  the  plan  of 
care.  Instead  the  RN  was  facilitating  the  patients 
return  to  acceptable  parameters,  almost  daily,  by 
calling  the  patients,  and  /  or  re-testing,  and  /  or 
dispatching  SNs  to  the  patient's  home  to  obtain 
vital  signs. 

Patient  records  #6  and  #3  were  reviewed  with 
the  DPS  and  Supervising  Nurses  on  03/05/10  and 
03/06/10  respectively.  The  DPS  provided  an 
undated  policy  titled  'Telehealth  Monitoring 
Procedure".  The  procedure  was  merely  a 
screening  tool  to  identify  patients  who  would  be 
potential  candidates  for  the  telehealth  program, 
and  failed  to  include  the  process  for  reporting 
values  that  are  out  of  parameters  to  the 
physician. 

2.  Patient*  18  was  admitted  to  the  LTHHCP  on 
12/29/09.  The  12/29/09  plan  of  care  documented 
SN  visits  2  times  per  week  for  9  weeks  for  wound 
care  and  assessment  of  the  patient's  left  lower 
leg  wound.  The  SN  failed  to  visit  the  patient  per 
the  plan  of  care,  and  failed  to  notify  the  physician 
as  follows:  The  SN  failed  to  visit  from  12/29/10  - 
01/05/10,  01/07/10  -  01/14/10,  01/14/10  - 
01/21/10,  02/04/10-02/11/10,  02/18/10- 
02/25/10. 
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Additionally,  although  the  SN  visited  the  patient 
from  12/29/09  to  01/21/10,  the  .SN  failed  to 
measure  wound  #1  during  this  time  period. 

The  patient  record  was  reviewed  on  03/15/10  with 
the  DPS  and  Supervising  Nurses.  No  additional 
information  was  provided. 

3.  Patient  #  13  was  admitted  to  the  CHHA  on 
02/18/10.  The  SN  failed  to  follow  the  02/18/10  . 
plan  of  care,  and  failed  to  notify  the  physician  as 
follows: 

-  The  plan  of  care  documented  the  SN  was  to 
visit  the  patient  2  times  per  week  for  2  weeks, 
then  1  time  per  week  for  3  weeks  for  patient 
assessment.  On  03/1 1/10  the  surveyor 
requested  the  patient  record  which  documented 
the  following:  The  SN  failed  to  assess  the  patient 
between  02/18/10  and  03/02/10.  Specifically  on 
02/22/10  and  02/23/10  the  patient  refused  SN 
visits,  on  02/24/10  the  SN  documented  she 
visited  the  patient  and  assessed  the  patient's  vital 
signs,  however,  there  was  no  assessment 
documented,  and  on  02/26/10  the  SN  visited  the 
patient  and  conducted  a  home  health  aide 
supervision,  however,  the  SN  did  not  assess  the 
patient. 

-  The  plan  of  care  documented  the  patient  was  to 
be  weighed  every  week  when  able  to  stand, 
however,  the  patient  was  never  weighed  after  the 
initial  assessment,  and  the  SN  failed  to  document 
why  the  patient  had  not  been  weighed. 

The  patient  record  was  reviewed  on  03/12/10  with 
the  DPS  and  Supervising  Nurses.  No  additional 
information  was  provided. 
G  159  484.18(a)  PLAN  OF  CARE 
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The  plan  of  care  developed  in  consultation  with 
the  agency  staff  covers  all  pertinent  diagnoses, 
including  mental  status,  types  of  services  and 
equipment  required,  frequency  of  visits, 
prognosis,  rehabilitation  potential,  functional 
limitations,  activities  permitted;  nutritional 
requirements,  medications  and  treatments,  any 
safety  measures  to  protect  against  injury, 
instructions  for  timely  discharge  or  referral,  and 
any  other  appropriate  items.  . 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  1 9  clinical  "records,  and 
interviews  with  the  Director  of  Patient  Services  ■ 
(DPS)  and  Supervising  Nurses  there  is  no 
evidence  in  12  records  the  plan  of  care 
developed  is  of  sufficient  scope  to  meet  the 
patient's  needs.    Patients  #  2,  3,  4,  5,  7,  8,  9, 
11,12,14,16,18  . 

Patient  #9  was  identified  on  the  8/2009  -  10/2009 
OBQI  Adverse  Event  Report  for  deteriorating 
wounds. 

Lack  of  a  complete  and  accurate  plan  has  the 
potential  for  unmet  patient  needs  and  possible 
agency  wide  negative  patient  outcomes. 

Examples  are  as  follows: 

HV 

1.  Patient  #5  was  admitted  to  the  Certified  Home 
Health  Agency  (CHHA)  on  10/23/09.  The 
02/20/10  plan  of  care  was  incomplete  or 
inaccurate  as  follows: 

-  On  03/03/10  the  surveyor  conducted  an 


G  159 


1 .  Progresa  will  be  advised  by  the  Director 
of  Administrative  Services  that  POC 
documentation  485/487  overlaps  and  prints 
out  in  a  manner  that  is  not  able  to  be 
followed  by  clinicians.  A  request  for 
technical  support  to  alleviate  this  problem 
will  be  submitted.  Guidance  was  provided 
by  Progresa  support  in  alleviating  this 
problem. 

2.  A  training  module  will  be  presented  to  " 
staff  at  the  April  28, 201 0  to  staff  to  ensure 
that  staff  are  competent  in  the  technical 
specifications  forthis  documentation. 

2.  The  ADPS/PCN  will  review  the  485/487 
with  the  review  of  the  SOC/ROC/Recert  and 
at  case  conferences. 

3.  The  QA  audit  tool  will  be  utilized  to 
ensure  that  the  POC  is  complete  and 
accurate. 

4.  Specific  survey  POC  related  deficiencies  ■ 
will  be  presented  to  all  nursing  staff  at  the 
next  staff  meeting  on  4/28/201 0. 

5.  AN  specific  survey  POC  related 
deficiencies  will  be  reviewed  1:1  with  the 
PCN  bytheADPS/DPS. 

6.  The  documentation  committee,which 
includes  field  staff  nurses  and  nursing 
supervisors  will  develop  tools  to  serve  as  a 
guideline  for  PCN's  to  develop  and 
document  the  POC.  These  guidelines  will  be 
presented  in  monthly  team  training 
meetings.  This  will  be  initiated  at  the  5/201 0 
meeting.    H 
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observational  home  visit  with  the  Skilled  Nurse 
(SN).  The  surveyor  observed  that  the  patient  was 
quadriplegic,  however,  this  diagnosis  was  not 
documented  on  the  plan  of  care. 


-  The  plan  documented  the  patient's  wife  was  to 
care  for  the  patients's  suprapubic  catheter, 
however,  the  plan  was  not  specific  for  what  the 
care  included. 

-  During  the  observational  home  visit,  the 
surveyor  observed  that  the  patient  had  3  wounds 
on  his  back,  and  one  on  his  left  heel,  however, 
the  plan  included  wound  care  for  only  2  of  the 
back  wounds,  and  not  the  heel  wound. 

-  The  following  medication  discrepancies  on  the 
plan  of  care  were  identified  during  the 
observationai  home  visit  by  the  surveyor: 

The  plan  included  Total  Parentaf  Nutrition  (TPN) 
infusion  via  a  peripherally  inserted  central 
catheter  (PICC),  and  IV  famotidine,  however,  the 
surveyor  observed  that  the  patient  did  not  have 
an  IV  PICC  line,  and  on  1 1/25/09  the  SN  had 
documented  that  the  PICC  line  and  TPN  had  . 
been  discontinued  due  to  infection. 

The  patient  stated  he  was  taking  hydrocodone  for 
pain  as  needed,  however,  this  was  not  on  the 
plan  of  care 

The  plan  included  paxil  20  mg  per  day,  however, 
the  patient  stated  that  was  discontinued  2-3 
weeks  ago.  There  was  no  physician  order  to 
discontinue  this 

The  plan  included  xanax  0.25mg  3  times  per  day, 
however,'  the  patient  stated  this  was  discontinued 
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8.  HHQI  Medication  Management  Best 
Practices  will  be  presented  to  staff  at  the 
June  2010  staff  meeting. 

9.  All  IV  charts  will  be  audited  in  the  next 
quarter  and  the  IV  audit  tool  will  be  revised 
to  demonstrate  surveillance  of  IV  record 
deficiencies. 

1 0.  The  QA  nurse  will  advise  the  ADPS  by 
use  of  the  audit  tools  the  deficiencies 
identified.  Those  deficiencies  will  be 
incorporated  into  the  case  conferences  as  a 
means  to  implement  corrective  action. 

1 1 .  Ongoing  revision  and  update  of  IV 
policy  will  continue  with  guidance  and  ' 
approval  of  the  MCDOH  medical  consultant. 
Policies  will  be  presented  to  the  PAB/PAC  at 
the  7/21/2010  meeting. 


6/23/2010 


7/21/2010 


7/21/2010 
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in  October  2009 

The  patient  stated  he  was  taking  Valium  as 
needed  at  bedtime,  however  the  ptan  did  not 
include  this,  and  there  was  no  physician  order  for 
this. 


The  plan  included  baclofen  20mg  one  time  per 
day,  however,  the  patient  stated  he  is  taking  this  2 
times  per  day. 

The  plan  included  bactrim  800  mg  2  times  per 
day,  however,  the  patient  stated  this  had  been 
discontinued  2  weeks  prior,  when  cymbalta  had 
been  started,  which  was  on  the  plan  of  care. 

The  patient  stated  he  was  taking  Cipro  250  mg  2 
times  per  day,  however,  this  was  not  on  the  plan 
of  care. 

The  plan  included  amitiza  8  meg  daily,  however, 
the  patient  stated  he  is  taking  this  as/needed, 
approximately  4  times  per  week. 

The  plan  of  care  included  colace  100mg  2  times 
per  day,  however,  the  patient  stated  he  is  taking 
this  as  needed  approximately  4  time  per  week. 

On  03/03/10  the  surveyor  interviewed  the  SN. 
The  SN  stated  that  she  reviews  the  patients 
specific  individual  medications  with  patients  only 
during  initial  assessments,  and  that  on 
recertification  assessments  she  asks  the  patients 
if  they  have  had  any  new  medications  prescribed. 
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The  patient  record  was  reviewed  on  03/04/1 0  with 
the  DPS  and  Supervising  Nurses.  No  additional 
information  was  provided. 
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2.  Patient  #9  was  admitted  to  the  CHHA  on 
10/03/09.  The  10/03/09  plan  of  care  failed  to 
include  an  accurate,  and  understandable,  wound 
care  plan.  Specifically,  the  plan  of  care 
documented:  "Change  wound  vac  dressing  and 
perform  wound  care  to  left  foot  on  Mon,  Wed,  Fri, 
RN  to  measure  wound-weekly.  If  vac  fails,  may 
apply  wet  to  dry  NS  until  wound  vac  arrives,  use 
aquacel  DSD  daily  and  wrap  with  kerlix,  secure 
with  tape.. .left  foot  wound,*  using  clean  technique, 
every  day  dressing  change,  son  performing 
dressing  change  per  MD  orders:  cleanse  left  foot 
wound  with  4x4  and  NS,  pat  dry,  apply  aquace! 
AG,  cut  to  fit  size  of  wound  bed,  cover  with  4x4 
gauze,  place  ABD  then  wrap  with  gauze 
cling. ..change  dressing  right  foot,  clean 
technique,  3  days  a  week  -  M-W-F,  cleanse 
wound  with  NS.  Fit  black  foam  to  wound.  KCI 
wound  vac  to  right  foot  wound,  if  vac  fails,  apply 
norma!  saline  wet  to  dry  dressing,  wound  vac 
continuous  suction  125  mmHg  to  right  foot 
wound. ..change  wound  vac  dressing  and  perform 
wound  care  to  left  foot  and  right  foot  on  Mon, 
Wed,.  Fri.  RN  to  measure  wound  weekly.  If  vac 
fails  may  apply  wet  to  dry  NS  dressing." 


The  plan  of  care  was  unclear  for  what  dressing 
was  to  be  applied  to  which  foot,  and  how  often, 
and  was  not  written  in  a  manner  that  treatment 
orders  could  be  followed. 

On  03/09/10  the  patient  record  was  reviewed  by 
the  surveyor  with  the  DPS  and  Supervising 
Nurses.  They  agreed  that  the  above  plan  of  care 
did  not  contain  instructions  for  wound  care  that 
could  be  followed  by  the  SNs. 

HV 

3.  Patient  #2  was  admitted  to  the  CHHA  on 
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11/02/09.  On  01/21/10  the  patient  returned  home 
from  the  hospital  following  a  PICC  line  placement. 
The  01/21/10  updated  plan  of  care  failed  to 
include  the  following: 

-  a  plan  to  assess  for  PICC  line  migration, 
including  reporting  parameters  to  the  physician 
for  externa!  catheter  length.  As  a  result,  although 
the  SN  visited  the  patient  12  more  times  after  the 
initial  assessment,  the  SN  failed  to  ever  re  assess 
the  PiCC  for  migration,  including  measuring  the 
external  catheter  length. 

-  a  plan  for  care  for  the  nephrostomy.  Specifically, 
although  the  SN  documented  in  the  01/21/10 
ROC  nursing  assessment  that  the  patient  had  a 
new  nephrostomy  "tube"  draining  to  gravity,  there 
was  no  plan  for  the  care  of  the  catheter. 


-  a  complete  and  accurate  wound  care  plan. 
Specifically,  on  03/01/10  the  surveyor  conducted 
an  observational  home  visit  with  the  SN,  and 
observed  the  SN  applying  a  dry  sterile  dressing  to 
an  old  drain  site  on  the  patient's  abdomen.  The 
plan  of  care,  however,  documented  the  dressing 
should  be  tegaderm. 

-  a  complete  an  accurate  medication  plan  . 
Specifically,  the  following  discrepancies  in  the 
plan  of  care  were  identified  by  the  surveyor  during 
the  observational  home  visit: 

The  plan  documented  bifidophilus  1  tab  daily, 
however  the  patient  stated  she  was  taking  it  3 
time  per  day. 

The  plan  documented  K  Phos  1  tablet  2  times  per 
day,  however,  the  patient  stated  she  had  not 
taken  this  for  1  month  as  directed  by  the 
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physician. 

The  plan  documented  fasix  80  mg  2  times  per 
day,  however  the  patient  stated  she  had  been 
taking  200mg  in  the  AM  and  100  mg  in  the  PM 
since  02/09/10  as  directed  by  the  physician 

The  plan  of  care  documented  metamucil  1  time 
per  day  and  magnesium  oxide  2  times  per  day, 
however,  the  patient  stated  she  had  not  taken 
these  for  2  weeks  as  directed  by  her  physician. 

The  patient  stated  she  was  taking  cipro  250  mg 
every  day,  however,  this  was  not  included  in  the  . 
plan  of  care. 

The  plan  documented  lantus  100  insulin  36  units 
subcutaneous  inject/on  at  bedtime,  however  the 
patient  stated  she  was  taking  34  units  as  directed 
by  the  physician. 

The  patient  stated  that  her  insulin  sliding  scaie 
had  been  changed  on  02/02/10  and  02/04/10, 
however,  there  were  no  physician  orders 
reflecting  the  02/04/10  sliding  scale  changes. 

Additionally,  the  plan  of  care  documented  zosyn 
(antibiotic)  IV  every  6  hours  using  a  gemstar 
pump.  The  patient  record  was  reviewed  by  the 
surveyor  with  the  DPS  and  Supervising  Nurses  on 
03/08/10.  The  Supervising  Nurse  clarified  that 
one  hew  IV  bag  with  tubing  was  to  be  hung  every 
24  hours,  and  the  pump  then  administered  the 
medication  automatically  every  6  hours 
throughout  the  day.  The  plan  of  care  failed  to 
clarify  this. 
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Agency  professional  staff  promptly  alert  the 
physician  to  any  changes  that  suggest  a  need  to 
alter  the  plan  of  care. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  19  clinical  records,  and 
interviews  with  the  Director  of  Patient  Services 
(DPS),  and  Supervising  Nurses,  there  is  no 
evidence  in  6  records  that  the  physician  is 
consulted  when  changes  in  the  patient  condition 
occur.  Patients  #  2,  6,  9,  14,  17,  18 

Failure  to  consult  with  the  physician  when 
changes  are  identified  in  the  patient's  condition 
resulted  in  a  negative  outcome  for  patient  #9,  and 
has  the  potential  for  agency  wide  unmet  patient' 
needs  and  negative  patient  outcomes.  , 

Patient  #9  was  identified  on  the  08/2009  - 
10/2009  OBQI  Adverse  Event  Report  for 
deteriorating  wounds. 

Examples  are  as  follows: 

1 .  Patient  #  9  was  admitted  to  the  Certified  Home 
Health  Agency  (CHHA)  on  10/03/09. 

-  Between  the  dates  of  10/04/09  and  10/26/09  the 
Skilled  Nurse  (SN)  visited  the  patient  7  times  and 
documented  at  5  visits  the  patient's  wound  had  a 
strong  or  foul  odor.  Afthough  the  SN  documented 
on  10/.19/09  that  she  had  instructed  the  patient  to 
report  any  odor  coming  from  the  wound  site,  the 
SN  failed  to  report  the  wound  odor  that  she  had 
observed  to  the  physician. 

-  On  10/19/10  the  SN  visited  the  patient  and 
documented  redness  at  the  PICC  line  site,  which 
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G  164  G  164  Periodic  Review  of  Plan  of  Care 

1.  The  designated  QA  nurse  will  review  ■ 
conduct  a  full  audit  on  any  adverse. 

\l  outcome  charts.  A  minimum  of  5  wound 
charts  will  be  audited  per  quarter. 

2.  The  audit  too!  for  adverse  outcomes  will 
be  revised  by  the  designated  QA  nurse  to 
reflect  surveillance  that  the  nurse 
conducted  adequate  follow  up  including 
notification  of  the  physician  on  any  change 
in  patient  condition. 

3.  The  wound  care  case  conference  form  has 
been  developed  and  will  be  instituted  as 
part  of  the  case  conference  by  theADPS  for 

patients  receiving  wound  treatment  and 
will  be  scanned  into  the  permanent  record. 

4.  The  established  documentation 
committee  will  develop  guidelines  for  the 
accurate  and  complete  documentation  of 
pain  in  the  patient  record.  The  policy  and 
procedure  for  pain  documentation  will  be 
revised  and  presented  to  the  PAB/PAC  at 
the  4/28/2010  meeting.  6/1/2010 

5.  The  DPS  will  develop  training  on  pain 
assessment  in  the  homecare  setting  to 
include  protocol  for  notifying  the  MD  of 
changes  in  pain  status  and  present  it  to  staff 
in  a  monthly  team  training  meeting: 

M?  *b>i  PC  OTX^_ 

1'  -»  O-j-j  ir  if  _     J  ■ 
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she  did  not  document  at  the  prior  visit  on 
10/12/09.  The  SN  failed  to  report  this  change  to 
the  physician? 

On  10/27/09  the  SN  documented  the  patient  had 
been  admitted  to  the  hospital  for  an  elevated 
temperature  and  infected  peripherally  inserted 
central  catheter  (PICC). 


The  patient  record  was  reviewed  on  0'3/09/1 0  with 
the  DPS  and  Supervising  Nurses,  no  additional 
information  was  provided. 

2.  Patient  #  6  was  admitted  to  the  CHHA  on 
02/12/10.  The  SN  failed  to  report  changes  in  the 
patient's  condition  to  the  physician  as  follows: 

-  On  02/12/10  the  SN  documented  that  the  patient 
weighed  238  lbs,  and  on  02/18/10  the  SN 
documented  the  patient  weighed  221  lbs.  The  SN 
failed  to  report  the  17  lb  weight  loss  in  a  5  day 
period  to  the  physician 

-  On  02/18/10  the  SN  visited  the  patient  and 
documented:  she  was  making  the  visit  as  a  result 
of  an  elevated  blood  pressure  and  heart  rate 
identified  on  telehealth  readings,  the  patient  was 
agitated,  the  patient  was  experiencing  left 
shoulder  pain,  the  patient  was  refusing  to  use  her 
oxygen,  the  patient  refused  to  go  to  the 
emergency  room  as  directed  by  the  SN.  The  SN 
left  the. patient's  home  with  the  patient  in  this 
potentially  life-threatening  situation,  and  failed  to 
immediately  report  these  symptoms  to  the 
physician. 

The  patient  record  was  reviewed  with  the  DPS 
and  Supervising  Nurses  on  03/05/10.  No 
additional  information  was  provided. 
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3.  Patient  #  18  was  admitted  to  the  agency's  Long 
Term  Home  Health  Care  Program  on  12/29/09. 
The'  12/29/09  plan  of  care  included  duragesic 
patch  50  meg,  change  patch  every  72  hrs, 
lidoderm  5%  apply  patch  around  perimeter  of 
lower  left  leg  wound  each  dressing  change, 
oxycodone/acetaminophen  5  -'500  mg  every  2 
hours  as  needed  for  pain.  The  SN  failed  to  report 
the  foilowing  changes  in  patient  condition  to  the 
physician: 

-  On  02/09/10  the  SN  visited  the  patient  and 
documented  the  patient's  blood  pressure  to  be 
112/78.  On  02/16/10  the  SN  visited  the  patient . 
and  documented  the  patient:  was  fatigued,  had  a 
blood  pressure  of  70/40,  stated  that  her  blood 
pressure  was  frequently  iow  due  to  dialysis.  The 
SN  left  the  patient  alone  in  this  potentially  life 
threatening  situation,  and  failed  to  report  the  tow 
biood  pressure  to  the  physician. 

Additionally,  the  SN  failed  to  report  changes  in  the 
patient's  pain  status  to  the  physician,  and  failed  to 
advocate  for  adequate  pain  control  for  the  patient. 
This  resulted  in  the  patient  experiencing 
uncontrolled  pain  for  over  3  weeks  as  follows: 


-  On  12/29/09  the  SN  documented  in  the  initial 
nursing  assessment  the  patient  had  been  taking 
increased  amounts  of  hydromorphone  for  pain 
during  the  past  2-3  days  and  was  concerned 
about  not  getting  adequate  pain  relief.  The  SN 
documented  the  physician  was  aware,  however, 
there  is  no  indication  how  the  SN  knew  this,  and 
the  SN  failed  to  report  the  increasing  pain  to  the 
physician. 

-  On  01/05/10  the  SN  visited  the  patient  and 
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documented  the  patient:  was  experiencing 
moderate  to  severe  pain  of  the  left  lower  and 
upper  leg,  had  the  pain  for  a  long  time,  was  taking 
hydromorphone  with  little  relief;  reported  she  had 
a  nerve  block  scheduled  for  the  following  week. 
The  SN  failed  to  report  the  patient's  increasing 
pain  to  the  physician,  or  advocate  for  adequate- 
pain  control  for  the  patient. 

-  On  01/07/10  the  SN  visited  the  patient  and 
documented  the  patients  pain  was  now  elevated 
to  4  of  5,  however,  the  SN  failed  to  report  this  to 
the  physician. 


-  On  01/14/10  the  SN  documented  the  patient 
was  continuing  to  experience  a  pain  level  of  3  of 
5,  despite  taking  hydromorphone  at  least  3  times 
in  the  past  24  hours.  The  plan  of  care 
documented  the  patient  could  take  the 
hydromorphone  every  2  hours  as  needed.  The 
SN  failed  to  identify  the  patient  was  not 
maximizing  the  pain  medication  per  the  plan  of 
care,  report  this  and  the  patient's  unresolving  pain 
to  the  physician,  clarify  what  the  maximum  daily 
dose  for  the  hydromorphone  was. 

This  resulted  in  the  patients  pain  medication  not 
being  increased  to  a  stronger  narcotic 
(oxycodone)  by  the  physician  until  01/23/10, 
when  the  patient  discussed  her  pain  management 
with  the  physician,  as  documented  by  the  SN  in 
the  01/23/10  clinical  note. 

The  patient  record  was  reviewed  by  the  surveyor 
on  03/15/10  with  the  DPS  and  Supervising 
Nurses.  No  additional  information  was  provided. 
G  171  484.30(a)  DUTIES  OF  THE  REGISTERED 
NURSE 
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The  registered  nurse  makes  the  initial  evaluation 
visit. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  19  clinical  records,  and 
interviews  with  Director  of  Patient  Services 
(DPS),  and  Supervising  Nurses,  there  is  no 
evidence  in  9  records  the  initial  nursing 
assessments  are  of  sufficient  scope  to  ensure 
that  ajl  patient  needs  are  met.  Patients  #  2,  3,  5, 
6}  7,  14,  15,  16,  18 

lack  of  complete  and  accurate  nursing 
assessments  has  the  potential  for  unmet  patient 
needs  and  possible  negative  patient  outcomes. 

Exampfes  are  as  foflows; 

1 .  Patient  #  3  was  admitted  to  the  Certified  Home 
Health  Agency  (CHHA)  on  12/22/09.  The 
12/22/09  plan  of  care  documented  hydrocodone  - 
acetaminophen  5  -  500  1-2  tablets  every  6  hours 
as  needed  for  pain,  and  Ibuprofen  200  mg  1-2 
tablets  every  6  hours  as  needed  for  pain.  The 
12/22/09  initial  nursing  assessment  documented: 
the  patient  was  experiencing  a  pain  level  of  1  -  5 
out  of  10,  the  pain  was  not  easily  relieved,  the 
patient  stated  she  did  not  take  her  pain  ' 
medication  for  fear  of  constipation.  The  SN  failed 
to: 


-  assess  which  medication  the  patient  was 
referring  to,  assess  if  the  patient  understood  that 
ibuprofen  does  not  have  constipating  side  effects 
and  could  be  safely  taken,  or  if  the  patient 
required  the  use  of  a  bowel  medication  which 
may  have  allowed  the  patient  to  take  either  of  the 
.pain  medications  as  needed 
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G  1 71  484.30  (a)  Duties  of  the  Registered 
Nurse 

1.  See  G  164  #5 

2.  An  in-service  will  presented  by  Martha 
Phillips  RN  ADPS,  former  dialysis  nurse  on 
the  assessment  and  care  of  the  renal  patient 
to  include  expected  dietary  measures. 

3.  The  documentation  committee  will 
establish  guidelines  for  the  complete 
documentation  of  diabetic  teaching  which 
will  be  presented  in  monthly  team  trainings. 

4.  The  DPS/ADPS  will  devote  a  team  training 
meeting  to  reviewing  the  Diabetic  Patient 
Teaching  manual/Diabetic  Zone  tool  with 
staff. 

5.  The  established  policy  and  procedure  to 
De  followed  when  a  patient  is  not  found  for 
a  scheduled  nursing  visit  will  be  reviewed 
by  the  DPS/ADPS  at  the  April  29th  staff : 
meeting. 

6.  The  DPS/PT  Coordinator  will  develop  a 
policy  on  the  follow  up  assessment 
intervention  and  documentation  of 
reported  falls.  This  policy  will  be  presented 
to  the  PAB/PAC  for  approval  and  presented 
to  staff  at  the  April  201 0  staff  meeting. 

7.  The  DPS/ADPS  will  review  all  SOC/ROC 
done  by  nurses  not  having  completed  the  3 
month  orientation  period.  All  IV,  wound  anc 
pediatric  SOC/ROCs  will  be  reviewed  prior 
to  485  being  sentout  to  ensure  accuracy 
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The  patient  record  was  reviewed  by  the  surveyor 
on  03/05/1 0  with  the  DPS  and  Supervising 
Nurses.  No  additional  information  was  provided. 


2.  Patient  #  18  was  admitted  to  the  agency's  Long 
Term  Home  Health  Care  Program  (LTHHCP)  on 
12/29/09.  The  12/29/09  initial  nursing  assessment 
was  incomplete  or  inaccurate  as  follows: 

-  The  assessment  documented  the  patient  had  a 
pain  level  of  3  on  a  scale  of  5,  however,  failed  to 
describe  the  location  of  the  pain. 

-  The  12/29/09  plan  of  care  documented 
hydromorphone  2  mg  every  2  hours  as  needed 
for  pain,  duragesic  patch  50  meg  to  be  changed 
every  72  hours,  lidoderm  patch  .to.  be  applied  prior 
to  dressing  changes.  The  assessment 
documented  the  patient  was  not  getting  adequate 
pain  relief  from  the  medications,  however,  the  SN 
failed  to  specify  the  frequency  of  pain  medication 
the  patient  was  taking,  and  assess  if  the  patient 
was  fully  utilizing  the  pain  medication  per  the  plan 
of  care. 

-  The  12/29/09  plan  of  care  included  a  duragesic 
patch  50  meg  to  be  changed  every  72  hours, 
however,  the  SN  failed  to  assess  the  integrity  of 
the  patch,  or  observe  if  the  patient  /  caregiver 
was  applying  and  changing  the  patch  correctly. 


-  The  12/29/09  initial  nursing  assessment 
documented  the  patient  was  attending  dialysis  3 
times  per  week,  and  that  the  patient  was  following 
a  "prescribed  diet."  The  SN- failed  to  specify  the 
type  of  diet  the' patient  was  to  follow,  and  ' 
documented  in  the  12/29/09  plan  of  care  the 
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patient  was  on  a  regular  diet.  The  HHA  plan 
documented  the  patient  was  on  a  renal  diet. 

The  patient  record  was  reviewed  by  the  surveyor 
on  03/15/1 0  with  the  DPS  and  Supervising 
Nurses.  The  Supervising  Nurse  stated  ft  was 
unlikely  the  patient  was  on  a  regular  diet. 


3.  Patient  #  6  was  admitted  to  the  CHHA  on 
02/12/10.  The  02/12/10  initial  nursing  assessment 
was, incomplete  or  inaccurate  as  follows: 

-  The  02/12/10  plan  of  care  documented  arixtra 
injections  every  24  hours,  however,  the  02/12/10 
initial  nursing  assessment  documented  the 
patient  had  no  injectable  medications,  and  the  SN 
failed  to  observe  if  the  patient  was  independent 
and  correctly  administering  the  injections. 

-  The  02/12/1 0  initial  assessment  documented 
the  patient  was  independent  in  performing 
fingerstick  blood  sugar  testing,  however,  the  SN 
failed  to  observe  if  the  patient  was  performing  the 
procedure  correctly,  and  failed  to  assess  the. 
frequency  with  which  the  patient  was  testing  her 
blood  sugar. . 


The  patient  record  was  reviewed  by  the  surveyor 
on  03/05/10  with  the  DPS  and  Supervising  Nurse. 
No  additional  information  was  provided. 
484.30(a)  DUTIES  OF  THE  REGISTERED 
NURSE 

The  registered  nurse  regularly  re-evaluates  the 
patients  nursing  needs. 
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G  1 72  484.30  (a)  Duties  of  the  registered 
nurse 

1 .  The  DPS  will  develop  and  present  a  policy 
which  will  specify  guidelines  outlining  the 
necessity  for  re-evaluation  of  patients  with 
changes  in  condition. 

2.  Training  on  this  policy  will  be  presented 
at  team  training  meetings  by  5/30/201 0  by 
the  DPS. 

3.  Surveillance  for  identification  of  patient 
changes  in  condition,  need  for  re-evaluation 
visits  and  follow  up  actions  to  include 
notification  of  the  physician  will  be  added 
to  the  case  conference  sheet  by  the  DPS. . 

.  The  QA  audit  too!  will  be  revised  to  reflect 
surveillance  of  patient  changes  in  condition, 
need  to  re-evaluation,  follow  up  actions'to 
nclude  MD  notification  and  degree  of 
timeliness  will  be  completed  by  the  QA 
nurse.  n 
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Based  on  a  review  of  19  clinical  records,  and 
interviews  with  the  Director  of  Patient  Services 
(DPS),  and  Supervising  Nurses,  there  is  no 
evidence  in  7  records  the  skilled  nursing  (SN) 
reassessments  are  of  sufficient  scope  to  identify 
changes  in  the  patient's  condition  which  may 
require  re-evaluatioh  and/or  modification  in  the 
plan  of  care.  Patients  #5,  9,  12,  14,  16,  17,  18 

Failure  to  perform  complete  and  accurate  nursing 
assessments  has  the  potential  for  unmet  patient 
needs,  and  possible  negative  patient  outcomes. 


Examples  are  as  follows: 

1.  Patient  #  12  was  admitted  to  the  Certified 
Home  Health  Agency  (CHHA)  on  01/21/10.  The 
01/21/10  initial  nursing  assessment  documented 
the  patient  had  a  seizure  disorder,  and  that  the 
patient's  wife  thought  the  patient  may  have  had  a 
seizure  the  prior  evening,  The  nursing 
assessments  were  incomplete  as  follows: 

-  On  02/04/10  the  S  N  visited  "the  patient,  however, 
failed  to  assess  if  the  patient  had  experienced 
any  more  seizures. 

-  On  02/1 1/10  the  home  health  aide  visited  the 
patient,  and  documented  she  had  reported  to  the 
SN  that  the  patient:  had  been  up  3  -  4  times  the 
prior  evening,  had  fallen,  had  sustained  a 
"scrape"  on  her  arm,  would  probably  be  having 
some  bruising.  The  SN  failed  to  visit  and  assess 
the  patient  until  2  weeks  later  on  02/25/10. 

The  patient  record  was  reviewed  by  the  surveyor 
on  03/10/10  with  the  DPS  and  Supervising 
Nurses.  No  additional  information  was  provided. 


G  172 


G  172  cont'd 

5.  See  G171  #4  Policy  on  patient  assessment 
and  documentation  of  falls 

6.  See  G1 71  #3,4  Use  of  Diabetic  Teaching 
Manual  and  Documentation  guidelines  for 
diabetic  teaching 

7.SeeG  171  #5  Review  of  policy  on  actions 
taken  for  patients  not  home/  not  found  for  i 
scheduled  nursing  visit. 
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2.  Patient  #16  was  admitted  to  the  CHHA  on 
01/24/10  with  a  primary  diagnosis  of  aftercare  for 
total  hip  replacement.  The  01/24/10  initial  nursing 
assessment  documented  that  the  hjp 
replacement  was  due  to  a  fractured  hip  following 
a  fall. 

On  02/05/10  the  SN  visited  the  patient  and 
documented  the  patient:  had  fallen  the  prior 
evening  (02/04/10),  had  sustained  a  chipped 
tooth  and  left  eye  laceration,  was  going  to  the 
emergency  room  for  x-rays.  The  SN  failed  to 
follow  up  with  the  patient,  or  reassess  the  patient 
until  3  days  later  on  02/08/10. 

The  patient  record  was  reviewed  by  the  surveyor 
on  03/09/10  , with  the  DPS  and  Supervising  Nurse 
No  additional  information  was  provided. 

HV 

3.  Patient,#  6  was  admitted  to  the  CHHA  on 
02/12/10.  The  02/12/10  plan  of  care  documented 
a  secondary  diagnosis  of  diabetes,  home  glucose 
testing,  and  Januvia  (oral  hypoglycemic).  The 
nursing  assessments  were  incomplete  as  follows; 


-  Although  the  SN  visited  the  patient  on  02/12/10, 
02/18/10,  02/26/10,  the  SN  failed  to:  ever  observe 
if  the  patient  was  performing  the  finger  stick  blood 
sugar  testing  correctly;  discuss  with  the  physician, 
and  teach  the  patient,  what  the  blood  sugar 
reporting  parameters  to  the  physician  were; 
discuss  what  to  do  if  the  patient's  blood  sugar 
was  elevated. 

-  Although  there  are  additional  nursing  visits 
dated  02/17/10,  02/19/10,  and  02/22/10  there 
were  no  nursing  assessments  performed  on 
those  days. 
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-  On  02/26/10  the  SN  documented  she  instructed 
the  patient  to  test  her  blood  sugar  at  least  1  time 
per  day,  however,  the  SN  failed  to:  assess  how 
frequently  the  patient  had  been  testing  her  blood 
sugar,  specify  when  during  the  day  the  patient 
should  be  checking,  clarigy  with  the  physician 
how  often  the  patient  should  be  checking  her 
blood  sugar. 

On  03/03/10  the  surveyor  made  an  observational 
home  visit  with  the  LPN.  During  the  visit,  the  LPN 
handed  a  diabetic  teaching  book  to  the  patient. 
There  is  no  evidence  a  SN  provided  any  diabetic 
teaching  materials-to  the  patient  prior  to  this  visit, 
which  was  over  a  3  week  period  after  the  initial 
nursing  assessment.  Following  the  conclusion  of 
the  LPN  visit,  the  patient  told  the  surveyor:  the 
physician  wanted  her  to  test  her  blood  sugar  3 
times  a  day,  however,  she  had  only  been  testing 
1  time  per  day,  and  she  had  always  wondered 
what  to  do  if  her  blood  sugar  was  high. 

The  patient  record  was  reviewed  by  the  surveyor 
on  03/05/10  with  the  DPS  and  Supervising 
Nurses.  No  additional  information  was  provided. 

A.  Patient  #  13  was  admitted  to  the  CHHA  on 
02/18/10.  On  03/05/10  the  LPN  documented  she 
had  attempted  to  visit  the  patient,  and  reported  to 
the  RN  the  patient  was  not  home,  and  could  not 
be  found.  There  were  no  follow  up  contacts 
documented  to  assess  if  the  patient  was  safe. 


The  patient  record  was  reviewed  by  the  surveyor 
on  03/1 2/1 0  with  the  DPS  and  Supervising 
Nurses:  The  DPS  stated  that  she  had  conducted 
a  teaching  session  specifying  what  actions  staff 
were  to  take  when  a  patient  was  not  home  and 
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not  found,  however,  the  agency  did  not  maintain  a 
written  policy  that  had  been  reviewed  by  the 
professional  advisory  committee. 
G  236  484.48  CLINICAL  RECORDS 


A  clinical  record  containing  pertinent  past  and 
current  findings  in  accordance  with  accepted 
professional  standards  is  maintained  for  every 
patient  receiving  home  health  services.  In 
addition  to  the  plan  of  care,  the  record  contains 
appropriate  identifying  information;  name  of 
physician;  drug,  dietary,  treatment,  and  activity 
orders;  signed  and  dated  clinical  and  progress 
notes;  copies  of  summary  reports  sent  to  the 
attending  physician;  and  a  discharge  summary. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  19  clinical  records,  and 
interviews  with  the  Director  of  Patient  Services 
(DPS)  and  Supervising  Nurses,  there  was  no 
evidence  in  6  records  that  aJi  pertinent  information 
contained  in  the  clinical  record  was  current  and 
complete.  The  agency  failed  to  maintain  a  policy 
specifying  a  time  frame  within  which  the  agency 
staff  is  required  to  submit  documentation  into  the 
patient  record  following  a  patient  contact. 

On  03/01/10  the  surveyor  interviewed  the  DPS 
who  stated  that  late  submission  of  documentation 
by  the  SNs  had  been  an  ongoing  problem  for  the 
agency,  and  that  it  is  the  agency's  practice  to  take 
SNs  '-'out  of  the  field"  if  they  have  greater  than  1 0 
outstanding  progress  notes  to  be  submitted.  A 
06/03/09  memorandum  sent  to  home  care  staff 
nurses  titled  "Regarding  vacation  requests  and 
documentation"  documented:  "prior  to  leaving  for 
vacation  all  staff  is  expected  to  have  no  more 
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G  236  484.48  Clinical  Records 

1 .  See  G  1 58  #1  Documentation  Submission 
Policy 

2.  The  ADPS  will  monitor  the  unprocessed 
notes  report  on  a  weekly  basis  and 
communicate  with  staff  during  case 
conferences  as  to  documentation  status. 

3.  The  progressive  disciplinary  process  will 
be  instituted  for  failure  to  meet  the 
requirements  of  the  documentation 
submission  policy. 

4.  The  DPS/DHD  will  report  outstanding 
documentation  status  and  necessary 
progressive  disciplinary  actions  taken  to  the 
PAB/PAC  quarterly  and  to  the  Board  of 
Health  and  Public  Health  Committee  on  a 
monthly  basis  as  we  are  currently  doing. 
The  board/committee  meeting  notes  will 
reflect  recommendations  and  response  to 
action  plans  by  members. 
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than  10  outstanding  notes."  The  memo  was  a  one 
time  directive  and  failed  to  specify  ongoing 
expectations  of  the  SNs  regarding  a  required  time 
frame  for  submission  of  ciinical  notes. 

The  agency's  interpretation  of  acceptable 
standards  does  not  facilitate  timely  submission  of 
documentation  by  employees,  and  resulted  in 
lengthy  delays,  in  some  instances  exceeding  1 
month,  in  the  submission  of  progress  notes  by  the 
Skilled  Nurses.    Patients  #2,  3,  6,  7,  13,  19 


G236 


Failure  to  maintain  current  clinical  records  results, 
in  information  concerning  patient  status  and 
patient  response  to  treatment  not  being  readily 
available  to  all  clinicians  responsible  for 
implementing  the  plan  of  care,  or  to  supervisors 
responsible  for  overseeing  the  delivery  of  patient 
care,  and  is  questionable  for  accuracy.  This  has 
the  potential  for  unmet  patient  needs,  and 
possible  agency  wide  negative  patient  outcomes. 

Examples  are  as  follows: 

1 .  Patient  #  7  was  admitted  to  the  Certified  Home 
Health  Agency  (CHHA)  on  02/04/10.  The 
02/04/10  plan  of  care  documented  Skilled  Nurse 
(SN)  visits  were  to  be  made  1  -  2  times  per  week 
for  8  weeks.  There  was  no  evidence  in  the  patient 
record  the  SN  visited  after  02/09/10. 

On  02/25/10  the  DPS  documented  a  case 
conference,  and  that  the  patient  was  making 
good  progress.  There  is  no  evidence  the  DPS 
based  her  determination  on  current  information. 
Specifically,  the  DPS  failed  to:  document  who 
participated  in  the  case  conference,  identify  and 
discuss  with  the  SN  that  there  had  been  no  SN 
visits  documented  since  02/09/10. 
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On  03/05/10  the  surveyor  reviewed  the  patient 
record  with  the  DPS  and  Supervising  Nurses.  The 
DPS  stated  that  SN  notes  for  02/12/10,  02/17/10, 
and  02/25/10  had  been  submitted  by  the  SN 
following  the  surveyors  request  for  the  record  on 
03/01/10. 

2.  Patient  #  6  was  admitted  to  the  CHHA  on 
12/12/09.  The  02/12/10  plan  of  care  documented 
SN  visits  2  times  per  week  for  1  week,  then  2-4 
times  per  month  for  2  months.  On  02/18/10  the 
RN  documented  she  visited  the  patient,  the 
patient:  was  having  difficulty  breathing,  was 
experiencing  left  shoulder  pain,  had  refused  to  go 
to  the  emergency  room.  There  was  no  evidence 
in  the  record  the  RN  had  ever  re-assessed  the 
patient. 


On  02/24/10  there  was  a  case  conference  note  by 
the' DPS  documenting  the  patient  was  found  to  be 
hypertensive,  tachycardiac,  and  was  started  on 
verapamil.  There  is  no  evidence  the  DPS:  based 
her  findings  on  current  information,  clarified  with 
the  SN  whether  she  had  followed  up  with  the 
patient,  and  physician  following  the  patient's 
significant  change  in  condition. 

On  03/05/10  the  surveyor  reviewed  the  patient 
record  with  the  DPS  and  Supervising  Nurses.  The 
DPS  stated  the  SN  submitted  progress  notes  for 
visits  made  on  02/1 9/1 0  and  02/22/1 0  foflowing 
the  surveyors  request  for  the  record  on  03/03/10. 


3.  Patient  #19  was  admitted  to  the  CHHA  on 
09/12/09.  Between  the  dates  of  01/10/10  - 
.02/10/10  the  SN  visited  the  patient  every  2  weeks 
to  prefill  insulin  syringes.  There  was  no  evidence 
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in  the  patient's  record  that  the  insulin  syringes 
had  been  filled  after  02/10/10.  Specifically,  there 
was  no  SN  visit  documented  from  02/10/10  - 
03/10/10,  and  the  03/10/10  note  documented  only 
that  a  SN  visit  had  been  made,  but  included  no 
assessments.  Although  the  Supervising  Nurse 
documented  a  case  conference'with  the  SN  on 
03/04/10  and  documented  "Q  2  wk  insulin",  the 
Supervising  Nurse  failed  to  identify  and  discuss 
with  the  SN  that  there  was  no  documentation  in 
the  patient  record  indicating  that  the  SN  had  filled 
the  patient's  syringes  since  02/10/10. 

On  03/15/10  the  patient  record  was.  reviewed  by 
the  surveyor  with  the  DPS  and  Supervising 
Nurses.  The  DPS  stated  that  the  computer 
showed  a  SN  visit  had  been  made  on  02/24/10, 
and  that  the  SN  had  not  yet  submitted  the  nursing 
note. 


G236 


4.  Patient  #  2  was  admitted  to  the  CHHA  on 
11/20/09.  The  SN  documented  that  she  had 
visited  the  patient  on  02/02/10,  02/03/10, 
02/04/10,  02/06/10,  02/07/10,  02/09/10,  02/10/10. 
With  the  exception  of  vital  signs  documented  on 
02/10/10,  the  SN  failed  to  document  any 
assessment  information  for  those  dates  as  of 
03/08/10. 

On  03/04/10  the  Supervising  Nurse  documented 
a  case  conference  with  the  Skilled  Nurse.  There 
is  no  evidence  the  Supervising  Nurse  reviewed 
information  that  was  current  for  the  patient,  and 
failed  to  identify  and  discuss  with  the  SN  the 
missing  nursing  notes. 

On  03/08/10  the  surveyor  reviewed  the  patient 
record  with  the  DPS  and  Supervising  Nurses.  No 
additional  information  was  provided. 
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G250  484.52(b)  CUNiCAL  RECORD  REVIEW 


At  least  quarterly,  appropriate  health 
professionals ,  representing  at  least  the  scope  of 
the  program,  review  a  sample  of  both  active  and 
closed  clinical  records  to  determine  whether 
established  policies  are  followed  in  furnishing 
services  directly  or  under  arrangement. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of:  the. agency's  policies  and 
procedures,  quality  assurance  program, 
Professional  Advisory  Committee  (PAC)  and 
Governing  Body  meeting  minutes  for  the  past  12 
months,  and  interviews  with  the  Director  of 
Patient  Services  (DPS),  and  the  Deputy  Director 
of  Health,  evidence  is  lacking  the  agency  has  a 
functional  quality  assurance  /  quality  improvement 
program  which  has  identified  and  corrected 
■recurring  systemic  problems  associated  with  the 
development  and  implementation  of  plans  of 
care.  Although  the  quality  assurance  program 
identified  trended  areas  which  required 
improvement,  the  agency  failed  to  develop  action 
plans  that  were  effective  in  resolving  the 
probiems.  Specifically: 

-  For  the  1st-and  2nd  quarters  of  2009  the  quality 
assurance  committee  identified  57  and  75  trends 
respectively  which  required  improvement. 
Although  the  agency  developed  and  implemented 
an  extensive  action  plan,  the  agency  failed  to 
identify  the  plan  was  not  effective  in  resolving 
ongoing  problems  such  as:  incomplete  and 
inaccurate  plans  of  care,  failure  to  follow  the  plan 
of  care,  incomplete  and  inaccurate  nursing 
assessments,  ineffective  case  coordination/  case 
management,  as  identified  in  this  report  See  G 
143,  G  158,  G  159,  G  143,  G  171,  G  172 
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G250 


G  250  484.52  (b)  Clinical  Record  Review 

1.  The  3/16/2010  survey  deficiencies  will  be 
reviewed  by  the  PAB/PAC 

2.  The  DPS  will  present  the  Beacon  Health 
"Guidelines  for  the  PAC"  which  will  further 
clarify  and  develop  the  roles  of  the  PAB/PAC 
member  at  the  April  28, 201 0  PAB/PAC 
meeting.  Implementation  of  these 
guidelines  wili  continue  during  meetings 
until  the  end  of  2010. 

3.  The  QA  action  plan  forms  will  be  initiated  ; 
and  updates  on  progress  will  be  presented  ; 
to  the  PAB/PAC  at  the  monthly  meetings  by ; 
the  DPS/DHD. 

4.  Focused  as  well  as  comprehensive  audits 
will  be  completed  each  quarter  to  include  ; 
nitial  assessment  SOC  on  wound,  IV, 
telehealth,  HHA,  therapy  and  all  adverse 
outcome  records. 

5.  Audit  tools  will  be  revised  by  the 
designated  QA  nurse  as  per 
recommendations  by  the  quality  assurance 
committee /PAB/PAC. 

6.  Monthly  trainings  will  be  developed  and 
presented  as  identified  by  audit  trending 
patterns  and  recommendations  of  the  PAB/ 
PAC  starting  after  the  4/28/2010  meeting. 
Trends  will  be  categorized  and  prioritized  to. 
manage  and  organize  data  to  allow  the 
following:  monitor  individual  employee  : 
performance/compare  and  monitor 
organization  performance  against 
benchmarks/monitor  performance 
indicators/set  performance  goals/identifiy  . 
opportunities  for  improvement. 

7.  The  ADPS  will  be  responsible  for  meeting  | 
with  the  PCN  to  provide  mentoring  for  the  \ 
resolution  of  issues  of  deficiency  as  trended 
bytheQA  nurse.        '  H 
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-  For  the  3rd  quarter  of  2009,  the  agency 
identified  67  trends  which  required  improvement, 
however,  failed  to  devefop  and  implement  an 
effective  action  plan  to  address  the  problems  they 
identified,  or  that  were  identified  in  this  report  as 
outlined  above. 

-  For  the  4th  quarter  of  2009,  the  agency  . 
performed  only  2  comprehensive  patient  record 
reviews.  And  although  there  were  13  start  of  care 
audits,  3  wound  care  audits,  and  2  IV  audits 
performed,  and  42  clinical  trends  identified,  the 
extensive  action  plan  developed  and 
implemented  by  the  agency  was  not  effective  in 
resolving  ongoing  problems  such  as:  incomplete 
and  inaccurate  plans  of  care,  failure  to  follow  the 
plan  of  care,  incomplete  and  inaccurate  nursing 
assessments,  ineffective  case  coordination/  case 
management,  as  identified  in  this  report.  See  G 
143,  G  158,  G  159,  G  143,  G  171,  G  172 

-Although  04/15/09  quality  assurance  meeting 
minutes-documented  that  records  will  be 
reviewed  for  patients  identified  on  the  OASIS 
adverse  event  outcome  reports,  to  examine  what 
could  be  done  to  prevent  future  adverse  events, 
the  agency  failed  to  provide  any  evidence  of  any 
adverse  event  audits,  including  the  adverse  event 
of  Patient  #  9  as  identified  in  this  report;  or 
include  in  the  adverse  event  audit  tool  a 
determination  of  whether  the  adverse  event  could 
have  been  avoided. 


G250 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


8.  Active  recruitment  will  continue  to  fill  the 
third  ADPS  position  vacated  in  November 
2009. 

y.  The  transition  of  a  staff  nurse  into  the  full 
time  QA  assignment  will  be  completed.  . 

IQ.TheQA  policy  and  procedure  manual; 
will  be  revised  to  reflect  changes  in  policies," 
procedures  and  audit  forms  as 
recommended  by  the  PAB/PAC. 

1 1.  The  QA  committee  will  review,  trend 
data  and  report  1 5  concurrent  charts/1  SOC 
chart  per  RN/5  wound  charts/3  HHA 
charts/4  PT  charts  and  all  IV  and  adverse  , 
outcome  charts  per  quarter. 

1 2.  Trend  reports/action  plans/response  to 
action  plans/barriers  to  implementing  the 
action  plan  for  quality  improvement  will  be 
presented  to  the  PAC/PAB.  Minutes  of  the 
committee  meetings  will  reflect  PAC 
findings  including  appropriateness, 
adequacy,effectiveness  and  efficiency  of  the 
Ql  measures. 
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J  308  763.3(a)(2)  Patient  Care 


763.3  Patient  Care. 

(a)  The  governing  authority  shall  ensure  that  a 
comprehensive  array  of  services  is  available  and 
provided  as  needed. 

(2)  For  a  long  term  home  health  care  program  or 
AIDS  home  care  program,  such  services  shall 
include  as  a  minimum:  nursing  services;  home 
health  aide  services;  medical  supplies,  equipment 
and  appliances;  physical  therapy;  occupational 
therapy;  respiratory  therapy;  speech-language 
pathology; -audiology;  medical  social  workT 
nutritional  services;  personal  care;  homemaker 
and  housekeeper  services. 


This  Regulation  is  not  met  as  evidenced  by: 
Based  on  a  review  of  contracts  maintained  by  the 
agency,  and  interviews  with  the  Director  of 
Patient  Services(DPS),  there  is  no  evidence  that 
there  is  a  mechanism  in  place  for  patients  to 
receive  respiratory  therapy' or  audiology  services 
as  required  by  the  Long  Term  Home  Health  Care 
Program  (LTHHCP). 

Specifically,  the  surveyor  interviewed  the  DPS  on 
03/11/10,  and  the  DPS  stated  the  agency  does 
not  have  contracts  for  respiratory  or  audiology 
services,  and  has  not  been  providing  these 
services  to  patients. , 


J  308 


a 


J  308  763.3(a)  Patient  Care 

1.  Recruit  for  contract  respiratory  therapist 
and  audiology  services  through  newspaper 
ads,  on  Madison  County  Website  by 
4/30/201 0  and  have  contracts  in  place  , 

2.  A  policy  will  be  developed  by  the  DPS  for 
field  staff  to  provide  guidelines  for  the  . 
identification  of  LTHHCP  patient  need  for 
respiratory  and  audiology  services. 


5/30/2010 


5/30/2010 
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J  308  Continued  From  page  1 

Failure  to  maintain  contracts  for  all  services 
required  by  the  LTHHCP  has  the  potential  for 
unmet  patient  needs,  and  possible  agency  wide 
negative  patient  outcomes. 

J1156  763.1 1(a)(10)  Governing  authority 


763.11  Governing  authority. 

(a)The  governing  authority  shall: 

(10)  ensure  the  development  of  a  written 
emergency  plan  which  is  current  and  includes 
procedures  to  be  followed  to  assure  health  care 
needs  of  patients  continue  to  be  met  in 
emergencies  which  interfere  with  delivery  of 
services  and  orientation  of  all  employees  to  their 
responsibilities  in  carrying  out  such  a  plan; 


This  Regulation  is  not  met  as  evidenced  by: 
Based  on  a  review  of  the  agency's  Emergency 
Preparedness  Policy  and  Procedure,  and 
interviews  with  the  Director  of  Patient 
Services(DPS),  there  is  no  evidence  the  agency's 
emergency  preparedness  plan  meets  all  of  the 
requirements  outlined  in  the  May  10,  2005  DOH 
letter  to  Home  Care  Services  and  Hospice 
Administrators  .  Specifically,  the  agency  failed  to: 

-  maintain  a  call  down  iist  of  agency  staff. 

-  maintain  a  complete  emergency  patient  roster. 

-  maintain  policies  and.procedures  to  assure  that 
the  emergency  patient  roster,  and  employee  call 
down  list  are  kept  updated,  including  who  is 
responsible  for  updating  them. 


J  308 


J1156 


J  1 156  763.1 1  (a)  (1 0)  Governing  Authority 

1 .  By  April  30, 201 0  a  meeting  will  be  held 
by  the  DPS/DHD  to  perform  business 
process  task  flow  and  matrix  for 
maintaining  emergency  patient  roster  with 
all  staff  involved  in  process  to  identify  how 
this  is  currently  being  performed  and 
changes  that  need  to  be  made  to  ensure 
the  roster  is  current. 

2.  The  DHD  will  develop  a  written  policy 
and  submit  to  the  PAB  for  emergency 
preparedness  specific  to  the  CHHA  which 
meets  the  requirements  of  the  May  10y  2005 
DOH  letter  to  include  call  down  procedures 
for  agency  staff,  procedures  for  maintaining 
a  complete  emergency  patient  roster  and 
responsible  parties  for  updating  these 
documents. 

3.  Policy  to  presented  to  CHHA  nursing  and 
clerical  staff  at  May  201 0  staff  meeting. 

4.  The  pubiic  health  educator  for  MCDOH 
will  continue  to  test  the  call  down  list  per 
policy  developed  by  the  Deputy  Health 
Director. This  will  be  done  a  minimum  of 
twice  yearly  with  the  first  test  completed  by 
June  30th. 


4/30/2010 


5/7/2010 


5/19/2010 


6/30/201 C 
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Failure  of  the  agency  to  comply  with  all  applicable 
New  York  State  emergency  preparedness 
requirements  creates  the  potential  for  unmet 
patient  needs,  and  possible  agency  wide  negative 
patient  outcomes  in  the  event  of  an  emergency. 


J1156 


Examples  are  as  follows: 


1.  The  agency's  emergency  patient  roster  was 
incomplete.  Specifically,  on  02/25/10  the  DPS 
submitted  an  emergency  patient  roster  to  the 

surveyor.  Of  17  active  patients  reviewed  in  this  ^ 
survey  (Patients  #  1  -  8,  1 1  - 19)  the  roster  was 
incomplete  for  8  patients,  and  failed  to  identify 
that  the  patient  required  electricity  to  sustain  life 
and  /or  failed  to  specify  a  patient  classification. 

Patients#2,  3,  6,  7,  11,  13,  14,  15  , 
Examples:: 

-  For  patients  #1 3,  the  02/1 8/1 0  plan  of  care 

included  oxygen  3  liters  continuous  via  nasal  ' 
cannula,  however,  the  emergency  patient  roster 
failed  to  document  this,  and  failed  to  include  a 
patient  classification. 

-  For  patient  #  3,  the  02/28/10  plan  of  care 
included  4  liters  of  oxygen  continuously  via  nasal 
cannula,  and  albuterol  nebulizer  treatments  every 
4  hours  as  needed,  however,  the  emergency 
patient  roster  failed  to  document  this. 

-  For  patient  #  2  the  patient  was  included  in  the 
02/25/10  emergency  patient  roster,  however, 
there  was  no  patient  classification  documented. 

Failure  of  the  agency  to  comply  with  all  applicable 
New  York  State  emergency  preparedness 
requirements  creates  the  potential  for  unmet 
patient  needs,  and  possible  agency  wide  negative 
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J1 156  Continued  From  page  3 

patient  outcomes  in  the  event  of  an  emergency. 


On  03/12/10  the  agency's  lack  of  a  complete 
emergency  patient  roster  was  reviewed  with  the 
DPS.  No  additional  information  was  provided. 

2.  On  03/1 5/1 0  the. surveyor  requested  the 
agency's  emergency  employee  call  down  list.  The 
DPS  submitted  a  list  of  active  agency  employees. 
The  list  included  telephone  numbers,  however, 
there  was  no  procedure  delineating  the 
notification  process  for  employees  in  the  event  of 
an  emergency. 

On  03/15/10  the  above  findings  were  reviewed 
with  the  DPS.  No  additional  information  was 
provided. 


J1276  763.1 1(f)(4)  Governing  authority 
763.11  Governing  authority. 


(f)Maintenance  of  each  agency  '  s  HPN  accounts 
shall  consist  of,. but  not  be  limited  to,  the 
following: 

(4)  current  and  complete  updates  of  the 
Communications  Directory  reflecting  changes 
that  include,  but  are  not  limited  to,  general 
information  and  personnel  role  changes  as  soon 
as  they  occur,  and  at  a  minimum,  on  a  monthly 
basis 

This  Regu/ation  is  not  met  as  evidenced  by: 
Based  on  a  review  of  the  agency's  Health 
Provider  Network  (HPN)  account  on  02/12/10  and 
03/15/10,  the  agency  failed  to  maintain  a  current, 
and  accurate  Communications  Directory. 
Specifically: 


J1156 


J1276 


J  1276  763.11  (f)(4)  .' 

1.  HPN  policy  was  completed  on  4/1/2010 
and  will  to  the  PAB  4/28/201 0  for  approval- 
draft  attached. 

2.  Policy  will  be  reviewed  with  HPN 
coordinators  following  PAB  approval. 

3.  Agency  address  and  24/7  contact 
information  is  corrected  in.the 
communications  directory. 


4/28/2010 
4/20/2010 
4/1/2010 
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J1276  Continued  From  page  4 

-  The  agency's  address  was  incorrect.  The  HPN 
account  documented  the  address  to  be  "County 
Office  Building  PO  BX  605  Noah  Court" 


-  The  e-mail  address  for  the.agency's  24  by  7 
contact  was  incorrect  and  contained  the  e-mail 
address  for  a  Director  of  Patient  Services  (DPS) 
who  was  no  longer  employed  by  the  agency. 

-  The  agency  failed  to  maintain  a  policy  defining 
how  the  above  information  will  be  kept  updated, 
and  who  would  be"  responsible. 

On  03/15/10  the  above  findings  were  reviewed 
with  the  DPS.  The  DPS  confirmed  the  DPS  listed 
for  the  24  by  7  e-mail,  no  longer  worked  for  the 
agency. 


J1308  763.12(a)(3)  Contracts 
763.12  Contracts. 


(a)  The  governing  authority  may  enter  into 
contracts  with  individuals,  organizations, 
agencies  or  facilities,  when  necessary,  to  provide 
or  obtain  those  services  required  by  patients. 
Such  contracts  shall  specify: 

(3)  that  services  provided  to  the  patient  by 
contract  shall  be  in  accordance  with  the  plan  of 
care  developed  by  the 

agency  in  consultation  with  all  providers  of  care, 
as  appropriate,  and  that  the  contracting  party 
agrees  to  abide  by  the  patient  care  policies 
established  by  the  agency; 


This  Regulation  is  not  met  as  evidenced  by: 
Based  on  a  review  of  4  patient  records  of 
patient's  who  participated  in  the  agency's  Long 


J1276 


J1308 


J  1308  763.1 2  (a)  (3)  Contracts 

1 .  The  coordinating  dietician  for  the  snack 
meal  program  for  Madison  County  was 
contacted  by  the  DPS.  Verification  that  all  ■ 
meals  delivered  are  NAS  and  can  modified 
to  NCS  for  diabetics.  The  dietician  advised 
that  these  are  the  only  modifications  that 
can  be  made.  Snack  meal  programs  are  a 
component  of  the  POC  which  is  signed  by 
the  physician. 

2.  A  contract  with  Office  of  the  Aging  snack 
meal  program  is  in  place  dated  1  /1  /201 0. 

3.  A  policy  will  be  developed  by  the  DPS  to 
include  in  the  nursing  plan  of  care  that  with 
LTHHCP  patient  recertifications  and  the 
q2week  RN  visit  for  HHA  supervision  that 
the  frequency,  type  and  patient  satisfaction 
of  quality  of  the  meals  will  be  assessed  and 
documented,  it  will  be  the  responsibility  of 
the  PCN  to  verify  with  the  Snack  Meal 
Program  any  dietary  restrictions  of  the 
patient.  This  policy  will  be  presented  to  the 
PAB/PAC  for  approval. 

 Bl 


3/22/201 


1/1/2010 


7/21//201D 
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Term  Home  Health  Care  Program  (LTHHCP), 
and  received  home  delivered  meals  or  personal 
emergency  response  systems  (PERS),  and 
interviews  with  the  Director  of  Patient  Services 
(DPS),  there  is  no  evidence  in  4  records,  the 
agency  has  developed  policies,  or  included  in 
their  vendor  contracts,  procedures  to  monitor  the 
implementation  and  quality  of  waivered  services 
provided  by  contractual  agreement,  specifically, 
home  delivered  meals  and  PERS.     Patients  # 
3,4,8,18 


Failure  to  ensure  the  quality  of  waivered  services 
has  the  potential  for  unmet  patient  needs,  and 
possible  agency  wide  negative  patient  outcomes.. 

Examples  are  as  follows: 

1 .  Based  on  a  review  of  4  records  where  the  plan 
of  care  included  PERS  services,  and  interviews 
with  the  DPS,  there  is  no  evidence  in  3  records 
the  agency  had  a  formal  process  or  contractual 
clause  for  monitoring  the  maintenance  and 
proper  functioning  of  the  PERS  units.  Specifically, 
the  agency  contract  failed  to  specify:  how  the 
staff  is  educated  and  supervised,  how  thePERS* 
units  are  to  be  checked,  at  what  frequency  the 
PERS  units  should  be  checked;  who  is 
responsible  for  checking  the  units,  including  the 
agency's  responsibilities  and  the  vendor's 
responsibilities,  what  action  should  be  taken  if  it  is 
discovered  the  PERS  unit  is  not  functioning 
properly.  Patients  #  3,  4,  '17,  18 

Specifically: 

HV 

-  Patient  #  3  -  the  02/28/10  plan  of  care 
documented  the  patient  had  a  PERS,  however, 
failed  to  include  a  plan  to  check  the  PERS  button 
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4.  A  policy  will  be  developed  by  the  DPS  to 
include  in  the  nursing  POC  that  with 
LTHHCP  patient  recertification  visits 
compliance  with  the  HHA  careplan(  PERS) 
has  been  assessed  for  function, 
maintenance,person{s)  responsibility  for 
assessment,  frequency  of  assessment  and 
procedure  for  repairing  or  replacing  non 
functional  equipment.  The  HHA  care  plan 
will  reflect  the  HHA's  responsibility  for 
routine  PERS  checks.  The  policy  will  be 
presented  to  the  PAB/PAC  for  approval  at 
the  7/21  meeting.  This  policy  and  relevant 
training  and  revisions  of  the  care  plan  will 
be  presented  during  the  May  2010  HHA 
■meeting. 

5.  A  contract  for  the  PERS  through  Oneida 
Health  Care  Facility  and  Loretto  is  in  place 
dated  1/1/2010. 

6.  The  home  health  aide  audit  tool  will  be 
revised  by  the  QA  nurse  to  reflect 
surveillance  of  compliance  to  PERS 
monitoring  and  responsibility  and  will  be 
presented  to  the  PAB/PAC  at  the  July  21  st 
meeting. 
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to  ensure  it  was  functioning  properly. 


On  03/02/10  the  surveyor  conducted  an 
observational  home  visit  with  the  Skilled  Nurse 
(SN).  The  SN  checked  the  patient's  PERS  button, 
and  found  it  not  to  be  functioning.  The  surveyor 
asked  the  SN  what  the  policy  is  for  checking  the 
PERS,  and  she  stated  that  she  checked  it  on  the 
initial  and  recertifi cation  assessments  {every  60 
days).  The  CMS  -  485  plan  of  care  failed  to 
inciude  this,  and  the  12/30/09  home  health  aide- 
(HHA)  care  plan  documented  the  PERS  button 
should  be  checked  once  per  month  by  the  HHA. 
There  is  no  documentation  in  the  patient  record 
indicating  the  PERS  had  been  checked  prior  to 
the  observational  home  visit,  or  how  long  the 
PERS  had  not  been  functioning. 

The  patient  record  was  reviewed  on  03/05/10  with 
the  DPS  and  Supervising  Nurses.  The  DPS 
stated  the  agency  does  not  maintain  a  policy 
specifying  how  the  agency  ensures  the. PERS 
units  are  functioning  properly,  including  who  is 
responsible  for  checking. 

-  Patient  #  18  -  The  patient  was  admitted  into  the 
agency's  LTHHCP  on  1 2/29/09. 
On  12/29/09  the  SN  and  Department  of  Social 
Services  (DSS)  staff  member  documented  in  the 
12/29/10  -  04/28/10  Home  Assessment  Abstract 
that  the  patient  had  declined  a  PERS,  however, 
the  Home  Health  Aide  (HHA)  documented  that 
the  patient  was  wearing  a  PERS  button  on 
01/12/10,  01/21/10,  01/26/10,  02/04/10,  02/16/10. 

The  SN  failed  to  identify  and  address  how  the 
HHA  was'  checking  a  PERS  when  neither  the 
12/29/09  CMS  485  plan  of  care,  or  the  12/29/10  - 
04/28/10  Home  Assessment  Abstract  included  a 
PERS. 
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The  patient  record  was  reviewed  on  03/15/10  with 
the  DPS  and  Supervising  Nurses.  No  additional 
information  was  provided. 

-  Patient  #8  -  The  01/12/1 0  CMS  485  plan  of  care 
documented  the  patient  had  a  PERS  and  HHA 
services.  The  patient  record  failed  to  contain  a 
current  HHA  care  plan,  and  there  was  no 
evidence  the  PERS  button  was  checked  by  the 
SN  or  HHA  during  the  01/12/10-03/12/10 
certification  period. 

The  patient  record  was  reviewed  on  03/10/10  with 
the  DPS  and  Supervising  Nurses.  No  additional 
information  was  provided. 

2.  In  4  of  4  patient  records  (100%),  where  the 
patient  was  receiving  home  delivered  meals, 
there  is  no  evidence  the  agency:  monitored  the 
frequency  and  quality  of  the  home  delivered 
meals,  or  if  the  meals  were  within  specified  diet 
restrictions.  Patients  #  3,  4,  8,  18 

-  Patient  #  4  -  The  12/1 0/09  -  04/09/1 0  Home 
Assessment  Abstract  completed  by  the  SN  and 
DSS  staff  documented  the  patient  was  to  receive 
home  delivered  meals  3  times  per  week.  The 
02/12/10  CMS  485  plan  of  care  documented  the 
patient  was  on  a  no  added  salt  diet,  however, 
failed  to  include  home  delivered  meals. 
Additionally,  there  is  no  evidence  the  SN  ever 
monitored  the  frequency  and  quality  of  the  meals. 

-  Patient  #  3  -  The  12/22/09-04/21/10  Home 
Assessment  Abstract  completed  by  the  SN  and 
DSS  staff  documented  the  patient  was  to  receive 
home  delivered  meals  2  times  per  week.  The 
12/30/09  CMS  485  plan  of  care  included  a  new 
diagnosis  of  diabetes,  and  a  no  concentrated 
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sweets  diet.  The  plan  of  care  failed  to  include 
home  delivered  meals,  and  there  is'no  evidence: 
the  speciaf  diet  was. communicated  to  the  vendor 
by  the  SN,  the  SN  ever  monitored  the  quality  and 
frequency  of  the  meats,  the  SN  monitored  if  the 
special  diet  was  being  adhered  to  by  the  vendor. 

-  Patient  #18  -  The  12729/09  -  04/28/10  Home 
Assessment  Abstract  completed  by  the  SN  and 
DSS  staff  documented  the  patient  was  to  receive 
home  delivered  meals  2  times  per  week.  There  is 
no  evidence  the  SN  clarified  the  type  .of  diet  the 
patient  was  on,  and  communicate  this  to  the 
vendor,  or  assess  if  home  delivered  meals  were 
appropriate  for  the  patient.  Specifically: 

The  12729/09  CMS  485  plan  of  care  documented 
the  patient  was  undergoing  hemodialysis.  The 
plan  also  documented  the  patient  was  on  a 
regular  diet,  however,  the  12/29/09  initial  nursing 
assessment  documented  the  patient  was 
following  a  "prescribed  diet".  A  09/15/09  HHA 
care  plan  documented  the  patient  was  on  a. "renal 
diet".  The  SN  failed  to  clarify  the  patient's  diet 
restrictions,  and  communicate  this  to  the  vendor. 

On  01/07/10  there  was  a  hand  written  note  added 
to  the  12/29/09  -  04/28/10  Home  Assessment 
which  documented  the  patient  cancelled  the 
home  delivered  meals  "due  to  her  diet 
.  restrictions."  It  was  the  patient,  and  not  the  SN 
who  identified  the  meal  vendor  could  not  meet 
her  diet  restrictions. 

On  03/11/10  the  surveyor  interviewed  the  DPS 
and  LTHHCP  nurse.  The  LTHHCP  nurse  stated 
it  was  the  SN  case  manager's  responsibility  to 
make  the  referral  to  the  meal  vendor  and 
communicate  any  special  instructions,  and  that 
she  (the  LTHHCP  RN)  checks  every  6  months 
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with  the  patient  to  determine  if  the  patient  was 
satisfied.  There  was  no  evidence  in  any  of  the 
above  examples  that  this  occurred.  The  DPS 
stated  that  the  agency  does  not  have  a  policy  for 
monitoring  the  home  delivered  meals. 


The  patient  record  was  reviewed  with  the  DPS 
and  Supervising  Nurses  on  03/15/10.  The 
Supervising  Nurse  stated  it  was  likely  that  the 
patient  was  on  a  renal  diet. 


J1412  763.13(c)  Personnel 
753.13  Personnel. 

The  agency  shaft  ensure  for  ali  personnel: 


(c)  that  the  health  status  of  all  new  personnel  is 
assessed  prior  to  assuming  patient  care  duties. 
The  assessment  shall  be  of  sufficient  scope  to 
ensure  that  no  person  shall  assume  his/her 
duties  unless  he/she  is  free  from  a  health- 
impairment  which  is  of  potential  risk  to  the  patient 
or  which  might  interfere  with  the  performance  of 
his/her  duties,  including  the  habituation  or 
addiction  to  depressants,  stimulants,  narcotics,- 
alcohol  or  other  drugs  or  substances  which  may 
alter  the  individual's  behavior. 


This  Regulation  is  not  met  as  evidenced  by: 
Based  on  review  of  4  personnel  records 
(employees  #  E,  H,  I,  J,  P)  where  the  agency 
contracted  directly  with  a  therapist,  nutritionist,  or 
social  worker,  and  interviews  with  the  Director  of 
Patient  Services  (DPS),  there  is  no  evidence  in  4 
records  that  the  employee  had  received  a  health 
assessment  prior  to  assuming  duties  of  the' job, 
and  /  or  the  pre-employment  health  assessment 


J1308 


J1412 


^  PROVIDER'S  PLAN  OF  CORRECTION 
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DEFICIENCY) 


J1412  763.13(c)  Personnel 

1 .  Review  and  revise  employee  health  policy 
to  reflect  that  all  employees  and  contract 
staff  must  receive  an  initial  health 
assessment  signed  by  an  MD,  NP  or  PA  and 
present  policy  to  the  PAB/PAC  by 
4/28/2010. 

2.  Clarify  and  designate  responsible  staff  for 
ensuring  that  these  requirements  are  met. 

3.  Revise  the  check  list  of  required  health 
and  immunizations  for  employees  and 
contract  staff  that  can  be  used  by  the  DPS 
to  verify  proof  of  all  required  immunizations; 
are  on  file  in  the  employee  record  prior  to 
the  start  of  employment.  This  has  been 
completed. 

4.  Business  process  matrix  will  be 
completed  fortracking  employee/contract 
requirements  including  health, 
immunization,  license,  certifications,  . 
mandatory  trainings,  and  performance  ■ 
appraisals.  This  process  was  initiated  on 
4/8/2010. 

J.  Develop  and  implement  collaboratively 
with  the  IT  department  a  secure  data  base 
fortracking  employee  requirements  with 
-  bility  to  run  reports  with  the  ability  to  flag 
lue  dates. 
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was  signed  by  the  appropriate  health  care 
provider.  Specifically,  according  to  the  New  York 
State  Department  of  Health  Memoranda  (series 
88-1)  distributed  on  01/04/88,  the  individuals  who 
may  complete  the.  pre-employment  physical 
examination  are  physicians, -nurse  practitioners, 
physicians  assistants.  Failure  to  ensure  that 
employees  receive  an  appropriate 
pre-employment  physical  has  the  potential  to 
place  the. employee  and  the  patient  at  risk  for 
injury  or  infection  with  communicable  disease. 
Employees*  H,  I,  J,  P 

Examples  are: 

1 .  Employee  I  was  initially  contracted  by  the 
agency  as  an  Occupational  Therapist  on 
08/25/09.  The  record  included  1  employee 
physical  which  had  an  incomplete  date  of  01/05. 

2.  Employee  J  was  contracted  by  the  agency  as  a 
social  worker,  and  the  record  failed  to  contain 
any  pre  employment,  or  Foltowup  up  health 
assessment  of  the  employee. 

3.  Employee  P  was  initially  contracted  by  the 
agency  on  09/02/08.  The  09/2008 
pre-employment  physical  was  signed  by  a  nurse, 
and  not  by  a  physician. 

The  above  findings  were  reviewed  with  the  DPS 
on  03/11/10.  No  additional  information  was 
provided; 

J1416  763.13(1)(i-iii)  Personnel 
763.13  Personnel, 

The  agency  shall  require  the  following  of  all 
personnel  prior  to  assuming  patient  care  duties: 


J1412 


J1416 


6.  The  DPS  will  be  responsible  to  assure 
initial  employment  health  requirements 
have  been  met.  All  present  employees  will 
be  reviewed  using  the  assistance  of  clerical 
support  to  ensure  that  current 
documentation  of  all  requirements  are 
contained  within  the  record.  These  a  re  to 
include  per  MCDOH  policy  required 
updated  immunizations  (PPD,  MMR, 
Varicella,  TD,  Hep  B  series)  and  Initial 
physical  exam  signed  by  an  MD/NP/PA. 

7.  The  QA  nurse/DPS  will  designate  the 
yearly  February  monthly  staff  meeting  to 
review  immunizations,  yearly  physical 
update,  infection  control  and  HiPAA  and 
provide  update  requirements  to  staff. The 
yearly  March  staff  meeting  will  be  used  to 
monitor  ali  records  for  compliance  with 
completion  of  requirements. 

8.  The  yearly  April  QA  (quarterly  meeting) 
report  will  reflect  surveillance  that  all 
employee  health  and  employment 
requirements  have.been  met  as  reported;by 
the  designated  QA.nurse. 


4/30/2010 
ongoing 


3/2011 
and 

ongoing 


4/2011 
and 

ongoing 
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(1)  a  certificate  of  immunization  against  rubella 
which  means: 

(i)  a  document  prepared  by  a  physician, 
physician's  assistant,  specialist's  assistant,  nurse 
practitioner,  licensed  midwife  or  a  laboratory 
possessing  a  laboratory  permit  issued  pursuant 
to  Part  58  of  this  Title,  demonstrating  serologic 
evidence  of  rubella  antibodies,  or 

(ii)  a  document  indicating  one  dose  of  live  virus 
rublella  vaccine  was  administered  on  or  after  the 
age  of  twelve  months,  showing  the  product 
administered  and  the  date  of  administration,  and 
prepared  by  the  health  practitioner  who 
administered  the  immunization,  or 

(iii)  a  copy  of  the  document  described  in 
subparagraph  (i)  or  (ii)  of  this  paragraph  which 
comes  from  a  previous  employer  or  the  school 
which  the  individual  attended  as  a  student;  and 


This  Regulation  is  not  met  as  evidenced  by: 
Based  on  a  review  of  16  employee  records,  and 
interviews  with  the  Director  of  Patient  Services 
(DPS),  there  was  no  evidence  in  3  records  of 
immunization  against  rubella.  Employees  A,  E, 
P 

Failure  of  the  agency  to  maintain  . complete 
employee  records  has  the  potential  to 
compromise  the  health  and  safety  of  the  patients 
served. 

The  above  information  was  reviewed  with  the 
DPS  on  03/11/10.  No  additional  information  was 
provided. 

J1420  763. 13(2)(i-iv)  Personnel 


J1416 


2.SeeJ  1412  #  3 
3.SeeJ1412#4 
4.  See  J  1412  #5 


J1420 


4/1/2010 

5/13/2010 

6/30/2010 
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J1420  Continued  From  page  12 
763.13  Personnel. 


The  agency  shall  require  the  following  of  all 
personnel  prior  to  assuming  patient  care  duties: 

(2)  a  certificate  of  immunization  against  measles 
for  all  personnel  born  on  or  after  January  1,  1957 
which  means: 

(i)  a  document  prepared  by  a  physician, 
physician's  assistant,  specialist's  assistant,  nurse 
practitioner,  licensed  midwife  or  a  laboratory 
possessing  a  laboratory  permit  issued  pursuant 
to  Part  58  of  this  Title,  demonstrating  serologic 
evidence  of  measles  antibodies;  or 

(ii)  a  document  indicating  two  doses  of  iive  virus 
measles  vaccine  were  administered  with  the  first 
dose 

administered  on  or  after  the  age  of  12  months 
and  the  second  dose  administered  more  than  30 
days  after  the  first  does  but  after  15  months  of 
age  showing  the  product  administered  and  the 
date  of  administration,  and  prepared  by  the  health 
practitioner  who  administered  the  immunization; 
or 

(iii)  a  document,  indicating  a  diagnosis  of  the 
person  as  having. had  measles  disease  prepared 
by  the  physician,  physician's  assistant/specialist's 
assistant,  licensed  midwife  or  nurse  practitioner 
who  diagnosed  the  person's  measles;  or 

(iv)  a  copy  of  the  document  described  in 
subparagraph  (i),  (ii)  or  (iii)  of  this  paragraph 
which  comes  from  a  previous  employer  or  the 
school  which  the  person  attended  as  a  student; 


ID 
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TAG 
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This  Regulation  is  not  met  as  evidenced  by: 
Based  on  a  review  of  16  employee  records 
reviewed,  and  interviews  with  the  DPS,  there  is 
no  evidence  in  2  records  the  personnel  record 
included  any  evidence  of  immunization  against 


Office  of  Health  Systems  Management  I  Office  of  Long  Term  Care 
STATE  FORM  Version  NYS  1 1/17/2009 


WPUQ11 


If  continuation  sheet  13  of  19 


PRINTED:  04/07/2010 
FORM  APPROVED 

New  York  State  Department  of  Health  -   ;   ,  


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 

{XI}  PROV1DER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 

337119 

(X2)  MULTIPLE  CONSTRUCTION 

A.  BUILDING 

B.  WING 

(X3)  DATE  SURVEY 
COMPLETED 

03/16/2010 

"i 

NAME  OF  PROVIDER  OR  SUPPLIER 
MADISON  CO  PH  DEPT  CHHA 

STREET  ADDRESS,  CITY.  STATE,  ZIP  CODE 

PO  BOX  605  NORTH  COURT  STREET 
WAMPSVILLE,  NY  13163 

(X4) ID 
PREFIX 
TAG 

SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION} 

■  ID 
PREFIX 
TAG 

PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 

(X5) 
COMPLETE 
DATE 

J142C 
J1424 

)  Continued  From  page  1'3 

measles,  and  the  employees  birthdate  is 
unknown.  Employees  #  E,  P 

Failure  of  the  agency  to  maintain  complete 
employee  records  has  the  potential  to 
compromise  the  health  and  safety  of  the  patients 
served. 

The  above  findings  were  reviewed  with  the 
Director  of  Patient  Services  on  03/11/10.  No 
additional  information  was  provided. 

763.13(4)  Personnel 
763.13  Personnel. 

The  agency  shall  require  the  following  of  ail 
personnel  prior  to  assuming  patient  care  duties: 

(4)  ppd  (Mantoux)  skin  test  for  tuberculosis  prior 
to  assuming  patient  care  duties  and  no  less  tPian 
every  year  thereafter  for  negative  findings. 
Positive  findings  shall  require  appropriate  clinical 
follow-up  but  no  repeat  skin  test.  The  agency 
shall  develop  and  implement  policies  regarding 
follow-up  of  positive  test  results;" 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  a  review  of  16  employee  records,  and 
interviews  with  the  Director  of  Patient  Services 
(DPS),  there  was  no  evidence  in  5  records  of 
proof  of  ppd  testing  within  the  past  12  months. 
Employees  A,  B,  C,  D,  F 

Failure  of  the  agency  to  maintain  complete 
employee  records  has  the  potential  to 
compromise  the  health  and  safety  of  the  patients 
served. 

J1420 
J1424 

J1424  763.13(4)  Personnel 

1 .  Em ployees  A, B,C,  D  a nd  F  received  PPD 
testing  on  3/25/2010. 

2.  Review  and  revise  employee  health  policy 
to  reflect  that  all  employees  and  contract 
staff  must  receive  PPD  testing/  assessment 
of  resuit  prior  to  assuming  job  duties  with 
yearly  retest.  Present  policy  to  PAB. 

3.  Business  process  matrix  wiil  be 
completed  for  tracking  employee/contract 
requirements  including  health, 
immunization,  license,  certifications, 
mandatory  trainings,  and  performance  ■ 
appraisals.  This  process  was  initiated  on 
4/8/2010. 

4.  Develop  and  implement  collaboratively 
with  the  !T  department  a  secure  data  base 
fortracking  employee  requirements  with 
ability  to  run  reports  with  the  ability  to  flag 
due  dates.  ■   ■  ' 

5.  The  QA  nurse/DPS  will  designate  the 
yeany  reoruary  moniniy  starr  meeting  to 
review  immunizations,  yearly  physical 
update,  infection  control  and  H1PAA  and 
provide  update  requirements  to  staff.  The 
yearly  March  staff  meeting  will  be  used  to 
monitor. 

6.  The  yearly  April  QA  (quarterly  meeting) 
report  will  reflect  surveillance  that  all 
employee  health  and  employment 
requirements  have  been  met  as  reported  by 
the  designated  QA  nurse. 

□ 

3/25/2010 
4/28/2010 

5/13/2010 
6/30/2010 
unyuiny 

ongoing 

■ 
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Examples  are  as  follows: 

1.  The  record  for  emptoyee  F  failed  to  include  any 
ppd  testing. 

2.  The  record  for  employee  B  failed  to  include  any 
ppd  testing  during  the  past  12  months. 
Specifically,  the  last  ppd  testing  was  performed 
on  02/27/09. 

3.  The  record  for  employee  C  failed  to  include 
any  ppd  testing  during  the  past  12  months. 
Specifically,  the  last  ppd  testing  was  performed 
on  02/27/09. 

The  above  information  was  reviewed  with  the 
DPS  on  03/11/10.  No  additional  information  was 
provided. 


J1444)  763.13(h)  Personnel 
763.13  Personnel 


(h)  that  personnel  records  include,  as 
appropriate,  records  of  professional  licenses  and 
registrations;  verifications  of  employment  history 
and  qualifications  for  the  duties  assigned;  signed 
and  dated  applications  for  employment;  records 
of  physical  examinations  and  health  status 
assessments;  performance  evaluations;  dates  of 
employment,  resignations,  dismissals,  and  other 
pertinent  data,  provided  that  ai!  documentation 
and  information  pertaining  to  an  employee's 
medical  condition  or  health -status,  including  such 
records  of  physical  examinations  and  health 
status  assessments  shall  be  maintained  separate 
and  apart  from  the  non-medical  personnel  record 
information  and  shall  be 
afforded  the  same  confidential  treatment  given 


J 1424 


J 1444 


J 1444  763.13(h)  Personnel 

1 .  The  DPS  and  DHD  met  with  the  personnel 
office  on  3/28/201 0  to  discuss  personnel 
record  information  and  maintenance. 

2.  A  clerical  staff  member  will  be  assigned  to 
separate  medical  and  non-medical 
information  in  the  in  personnel  file  records. 

3.  Review  current  county  personnel  record 
policy  and  develop  an  agency  specific 
policy  as  needed  to  comply  with  763.1 3  to 
include  contents  required  in  the  personnel 
file  and  contents  required  in  the  division  file 
as  well  as  who  will  be  designated  to 
maintain  this  information.  Submit  policy  to 
PAB/PAC  for  approval. 


3/28/2010 


4/30/2010 


5/15/2010 
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patient  medical  records  under  section  763.7  of 
this  Part; 


This  Regulation  is  not  met  as  evidenced  by: 
In  16  personnel  records  reviewed,  and  interviews 
with  the  Director  of  Patient  Services  (DPS) 
evidence  is  lacking  in  16  records  (100%)  that 
physical  examinations  /  health  status/ 
immunization  assessments  are  maintained 
separate  and  apart  from  the  non-medical 
personnel  record  information.  Specifically,  all 
information  is  being  maintained  in  the  same 
personnel  record.  Employees  A  -  P 

Failure  of  the  agency  to  separate  all  employee 
medical  and  personnel  records  has  the  potential 
for  employee  records  to  not  be  treated  in  a 
confidential  manner. 

The  above  information  was  reviewed  with  the 
DPS  on  03/11/10.  No  additional  information  was 
provided. 

763. 13(k)  Personnel 
763.13  Personnel 

(k)  that  an  annual  assessment  of  the 
performance  and  effectiveness  of  each  person  is 
conducted  and  documented  in  writing,  including 
at  least  one  home  visit  to  observe  performance  if 
the  person  provides  services  in  the  home;  and 


J1444 


J1456 


This  Regulation  is  not  met  as  evidenced  by: 
Based  on  a  review  of  16  employee  records 


J1456 


J 1456  763.16  (k)  Personnel 

1.  Employees  A,B,C,G,H  have  completed 
evaluations  on  file  in  personnel.  Employees 
D,F,J  and  P  will  have  completed 
observational  home  visit  and  performance 
evaluations  done  by  their  immediate  ■ 
supervisor.  Employee  E  is  no  longer 
employed  by  MCDOH.  A  new  therapist  has 
been  hired  in  her  place  as  of  4/1/2010 

2.  A  review  of  existing  departmental 
appraisal  policy  will  be  done  with  the  DHD/ 
DPS/A  DPS  and  PT  Coordinator. 


6/30/2010 


6/30/201 C 
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reviewed,  and  interviews  with  the  Director  of 
Patient  Services  (DPS),  10  records  failed  to 
include  a  completed  evaluation  of  the  employees 
performance  within  the  past  12  months. 
Employees:  A  -  H,  J,  P 


Failure  of  the  agency  to  maintain  complete 
employee  records  has  the  potential  to 
compromise  the  health  and  safety  of  the  patients 
served. 

The  above  information  was  reviewed  with  the 
DPS  on  03/1 1/10.  No  additional  information  was 
provided. 


J1460  763.13(1)  Personnel 
763.13  Personnel  ' 


(f)  that  all  personnel  receive  orientation  to  the' 
policies  and  procedures  of  the  agency  operation, 
in-service  education  necessary  to  perform  his/her 
responsibilities  and  continuing  programs  for 
development  and  support. 


This  Regulation  is  not  met  as  evidenced  by: 
Based  on  a  review  of  1.6  personnel  records,  and 
interviews  with  the  Director  of  Patient  Services 
(DPS),  there  is  no  evidence  in  1 1  record,  where 
the  employee  was  hired  within  the  past  3  years, 
that  the  employee  received  an  initial  orientation. to 
the  policies  and  procedures  of  the  agency 
necessary  to  perform  his/her  responsibility. 
Employees  #  A,  C  -  L,  P 

Failure  to  orient  new  employees  to  the  agency's 
policies  and  procedures  has  the  potential  for  the 
provision  of  care  by  staff  which  is  not  safe,  and 


J1456 


J1460 


3.  Business  process  matrix  will  be 
completed  for  tracking  employee/contract 
requirements  including  health, 
immunization,  license,  certifications, 
mandatory  trainings,  and  performance 
appraisals. This  process  was  initiated  on 
4/8/2010. 

4.  Develop  and  implement  collaboratively 
with  the  IT  department  a  secure  data  base 
for  tracking  employee  requirements  with 
ability  to  run  reports  with  the  ability  to  flag 
due  dates. 

5.  The  QA  nurse  will  be  responsible  for 
monitoring  the  above  data  base,  notifying 
employees  of  requirement  deficiencies  and 
reporting  to  the  PAB/PAC/DPS  any  barriers 
to  maintaining  current  records.  The  PAB/ 
PAC  will  be  asked  for  recommendations  if 
barriers  cannot  be  resolved. The  first  report 
will  be  given  at  the  July  201 0  PAB/PAC 
meeting. 


J  1460  763.13(1)  Personnel 

1 .  Review  and  revise  CHHA  orientation 
policy  to  include  parties  responsible  for 
assuring  that  employees  complete  initial 
orientation  to  agency  policies  and 
procedures.  Submit  revised  policies  to  the 
PAB  for  approval. 

2.  Review  and  revise  CHHA  orientation 
checklist/verification  sign  off  sheet  to  assure 
completion  and  documentation  of  all 
divisional  policies  and  procedures  and 
present  to  CHHA  supervisory  staff; 


Office  of  Health  Systems  Management  /  Office  of  Long  Term  Care 
STATE  FORM  Version  NYS  11/17/2009 


5/13/2010 


6/30/2010 


7/21/2010 


5/1/2010 


WPUQ1 1 


If  continuation  sheet  17  of  19 


New  York  State  Department  of  Health 


PRINTED:  04/07/2010 
FORM  APPROVED 


STATEMENT  OF  DEFICIENCIES 
AND  PL*N  OF  CORRECTION 


(X1)  PROVIDER7SUPPUER/CLIA 
IDENTIFICATION  NUMBER: 


337119 


(X2)  MULTIPLE  CONSTRUCTION 

A.  BUILDING   

S.  WING  


(X3)  DATE  SURVEY 
COMPLETED 


03/16/2010 


NAME  OF  PROVIDER  OR  SUPPLIER 
MADISON  CO  PH  DEPT  CHHA 


STREET  ADDRESS,  CITY,  STATE,  ZIP  CODE 

PO  BOX  605  NORTH  COURT  STREET 
WAMPSVILLE,  NY  13163 


(X4)!D  SUMMARY  STATEMENT  OF  DEFICIENCIES 

PREFIX  (EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 

TAG  REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


ID 
PREFIX 
TAG 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE' 
DEFICIENCY)  ■ 


(XS) 
COMPLETE 
DATE 


J1460  Continued  From  page  17 

potentially  harmful  to  the  patients,  and  may  result 
in  possible  agency  wide  negative  outcomes. 

The  above  findings  were  reviewed  with  the  DPS. 
No  additional  information  was  provided. 


J1476  763.13(m)(1)(iii)  Personnel 
763.13  Personnel 


(m)  (1)  that  a  program  is  implemented  for  the 
prevention  of  personnel  or  patients/clients 
becoming  exposed  to  significant  risk  body 
substances  which  could  put  them  at  significant 
risk  of  HIV  or  other  blood-borne  pathogen 
infection  as- defined  in  sections  63.1  and  63.9  of 
this  Title.  Such  a  program  shall  include 

(iii)  training  at  the  time  of  employment  and  yearly 
personnel  development  programs  on  the  use  of 
protective  equipment,  preventive  practices,  and 
circumstances  which  represent  a  significant  risk 
for  all  personnel  whose  job  related  tasks  involve, 
or  may  involve,  exposure  to  significant  risk  body 
substances; 


"This  Regulation  is  not  met  as  evidenced  by: 
Based  on  a  review  of  16  employee  records,  and 
interview  with  the  Director  of  Patient  Services 
(DPS),  there  is  no  evidence  in  5  records  the 
employees  participated  in  any  inservices  for 
universal  precautions  for  infection  control  in  the 
past  12  months.  Employees  A,  B,  E,  G,  P 

Failure  of  the  agency  to  ensure  that  all 
employees  participate  in  a  program  for  the 
prevention  of  personnel  and  patients  becoming 
exposed  to  significant  risk  body  substances  puts 


J1460 


J1476 


J1476  763.13  (m)(1)  (iii)  Personnel 

1 .  Employees  A,  B,  E,  G,  and  P  completed 
infection  control/blood  borne  pathogen 
training  on  3/24  using  agency  self-study 
syllabus. 

2.  Review  infection  control/blood  borne 
pathogen  policy  regarding  annual  training 
with  supervisory  staff. 

3.  Business  process  matrix  will  be 
completed  for  tracking  employee/contract 
requirements  including  health, 
immunization,  license,  certifications, 
mandatory  trainings,  and  performance 
appraisals. This  process  was  initiated  on 
4/8/2010. 

4.  Develop  and  implement  in  collaboration 
with  the  IT  department  a  secure  data  base 
fortracking  employee  requirements  with 
ability  to  run  reports  with  the  ability  to  flag 
due  dates. 

5.  The  QA  nurse  will  be  responsible  for 
monitoring  the  above  data  base,  notifying 
employees  of  requirement  deficiencies  and 
reporting  to  the  PAB/PAC/DPS  any  barriers 
to  maintaining  current  records.  The  PAB/ 
PAC  will  be  asked  for  recommendations  if 
barriers  cannot  be  resolved.  The  first  report 
will  be  given  at  the  July  201 0  PAB/PAC 
meeting.    P 


3/24/2010 


3/24/201 0 


5/30/2010 


6/30/201 0 


7/21/2010 
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both  the  employee  and  patients  at  risk  of  HIV  or 
other  blood-borne  pathogen  infection. 

The  above  information  was  reviewed  with  the 
DPS  on  03/1 1/10,  no  additional  information  was 
provided. 

J 1476 
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Madison  County  DOH 
Health  Commerce  Policy 


Purpose:  [  The  Health  Information  Network  (HIN)  provides  access  to  the  Health  Provider 
■   j  Network  (HPN)  and  Health  Alert  Network  (HAN)  that  assures  notification  of 
j  public  health  alerts  in  a  secure,  and  confidential  manner.  Together  the  networks  are 

I  known  as  E-Commerce  or  'Commerce5. 

i 

i 

|  The  Certified  Home  Health  agency,  Long  Term  Home  Health  Care  Program  and 
I  Diagnostic  and  Treatment  Centers  Article  28  programs  are  required  to  have  a 
i  Health  Provider  Network  (HPN)  account  as  health  agencies  having  business 
I  responsibilities  with  the  New  York  State  Department  of  Health. 


Date  Adopted: 


Revised: 


Policy:  \  Overall  Security:  ! 

I    '  •  j 

\  The  Madison  County  Health  Department  (MCDOH)  hereafter  referred  to  as  the  j 

I  'Agency5  is  responsible  for  the  security  of  data  located  on,  or  transported  over  its  • 

\  network..  The  'Agency  is  responsible  for  validating  the  users  who  need  access"  to  -  I 

j  the  network,  physical  security  of  the  computers  on  the  network,  and  security  of  j 

"  |  removable  data.  j 

I  The  'Agency'  will  immediately  notify  the  New  York  State  Department  of  Health  if  \ 

\  the  status  of  any  authorized  user  changes  due  to  duty  reassignment,  or  change  in  [ 

j  employment  status  by  calling  1-866-529-1 890  or  by  sending  an  e-mail  to:  j 

\  www.hinhpn@health.state.nv.us  I 

?;  ■  I 

i  j 

I  Disclosure  of  Data:  j 

\  Employees  of  the  'Agency'  who  have  acquired  knowledge  of  personal  health  data  j 

j  that  originated  from  the  'Commerce'  may  not  disclose  this  data  to  any  other  person  j 

\  unless  that  person  is  authorized  to  view  that  information  and  requires  it  for  the  | 
j  performance  of  an  official  duty. 

|  Responsibility: 

|  The  Director  of  Health  (hereafter  referred  to  as  the  Administrator),  serves  in  the 
\  role  of  HIN/HPN  Coordinator  (HINC/HPNC),  Organizational  Security 
LC°°ldinat^  abide  by  the 
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Madison  County  DOH 

\  terms  and  conditions  set  forth  in  the  HIN/HPN  User  Security  and  Use  Policy. 

I 

j  The  Administrator  has  designated  the  personnel  in  the  positions  of  Health 
I  Educator,  Confidential  Secretary,  and  Account  Clerk  II  to  serve  in  the  role  of 
j  HIN/HPN  Coordinators  (HINC/HPNC).  They  will  be  accountable  for  execution  of 
I  the  roles  and  responsibilities  as  outlined  in  the  HIN/HPN  User  Security  arid  IJse 
I  Policy  (see  attached)  The  Administrator  is  responsible  for  actions  of  either 
I  HINC/HPNC  if  they  are  remiss  in  their  duties. 

|  The  HINC/HPNCs  are  responsible  for  giving  a  HIN/HPN  User  Security  and  Use  j 
j  Policy  to  employees  of  the  department  requiring  access  to  the  HIN/HPN.  The  ; 
j  HINC  agrees  to  the  terms  of  the  HIN  User  S  AUP  and  is  bound  to  enforce  :the  terms  \ 
\  and  conditions  of  the  agreement  on  behalf  of  the  HIN/HPN  users  employed  by  the  j 
department  or  affiliated  with  it.  The  HINC/HPNCs  are  responsible  for  the  action  j 
of  any  employee  in  regard  to  compliance  with  HIN/HPN  policies.  Every  j 
HINC/HPNC  will  have  an  active  HIN/HPN  account,  and  the  Agency  will  .assure 
that  the  HINC/HPNCs  are  bound  by  the  terms  and  conditions  of  the  HIN/HPN 
i  User  SAUP.  The  Agency  agrees  to  ensure  that  the  HINC/HPNCs  routinely  access 
j  the  HIN  and  HPN  and  carry  out  the  required  duties  and  responsibilities  in  a  timely 
j  manner.  The  Agency  will  replace  any  HINC/HPNC  that  does  not  fulfill  their  duties 
j  upon  its  own  discovery  or  upon  notification  by  the  New  York  State  Department  of 
J  Health. 

j  (See  NYS  HIN/HPN  Organization  Security  and  Use  Policies  and  NYSDOH 
j  HIN/HPN  Individual  User  Security  and  Use  Policy  attached. 


Access  and  Data  Security: 


[  Users  are  responsible  to  ensure  that  their  PIN  number  and  password  are  kept  j 

!  confidential  and  in  a  secure  place.  j 

|  No  employee  may  share  a  HIN  or  HPN  account  or  use  an  account  assigned  to  j 

|  another  employee.  No  employee  may  share  their  codes,  ids,  or  passwords  with  j 

j  another.           „  \ 

[  User  privileges  will  be  revoked  on  the  first  violation  of  this  rule.  Upon  j 

!  termination  of  employment,  user  will  cease  to  use  their  codes,  etc.  and  the  | 

j  4  Agency'  will  make  the  proper  notification  of  change  in  employment  status.  j 

1  I 

j  Users  will  not  access  data  to  which  they  are  not  entitled.  If  .the  HIN  or 'HPN  user  j 

j  downloads  data  from  the  server,  the  user  is  responsible  to  secure  the  data  from  j 

|  theft  or  disclosure.  Data  obtained  from  the  HIN/HPN  or  other  'Commerce'  access  jj 

[  may  only  be  utilized  for  those  areas  that  are  authorized  by  the  New  York  State  jj 

I  Department  of  Health  and  in  ways  that  are  consistent  with  public  health  functions  [ 

I  and  state  laws.  \ 

i  i' 

I                                                                                                                                                                                         '  \ 

j  i 

I  Disclosure  of  Data:  j 

I                                                               '  i 

i                                                                    '  ■; 

j  Health  data  from  'Commerce''  is  protected  under  Federal,  and  State  confidentiality  j 
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\  laws  and  by  NYSDOH  policies  and  procedures.  You  may  not  disclose  information 

j  obtained  from  'Commerce"  to  any  other  person  except  under  the  following  limited  \ 
\  circumstances: 

]  1 .  The  person  is  explicitly  authorized  to  view  that  information.  J 

\  2.  The  person  requires  that  information  to  perform  an  official  task.  \ 

\  3.  The  person  has  signed  and  filed  a  HIN  Security  and  Use  Policy  agreement  with  ! 

\      NYSDOH.  I 

]  j 

I  Investigations:  I 

|  The  HIN/HPN  Coordinator  will  notify  the  NYSDOH  immediately  upon  discovery  \ 

I  of  a  suspected  or  confirmed  breach  of  security  protocol  by  electronic  systems  on  I 

I  the  HIN/HPN  or  by  calling  1-866-529-1890.  (Within  at  least  twenty-four  (24  I 

I  hours).  ! 

i  s 

I  Violations:  \ 


I  Violations  of  the  above  policies  will  result  in  loss  of  HIN/HPN  access  on  the  first 
(  instance  of  known  violation.  Any  unauthorized  use  or  abuse  of  these  privileges  will 
|  be  reported  to  the  NYSDOH  and  may  result  in  any  appropriate  imposition  of 
|  monetary  penalty  or  criminal  prosecution  as  per  Federal  and  State  Statutes. 

£ 

I  Health  Provider  Network  Access  and  Reporting  Requirements: 

j 

|  As  per  Title  X,  Section  400.10,  the  'Agency'  will  maintain  a  separate  Health 
|  Provider  Network  (HPN)  account  for  the  Certified  Home  Health  Care  Agency, 

Long  Term  Home  Health  Care  Services  and  the  Diagnostic  and  Treatment  Center 
I  Article  28  services.  The  'Agency'  will  utilize  the  same  personnel  as  indicated  in 
j  the  HINC  section  for  the  duties  of  HPN  coordinators  and  provide  emergency 
j  contact  information  in  the  'Agency's'  HPN  Communication  Directory  for  24  hours 
i  per  day  and  7  days  per  week  emergency  communications. 
\ 

{The  'Agency'  will  maintain  a  HPN  Communications  Directory  with  the  names, 
\  addresses,  home  and  cell  phone  numbers  for  all  HPN  Coordinators  and  agency 
\  staff  with  a  role  in  the  directory.  Changes  reflecting  general  or  personnel  role 
\  information  will  be  reported  as  it  occurs  and  at  a  minimum,  on  a  monthly  basis. 
Maintenance  of  Agencies  HPN  Account: 


|  The  'Agency'  will  maintain  its  HPN  Account  assuring  there  are  sufficient  HPN 
\  coordinators  to  permit  HPN  individual  user  application  and  assign  sufficient  staff 
I  users  to  ensure  rapid  response  to  requests  for  information  by  the  NYSDOH. 

I  The  'Agency'  agrees  to  adhere  to  the  requirements  of  the  HPN  user  contract  and  to 
j  maintain  security  as  indicated  in  the  Access  and  Security  Section  of  this  policy. 


Home  Care  -  Policy  Title 


Page  3  of  4 


Madison  County  DOH 


Health  Commerce  Policy 


Home  Care  -  Policy  Title 


Page  4  of  4 


CD 

■  o 
>  Q. 

ca.  o 
Q  O 


o 

CO 


o  , 

o 

©  . 

CO 

co 

CO 

o 

T—  ■ 
T— 

CO 


o 

o 

o 

55 

?> 

T—  ■ 

T— 

CO 

co 

_0) 

n 

'to 
c 
o 

Q. 

CO 
0) 


c 
o 

to 

0) 

a 


cr 

T3 
1- 

CO  i-  Q 
*  O  < 


a. 


CD 

5o:< 


2; 
I 


0) 

Q) 

CO 
5 


■  c 
o 

<=>:o 

§1 

CO  ^3 

i' § 

>.« 

3,0) 

x  o 

Q  ° 

w  ''S 

2  Q. 


_0) 

-Q  ■ 

W  ' 
C  ■ 

o 

to  - 
0) 

o 

CL 


15  ' 

3  '> 

|» 
1§ 

<5J  o 
0)  ca 

co  S 

Q-  £ 

<•  o 


CD 

to 

3 

'  C 

0) 

S  w 
o  ca 

>  to 

in 

CO 

.-C  o 

£  "to 

1.1 

.    Q)  "D 

>  "g 

Q)  Co 

C 

.,  0)  o 

==  -S 
to  c 

■..gs 

'  .-  o 

-DO 
C  T3 

=  C 

<:  CO 


CO] 

o  o  o 


■—  CO 
O)  C  O) 

o)ia  u! 

If 

CO  £(. 


i-  c 


O 

CO 

>> 

A 

"b 

a) 

_0) 

a 

E  ■ 
o 
a 

0) 
_Q 

1 

■  Q)  * 

ca ' 

a 
o 

.  i_ , 
a 
a 
ca 


3>[5;g. 


P  E  S  b; 
a  t  £§! 


T3 

0) 

a) . 


>  t 1- 

CO.qj; 


ll'I 


■o  •-  w< > 

.■  »ra>  g 

.  -a  -glen  g 
■S3. |.5 

tfi  CO  *»\ 

■2i| 


■ 

c 

a) 

£ 

QJ 


.  (0: 

■c  °: 
«  *-» 

.  ;z  > 

5  O) 

>  Q)i 
I-  ll/ 

.2  « 

I  O)  Q>J 

«fco,5 

5  «  0)! 
*-  >»r\  O' 

•a  Q)  x  -2 1 

'hi' ■» 


co! 


CO  CO 


■ore  T3  c 

Q)!  O  CO  0) 

.c  £  .u.  ol 

w  co  ** 

co  to  x:  Q); 

m  a  o  3 

sit*-  S'- 

co  ^3  c  ^ 

g   3;—  Oi 

a)  q)  ;  c  5* 


T3 

j): 

;-Q) 

i  yj 
C 

.  O' 

-  CO  - 
'  u. 

:|: 

■n 

CO  'Qi 

co;Q- 

cof 

o; 

1| 


8f£l 

Q)J>i 

i_;.ct 

o  i«*-f 

°. 
£  q>' 

co-:o; 
ot.E- 

c  o; 

Q-..S, 


T3 

tQ) 
T3 
•D 
CO 

o> 

Q 

O 

~c 

JO 

CO 

u 
c 
o 


o 
c 

CO 

o 
c 

uli 
.5 


■a 

co 

3 

o 


c 

0) 

CO 
CL 


.  T- 

,t-^  Q) 

c ■»  o 

5  ^  o 


"1 


ca 


CM  W 


0.  t-  Q 


LO 


■  i  ■  ■  i  * 


1  ■ ./  ■ 


CO 


o 

CM 

o 

CO 


■  m 


■V  °'0 

f-  -  E  .c. 


O 

o 
o 

CD 
CO 


CO   .  CC 


CP 


T3 
0 
CD 


D.  0. 


CO  -f  .c 


Cj  CD 


igHs 

l}8«i-| 

33  c  co  to  « 

■fflle  is  g  c 

0)  «  33 
C  CO 

.£  0  .2 

E   «  CO 

co'E  o  .5>o 

D)       c   CD  ^ 

g'S  «-6 

c  c  i=  o  S 
o  o  *e  c  o 

.  :5  is  > 0  co  *-» 

j_  o 1 o  r  >»  £  ■  5 

C°_      -n  (D  u  > 


«t  W  3t 

9  o  p  c| 
co .  co  q)  -m  •■■ ' 

■  *-   CD   r-  ,  CD  CD 
u  °  ECO? 

s|.fc  J.  i! 

Q.  "O      .  c  COi 

S  0  c  co  is: 

c,  -    C  CO  r( 

S  8  lv% 

il  ™-2  «:: 

|(5 -:o  =  <„; 


§  CO  2>  crt  CO  , 
■*->  O  F  CD  *tr  "•— 

8-=  "5 


&,     £  o  I J3  =  £  c 

~      ,  c  1-   03        .  CD 

: co  _ -a  o!O  (0.2  o 

T3 


CD  _  p  _0  ^  03 


2  ~  £'  CD  5  :£  5  CO 


"  3  -s  ® 


g^g.--6|-c  "loo 

3  -  C0,-ffl(  Jr  O  r" 


CD  CO 

n  a 

-  i'-s 

3']-^  .C  CO  "O 


o  ir-'     ^  ^ i  ■   >■  o  r 


-  -   ^  CD  CD 

co  S  E 


.  co  co 


CD  O 

,3-JO'.  CO 


CD 


5  >^.£>|z  c-2 

CD  —)  cot  CD  ^'O  0)  ~g 
3  Q;CD   3  .CD       .E  .CD  ^ 

co  Q.)£i  ca^cojc  ©  co  cd 
li_  CO  eofU-  .aico  i_ 


T3 

c 

CO 


c 

0 
3 
D* 
CD 
k. 

T3 
0 
k. 
0 
T5 

L. 

o 
c 
'co 

-t-» 

c. 
■5 

£■ 

O' 

■4-1 
k. 

0 
Ui 
03 
C 
03 

£ 
0 

CO 
CO 

o 

z 

or 

<+- 

o 

0 

^2 

'co 
lo- 


co 
*> 
o 

+->  CD 
C  >  CM 


0 

E  ^  o 

£  cB  « 

CO  CM  CO 
CO  2. 

?i 

3  O 

O  ■ 

'5  a. 
>,CQ 

^  5 

'«  LI  LI 

g  £  £ 

^00 

O    1_  L. 

SEE 


c  0 

>.£ 
a  l. 
a  0 
co  TJ 

£  ^ 

8:0 
c  a- 

O)  CO 

&< 

CO  o 

-c,  0 

g:'  o 

=■  o 

CO: 

!t=;-oo 

0.  .£ 
£  ffl 

o  c 

II 

CO,  c 

U-:(  co 


CO 


CO 


GO 


1 


o  »f 
a? 

g-a. 

a  a) 

i.g" 

I? 

O  co 

■a 

—  == 

CD. CO 

II 

5  o 
c 


o 

°^ 

CO 

0  CO 

1  = 

'§  p 

co  a 
OS 

—  c 

0)  o 
>  S3 

S  ra  _ 
co  c  c 


T5' 

c 

CO! 

Si 

Ei 

COi 
C0! 
<Dt 
CO 
CO 
CO 

c 

CO 

'c 
o 

TJ 
0} 
■*-» 

*s;. 


co  o 

CD..E 


.E  co 

CO  ■  CD[ 
-  Er 

TO  «■ 

co  *oj 


o 

CN 


c 

o  , 
O 

CO 


cor^ ■« , a>  "7'. 

?  2  «  -I 

■o«g  £  2  Z  ^ 

w  :J5  CO.  3,  co  P 

si' 


e-8 


0} 


,  £|0-'to  a>  co  &  ■ 
'  »)£      E  *co  ' 


;  co  o.~  j:;- 


1  3 


co; 


CO' 


§  8  o- 

O  T3 


C!  . 


■  y-2lP  co'«  "O'- 

CD        S  CD  CO 

•-  E  t»»=  S3  CO  W!.  . 

.  co  u=>o;  . 


© 

55 


CM; 

!  ■ 

Si.  ' 
o<  ■ 
c; 
>> 

I! 

«.c 
t'  o 
o..ti 

CO 
CN  > 

"co  2', 

*>  3 
-m   C  ■ 

i'S/ 

<D(W 
CO  O) 

CO  S3 

■a  c 

3  CD 

S  i 

°  o. 


CO  • 

5 


O). 


May.       'JU1U  1:MKM 


No.  !)Bt)4    if.  I 


MADISON  COUNTY 


DEPARTMENT*. 

#      jr.  1-     \fo  r$ing  i0  build  a  i&Atiliy  eewmW 


\?or&ng  io  build aitf&Hhy- 
K>  Box  605,  Wampsvtlle,  NY  13163  ~  Phone  (315)  366-2361 


Eric  Fdisst,  Director  of  Public  Health 
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CONFIDENTIALITY  NOTICE 

This  facsimile  transmission  is  intended  only  for  the  use  of  the  individual  or  entity  to 
which  it  is  addressed  and  may  contain  confidential  information  belonging  to  the  sender 
which  is  protected  by  the  Caseworker/Client  privilege  or  any  other  privileged  j 
communication.  If  you  are  not  intended  recipient,  you  are  hereby  notified  that  any .  j 
disclosure;  copying,  distribution  or  the  taking  of  any, action  in  reliance  on  the  contents  of 
this  information  if  strictly  prohibited.  If  you  have  received  this  transmission  in  error, 
please  immediately  notify  us  by  telephone  to  arrange  for  the  return  of  these  documents. 
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Madison  County  DOH 
Health  Commerce  Policy 


PURPOSE:  |  The  Health  Information  Network  (HIN)  provides  access  to  the  Health  Provider  j 

j  Network  (HPN)  and  Health  Alert  Network  (HAN)  that  assures  notification  of  j 
j  public  health  alerts  in  a  secure,  and  confidential  manner.  Together  the  networks  are  j 

I  known  as  E- Commerce  or  'Commerce*.                                         :  I 

!                               1  - 

j  The  Certified  Home  Health  agency  Long  Term  Home  Health  Care  Program  and  | 

j  Diagnostic  and  Treatment  Centers  Article  28  programs  are  required  to  have  a  I 

I  Health  Provider  Network  (HPN)  account  as  health  agencies  having  business  j 

j  responsibilities  with  the  New  York  State  Department  of  Health.             ■  j 

!'                                                                                        1  ! 

Date  Adopted  :  !  ! 

i  * 

|                                                                                                                                     *                   '  ! 

Revised:  j 


POUCY:  I  Overall  Security:                                                                      !  j 
!  The  Madison  County  Health  Department  (MCDOH)  hereafter  referred  to  as  the 

|  'Agency'  is  responsible  for  the  security  of  data  located  on,  or  transported  over  its  ! 

|  network.  The  ( Agency  is  responsible  for  validating  the  users  who  need  access  to  \ 

the  network,  physical  security  of  the  computers  on  the  network,  and  security  of  ; 

removable  data.                                                                   '  j 

The  'Agency'  will  immediately  notify  the  New  York  State  Department  of  Health  if  j 
the  status  of  any  authorized  user  changes  due  to  duty  reassignment  or  change  in  ! 
employment  status  by  calling  1-866-529-1 890  or  by  sending  an  e-mail  to:  !  j 
www.hinhpnfgiiealth.state.nv.us  -  I 

i  "  ;  i 

t  Disclosure  of  Data:  | 
j  Employees  of  the  'Agency'  who  have  acquired  knowledge  of  personal  health  data  j 
\  that  originated  from  the  'Commerce'  may  not  disclose  this  data  to  any  other  person  i 
j  unless  that  person  is  authorized  to  view  that  information  and  requires  it  for  the  j 
I  performance  of  an  official  duty.  '  \ 

j  Responsibility: 

|  The  Director  of  Health  (hereafter  referred  to  as  the  Administrator),  serves  in  the 
i  role  of  HIN/HPN  Coordinator  (HINC/HPNC),  Organizational  Security  \ 
j  Coordinator  (OSC),  and  HIN/HPN  User.  The  Administrator  agrees  to  abide  )by  the  [ 
;  terms  and  conditions  set  forth  in  the  HIN/HPN  User  Security  and  Use  Policy,  ! 

i  '<  I 

)  The  Administrator  has  designated  the  personnel  in  the  positions  of  Health  Educator  j 


Home  Care  -  Policy  Title 


Page  Lof4 


May.  i\.   /U  iu    I :  ujrm 


wo.  DdD^f     r.  3 


Madison  County  DOH 
Health  Commerce  Policy 

I  and  Confidential  Secretary  to  serve  in  the  role  of  HIN/HPN  Coordinators  1  j 

j  (HINC/HPNC),  They  will  be  accountable  for  execution  of  the  roles  and    !  j 

[  responsibilities  as  outlined  in  the  HIN/HPN  User  Security  and  Use  Policy  ([see  j 

j  attached)  The  Administrator  is  responsible  for  actions  of  either  HINC/HPNC  if  j 

i  they  are  remiss  in  their  duties.  :  ! 

I  i  \ 

i  The  HINC/HPNCs  are  responsible  for  giving  a  HIN/HPN  User  Security  arid  Use  ! 

|  Policy  to  employees  of  the  department  requiring  access  to  the  HIN/HPN.  The  j 

I  HINC  agrees  to  the  Terms  of  the  HIN  User  SAUP  and  is  bound  to  enforce  the  terms  ! 

!  and  conditions  of  the  agreement  on  behalf  of  the  HIN/HPN  users  employed  by  the  | 

\  department  or  affiliated  with  it.  The  HINC/HPNCs  are  responsible  for  the  faction  j 

|  of  any  employee  in  regard  to  compliance  with  HIN/HPN  policies.  Every  . 

j  HINC/HPNC  will  have  an  active  HIN/HPN  account,  and  the  Agency  will  assure  .[ 

|  that  the  HINC/HPNCs  are  bound  by  the  terms  and  conditions  of  the  HIN/HPN  j 

j  User  SAUP,  The  Agency  agrees  to  ensure  that  the  HINC/HPNCs  routinely  access  ; 

j  the  HIN  and  HPN  and  cany  out  the  required  duties  and  responsibilities  in  a  timely  j 

|  manner.  The  Agency  will  replace  any  HINC/HPNC  that  does  not  fulfill  their  duties  j 

!  Upon  its  own  discovery  or  upon  notification  by  the  New  York  State  Department  of  ! 

|  Health.                                                                               \  \ 

['  (See  NYS  HIN/HPN  Organization  Security  and  Use  Policies  and  NYSDOH  j 

|  HIN/HPN  Individual  User  Security  and  Use  Policy  attached.  | 

j  Access  and  Data  Security?  ,  j 

\  Users  are  responsible  to  ensure  that  their  PIN.  number  and  password  are  kept  j 
|  confidential  and  in  a  secure  place.  !  j 

j  No  employee  may  share  a  HIN  or  HPN  account  or  use  an  account  assigned  }to  j 
|  another  employee.  No  employee  may  share  their  codes,  ids,  or  passwords  with  j 
!  another,  •  | 

;  User  privileges  will  be  revoked  on  the  first  violation  of  this  rule.  Upon  j 
I  termination. of  employment,  user  will  cease  to  use  their  codes,  etc.  and  the  '  j 
!  'Agency'  will  make  the  proper  notification  of  change  in  employment  status;.  j 
\  '■  \ 

\  Users  will  not  access  data  to  which  they  are  not  entitled.  If  the  HIN  or  HPN  user  j 
|  downloads  data  from  the  server,  the  user  is  responsible  to  secure  the  data  from 
!  theft  or  disclosure.  Data  obtained  from  the  HIN/HPN  or  other  'Commerce'  access 
j  may  only  be  utilized  for  those  areas  that  are  authorized  by  the  New  York  State 
|  Department  of  Health  and  in  ways  that  are  consistent  with  public  health  functions 
[  and  state  laws. 

j  : 

j  Disclosure  of  Data:  ,  j 

!  Health  data  from  'Commerce"  is  protected  under  Federal,  and  State  confidentiality  j 
laws  and  by  NYSDOH  policies  and  procedures.  You  may  not  disclose  information  | 
obtained  from  '  Commerce1'  to  any  other  person  except  under  the  following  limited  \ 
circumstances:  j 

1 .  The  person  is  explicitly  authorized  to  view  that  information.  !  j 
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j  Investigations: 

<  i 

The  HIN/HPN  Coordinator  will  notify  the  NYSDOH  immediately  upon  discovery 
of  a  suspected  or  confirmed  breach  of  security  protocol  by  electronic  systems  on 
the  HIN/HPN  or  by  calling  1-866-529-1890.  (Within  at  least  twenty-four  (24 
hours). 

i 
i 

j  Violations: 

!  Violations  of  the  above  policies  will  result  in  loss  of  HIN/HPN  access  on  the  first 
I  instance  of  known  violation.  Any  unauthorized  use  or  abuse  of  these  privileges  will 
[  be  reported  to  the  NYSDOH  and  may  result  in  any  appropriate  imposition  of 
j  monetary  penalty  or  criminal  prosecution  as  per  Federal  and  State  Statutes.! 

j  Health  Provider  Network  Access  and  Reporting  Requirements:  [ 

\  As  per  Title  X,  Section  400.10,  the  'Agency'  will  maintain  a  separate  Health 
|  Provider  Network  (HPN)  account  for  the  Certified  Home  Health  Care  Agency, 
I  Long  Term  Home  Health  Care  Services  and  the  Diagnostic  and  Treatment  Center 
|  Article  28  services.  The  'Agency*  will  utilize  the  same  personnel  as  indicated  in 
|  the  HINC  section  for  the  duties  of  HPN  coordinators  and  provide  emergency 
|  contact  information  in  the  'Agency's'  HPN  Communication  Directory  for  24  hours 
j  per  day  and  7  days  per  week  emergency  communications ,  ; 

[  The  'Agency'  will  maintain  a  HPN  Communications  Directory  with  the  names, 
j  addresses,  home  and  cell  phone  numbers  for  all  HPN  Coordinators  and  agency 
j  staff  with  a  role  in  the  directory.  Changes  reflecting  general  or  personnel  role 
j  information  will  be  reported  as  it  occurs  and  at  a  minimum,  on  a  monthly  basis  by 
|  HPN/HIN  coordinators, 

j  Maintenance  of  Agencies  HPN  Account: 

i  I 

|  The  'Agency5  will  maintain  its  HPN  Account  assuring  there  are  sufficient  HPN  j 
coordinators  to  permit  HPN  individual  user  application  and  assign  sufficient  staff  j 
users  to  ensure  rapid  response  to  requests  for  information  by  the  NYSDOH,  iffubtjc. 
Jiealth_educators  and  the  confidential  secretary  are  assigned  as  HPN  coordinators  / 
rand  are  responsible  for  all  responsibilities  listed  in  above  sections.  j 

i 

j  The  'Agency'  agrees  to  adhere  to  the  requirements  of  the  HPN  user  contract' and  to  ! 
j  maintain  security  as  indicated  in  the  Access  and  Security  Section  of  this  policy.  j 


Madison  County  DOH 
health  Commerce  Policy 

.  The  person  requires  that  information  to  perform  an  official  task, 
.  The  person  has  signed  and  filed  a  HIN  Security  and  Use  Policy  agreement  with 
NYSDOH. 
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STATE  OF  NEW  YORK 
DEPARTMENT  OF  HEALTH 


Central  NY  Region 


217  South  Salina  Street 


Syracuse,  New  York  13202 


Richard  F.  Daines,  M.D. 
Commissioner 


James  W.  Clyne,  Jr. 
Executive  Deputy  Commissioner 


December  10,2010 


Roderick  Torrence,  CEO 

Winds  of  Agape  Home  Care  Agency 

1414  Grant  Boulevard 

Syracuse,  NY  13208 

Agency:  Winds  Of  Agape  Home  Care  Agency 

License  #:  1090L001 

Type  of  Survey:  Complaint  Investigation 

Complaint  #  NY00090535 

EventID#:UEPSll 

Survey  Exit  Date:  December  9,  20 1 0 

Plan  of  Correction  Due  Date:  December  27,  2010 

Dear  Mr.  Torrence: 

Enclosed  is  a  copy  of  the  Statement  of  Deficiency  (SOD)  report  resulting  from  the  Article 
36  offsite  complaint  investigation  conducted  by  staff  from  this  office.  This  is  being  sent 
to  you  in  your  capacity  as  the  Operator  of  this  agency.  You  are  responsible  for  the 
agency's  compliance  with  all  applicable  rules  and  regulations.  A  copy  of  the  SOD  report 
is  being  forwarded  to  the  agency's  Administrator. 

A  detailed  Plan  of  Correction  (POC)  must  be  completed  and  returned  to  this  office  by  the 
above  referenced  date.  The  POC  should  be  documented  on  the  right  side  of  the  SOD 
report  sent  to  the  administrator  and  must  be  signed  and  dated  at  the  bottom  of  the  first 
page.  A  copy  should  be  retained  for  the  records  of  the  agency. 

Your  POC  must  contain  the  following  for  each  deficiency  cited: 

•         What  corrective  action(s)  will  be  accomplished  for  those  patients  found  to  have 
been  affected  by  the  deficient  practice; 


How  you  will  identify  other  patients  having  the  potential  to  be  affected  by  the 
same  deficient  practice  and  what  corrective  action  will  be  taken; 


•  What  measures  will  be  put  in  place  or  what  systemic  changes  you  will  make  to 
ensure  that  the  deficient  practice  does  not  recur; 

•  How  the  corrective  action(s)  will  be  monitored  to  ensure  the  deficient  practice 
will  not  recur,  i.e.  what  quality  assurance  program  will  be  put  into  place;  and 

•  The  date  for  the  correction  and  the  title  of  the  person  responsible  for  correction  of 
each  deficiency. 

This  office  will  review  your  POC,  if  your  POC  is  unacceptable,  staff  from  our  office  will 
contact  you  to  discuss  the  items  involved. 

Please  contact  Helene  DeMartino  at  (315)  477-8532  with  any  questions. 
Lynn  C.  Shannon 

Home  and  Community  Based  Program  Manager 
LCS/mls 

cc:       Laverne  Torrence,  Administrator 
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Initial  Comments 

H000 

On  08/23/10  the  New  York  State  Department  of 
Health  (DOH)  received  a  complaint  (Complaint* 
NY  000  90535)  regarding  patient  care  being 
provided  by  the  Licensed  Home  Care  Services 
Agency  (LHCSA). 

On  08/24/10  the  DOH  requested  the  LHCSA 
conduct  a  self  investigation. 

Despite  two  submissions  by  the  LHCSA  of  a  self 
investigation,  and  assistance  from  the  DOH,  the 
LHCSA  was  unable  to  conduct  a  thorough  and 
objective  investigation  of  the  complaint. 

This  statement  of  deficiencies  is  the  result  of  an 
off  site  investigation  conducted  by  the  DOH  due 
to  the  LHCSA's  inability  to  conduct  a  self 
investigation,  identify  and  correct  agency 
problems,  adequately  supervise  home  health 
aides. 

■ 

H1002 

766.9(a)  Governing  authority 

H1002 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 

(a)  be  responsible  for  the  management  and 
operation  of  the  agency; 

(b)  ensure" compliance  of  the  home  care  services 
agency  with  all  applicable  Federal,  State  and 
local  statutes,  rules  and  regulations. 

This  Regulation  is  not  met  as  evidenced  by: 

Office  of  Health  Systems  Management  /  Office  of  Long  Term  Care 
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[EACH  OEFICIENCY  MUST  BE  PRECEOEO  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


H 1002  J  Continued  From  page  1 

Based  on  a  review  of  the  agency's  seif 
investigation  of  a  complaint,  and  documentation 
submitted  by  the  patient;  and  interviews  with  the 
the  Director  of  Patient  Services  (DPS),  and  the 
patient's  consumer  directed  aide;  there  is  no 
evidence  the  DPS  understood  her  responsibility 
to  self  identify,  and  resolve  problems  within  the 
agency  by  objectively  conducting  complaint 
investigations 


Failure  of  the  agency  to  understand  their 
responsibility  to  self  identify  and  correct  problems 
within  the  agency  has  the  potential  for  unmet 
patients  needs,  and  possible  negative  patient 
outcomes. 

Evidence  is  as  follows: 

Patient  #1  is  a  with  a  primary 

diagnosis  of  brain  injury,  and  a  secondary 
diagnosis  of  paralysis.  On  08/24/10  the  NY  State 
Department  of  Health  sent  a  letter  to  the  agency 
requesting  the  agency  investigate  a  complaint 
that  alleged  that  on  08/19/10  a  Home  Health  Aide 
(HHA)  employed  by  the  agency,  failed  to  follow 
the  plan  of  care.  Specifically,  the  patient  had 
requested  that  the  agency's  HHA  clean  her  more 
thoroughly  following  a  bowel  movement,  and  that 
the  HHA  had  refused.  Despite  assistance  from 
the  DOH,  the  agency  DPS  was  unable  to  perform 
an  effective  self  investigation  of  the  complaint.  As 
a  result  the  DOH  was  compelled  to  investigate 
and  clarify  the  facts  of  the  incident  for  the  DPS. 
Despite  this  assistance  from  the  DOH,  and 
direction  from  the  DOH  to  continue  the  self 
investigation,  the  DPS  was  unable  to  conduct  an 
objective  self  investigation  and  identify  that  a 
problem  existed  within  the  agency. 
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Continued  From  page  2 
Specifically: 

-  On  09/13/10  the  DPS  submitted  a  self 
investigation  to  the  DOH  which  failed  to 
substantiate  the  complaint.  Although  the  DPS 
interviewed  the  agency's  HHA,  the  DPS  failed  to: 
identify  the  correct  date  of  the  alleged  incident 
was  08/18/10,  and  not  08/19/10,  identify  who  the 
correct  consumer  directed  aide  was  who  followed 
the  agency's  HHA  on  08/18/10,  interview  the 
consumer  directed  aide.  As  a  result  the  DOH  was 
compelled  to  investigate  and  clarify  the  facts  of 
the  incident  for  the  DPS. 

-  On  10/01/10  the  surveyor  received  and 
reviewed  a  typed  statement  from  the  patient,  who 
clarified  that  it  was  on  08/18/10  that  she  had  a 
bowel  movement  while  in  the  care  of  the  agency's 
HHA.  She  stated  that  the  wipe  that  the  HHA  used 
was  very  soiled,  and  so  she  (the  patient) 
requested  that  the  HHA  wipe  her  again,  and  that 
the  HHA  had  refused.  The  statement  also 
clarified  that  the  name  of  the  consumer  directed 
aide,  who  relieved  the  agency's  HHA  in  question, 
was  different  from  the  name  given  to  the  DOH 
during  the  complaint  intake  process. 

-  On  10/13/10,  the  surveyor  interviewed  the 
correct  consumer  directed  aide,  who  stated:  her 
shift  started  on  08/18/10  at  7:30  AM  ,  which  was 
immediately  following  the  agency's  HHA's  shift; 
soon  after  she  arrived,  the  patient  communicated 
that  she  had  to  void;  following  the  patient's  void, 
the  consumer  directed  aide  cleaned  the  patient 
and  noticed  she  had  old  fecal  material  between 
her  buttocks;  5  wipes  were  required  to  adequately 
clean  the  remaining  fecal  material,  it  appeared 
that  it  had  been  there  "awhile",  and  that  it  had 
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Continued  From  page  3 
been  partially  cleaned. 

Additionally,  the  consumer  directed  aide  stated  to 
the  surveyor  the  patient  always  totd  her  when  she 
needed  to  have  a  bowel  movement,  and  never 
has  had  any  bowel  leakage,  or  incontinence. 

The  aide  provided  a  written  statement  to  the 
surveyor  which  documented  the  above  facts. 

-  On  10/19/10  the  surveyor  contacted  the  DPS 
and  notified  the  DPS  of  the  correct  date  of  the 
incident  (10/18/10),  and  the  correct  name  of  the 
consumer  directed  aide.  The  surveyor  advised 
the  DPS  that  the  complaint  was  substantiated  in 
that  both  the  patient  and  the  consumer  directed 
aide  gave  the  same  information  indicating  that 
the  agency's  HHA  failed  to  adequately  cleanse 
the  patient  following  a  bowel  movement,  the 
bowel  movement  had  been  there  for  awhile,  and 
had  only  been  partially  cleaned. 

Additionally,  the  surveyor  advised  the  DPS  that 
the  consumer  directed  aide  was  amenable  to 
being  interviewed  by  the  DPS,  and  directed  the 
DPS  to  continue  to  investigate  and  resubmit  a 
revised  self  investigation  now  that  she  was  given 
the  correct  information.- 

-  On  10/22/10  the  DPS  submitted  a  revised  self 
investigation  and  documented  that  although  she 
had  interviewed  the  consumer  directed  aide,  who 
had  confirmed  the  facts  as  stated  to  the  surveyor, 
she  (the  DPS)  was  unable  to  substantiate  the 
complaint. 

Although  the  DOH  assisted  the  DPS  with  the  self 
investigation  by  obtaining  and  providing  the 

H1002 
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correct  information  to  her,  the  DPS  was  still 
unable  to  objectively  investigate  and  substantiate 
the  complaint.  Specifically: 

-  Although  the  surveyor  clarified  the  correct 
identity  of  the  consumer  directed  aide,  and  the 
DPS  interviewed  her,  the  DPS  documented  she 
could  not  substantiate  the  complaint  because  the 
consumer  directed  aide  originally  identified  was 
incorrect. 

-  Although  the  DPS  interviewed  the  correct 
consumer  directed  aide,  the  DPS  failed  to 
confirm  with  the  aide  that  the  bowel  movement 
had  been  there  awhile  and  partially  cleaned,  and 
that  the  patient  was  always  aware  of  when  she 
was  about  to  have  a  bowel  movement,  and  was 
never  incontinent  of  stool. 


H1002 


-  The  DPS  documented  she  could  not 
substantiate  the  complaint  because  the  family 
had  refused  to  speak  to  her,  however,  the 
surveyor  communicated  to  the  DPS  specifically 
what  the  patients  concerns  were. 

-  The.  DPS  documented  she  could  not 
substantiate  the  complaint  because  the  family 
never  voiced  a  complaint  directly  to  the  agency. 
The  DPS  failed  to  identify  that  it  is  a  patient  right 
to  file  a  complaint  directly  with  the  NY  State 
Department  of  Health,  and  the  agency  was 
responsible  for  fully  investigating  all  complaints, 
whether  or  not  voiced  directly  to  the  agency. 

-  The  DPS  stated  to  the  surveyor  on  1 0/1 9/1 0  that 
the  patient  was  "very  particular  about  the  ■ 
personal  care  she  received",  the  consumer 
directed  aide  was  only  in  her  mid  twenties,  and 
the  agency  HHA  was  a  more  mature  women. 
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The  DPS  failed  to  identify  the  patient  was 
vulnerable,  had  a  right  to  be  particular  about  the 
personal  care  she  received,  the  ages  of  the 
caregivers  were  not  relevant  to  the  investigation, 
and  that  the  H  HA  is  obligated  to  implement  the 
plan  of  care. 

Despite  the  agreement  of  both  the  patient,  and 
the  consumer  directed  aide,  that  the  agency's 
HHA  had  refused  to  properly  clean  the  patient 
following  a  bowel  movement,  the  DPS  failed  to 
objectively  investigate  the  complaint,  identify  that 
the  complaint  was  valid,  and  develop  an  action 
plan  to  avoid  a  reoccurrence  of  a  similar  problem. 
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Winds  of  Hope... Winds  of  Support... Winds  of  Agape 


January  4,  2011 


Ms.  Lynn  Shannon 


New  York  State  Department  of  Health  j      NVS  Dop;  o,  F 

Central  New  York  Regional  Office  f  cemrai  i :  ■.'  p-wm 
2 1 7  South  Salina  St.  , 
Syracuse,  New  York  13208 


Dear  Lynn  Shannon, 

Please  find  enclosed  request  of  documentation  on  Complaint  number:  NY  000  90535. 
Please  call  (3 1 5)  425-0547,  if  more  documentation  is  needed  on  this  case. 


Respectfully  submitted, 


Roderick  L.  Torrence 
Executive  Director 


LaVerne  Torrence,  R.N.,  M.S.N., 


Administrator 


LT/tat 


cc:  Helene  DeMartino 


Roderick  L.  Torrence,  Executive  Director 


LaVerne  Torrence,  RM,  M.S.N.,  Administrator 


315°425<=0547  phone 

www.windsofagape.com 


1414  Grant  Blvd.  Syracuse,  N.Y.  13208 


315°295°0264 fax 


windsofagape02@yahoo.com  email 


NEW  YORK  STATE  DEPARTMENT  OF  HEALTH 
HOME  CARE  COMPLAINT  INVESTIGATION  PROGRAM 

AGENCY  COMPLAINT  INVESTIGATION  FORM 


COMPLAINT:  NY00090535 

AGENCY  NAME:  Winds  Of  Agape  Home  Care  Agency 

DATE  SENT:  August  24,  2010 

DATE  DUE:  September  8,  2010 

PATIENT  NAME  (if  applicable):  Jamie  Hubbard 

AGENCY  INVESTIGATOR  ASSIGNED:  

INVESTIGATOR  TELEPHONE  #:  

ALLEGATIONS: 

(Summarize  allegations) 

1.  Resident/Patient/Client  Rights 

Agency  HHA  (Karen)  failed  to  treat  patient  Jamie  Hubbard  with  respect  and  dignity. 
Specifically,  the  HHA  working  on  the  night  shift  (1 1  pm  -  7  am)  on  8/19/2010  told  the  patient  at 
least  twice  during  the  shift  "I  am  sick  of  working  for  you."  The  HHA  responded  to  the  patient  in 
this  manner  when  the  patient  asked  to  be  repositioned  in  bed. 

2.  Quality  of  Care/Treatment 

;  Agency  HHA  (Karen)  failed  to  follow  the  plan  of  care.  Specifically,  the  HHA  failed  to  clean  the 
patient  sufficiently  after  the  patient  had  a  bowel  movement.  The  patient  asked  the  HHA  to  wipe 
her  and  the  HHA  refused.  The  patient  asked  the  aide  on  the  next  shift  to  wipe  her.  The  relief 
aide  told  the  patient  she  was  very  soiled,  and  the  aide  had  to  wipe  the  patient  three  times. 


PRINTED:  12/09/2010 
FORM  APPROVED 


New  York  State  Department  of  Health 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


LC0357A 


(X2)  MULTIPLE  CONSTRUCTION 

A.  BUILDING   

B.  WING  


(X3)  DATE  SURVEY 
COMPLETED 

C 

12/09/2010 


NAME  OF  PROVIDER  OR  SUPPLIER 

WINDS  OF  AGAPE  HOME  CARE  AGENCY 


STREET  ADDRESS,  CITY,  STATE.  ZIP  CODE 

1414  GRANT  BOULEVARD 
SYRACUSE,  NY  13208 


(X4)  ID 
PREFIX 
TAG 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


ID 
PREFIX 
TAG 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(X5) 
COMPLETE 
DATE 


H000 


H1002 


Initial  Comments 

On  08/23/10  the  New  York  State  Department  of 
Health  (DOH)  received  a  complaint  (Complaint* 
NY  000  90535)  regarding  patient  care  being 
provided  by  the  Licensed  Home  Care  Services 
Agency  (LHCSA). 

On  08/24/10  the  DOH  requested  the  LHCSA 
conduct  a  self  investigation. 

Despite  two  submissions  by  the  LHCSA  of  a  self 
investigation,  and  assistance  from  the  DOH,  the 
LHCSA  was  unable  to  conduct  a  thorough  and 
objective  investigation  of  the  complaint 

This  statement  of  deficiencies  is  the  result  of  an 
off  site  investigation  conducted  by  the  DOH  due 
to  the  LHCSA's  inability  to  conduct  a  self 
investigation,  identify  and  correct  agency 
problems,  adequately  supervise  home  health 
aides. 

766.9(a)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 

(a)  be  responsible  for  the  management  and 
operation  of  the  agency; 

(b)  ensure  compliance  of  the  home  care  services 
agency  with  all  applicable  Federal,  State  and 
local  statutes,  rules  and  regulations. 


This  Regulation  is  not  met  as  evidenced  by: 


H  000 
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Plan  of  Correction  Completed 
Winds  of  Agape  under  DPS  began  self- 
investigation  of  NY  00090535  on 
8/20/2010  to  9/13/2010  and 
10/12/2010  to  present  - 
1/3/llinvestigation  was  impeded  by 
the  refusal  of  client,  family  and  staff  to 
be  interviewed  by  Winds  of  Agape 
Home  Care  agency.  Winds  of  Agape 
Home  Care  Agency  will  begin  corrective 
action  immediately  for  any  patients 
found  to  have  affected  by  any  deficient 
practice. 

Interviews  will  be  conducted  of  client, 
family,  staff  involved  in  each  complaint, 
aide  involved.  Corrective  measures,  in- 
services,  counseling  and  possible 
suspension  will  occur  as  needed.  ■ 


Completed. 
12/31/2010 
Responsible 

Person: 
L.  Torrence 


Plan  of  Correction  Completed 
The  Governing  Authority  of  Winds  of 
Agape  Home  Care  Agency  and  Quality 
Assurance  Committee  are  responsible 
meets  quarterly  for  management  and 
operation  of  the  agency  and  ensure 
compliance  of  all  home  care  services  in 
compliance  with  all  federal,  state,  and 
local  rules  and  regulations.  ^ 


Completed 
1/3/2010 

Responsible 
Person: 

L  Torrence 
Admin. 
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Continued  From  page  1 

Based  on  a  review  of  the  agency's  self 
investigation  of  a  complaint,  and  documentation 
submitted  by  the  patient;  and  Interviews  with  the 
the  Director  of  Patient  Services  (DPS),  and  the 
patients  consumer  directed  aide;  there  is  no 
evidence  the  DPS  understood  her  responsibility 
to  self  identify,  and  resolve  problems  within  the 
agency  by  objectively  conducting  complaint 
investigations 


Failure  of  the  agency  to  understand  their 
responsibility  to  self  identify  and  correct  problems 
within  the  agency  has  the  potential  for  unmet 
patients  needs,  and  possible  negative  patient 
outcomes. 

Evidence  is  as  follows: 

Patient  #1  is  a  with  a  primary 

diagnosis  of  brain  injury,  and  a  secondary 
diagnosis  of  paralysis-  On  08/24/10  the  NY  State 
Department  of  Health  sent  a  letter  to  the  agency 
requesting  the  agency  investigate  a  complaint 
that  alieged  that  on  08/19/10  a  Home  Health  Aide 
(HHA)  employed  by  the  agency,  failed  to  follow 
the  plan  of  care.  Specifically,  the  patient  had 
requested  that  the  agency's  HHA  clean  her  more 
thoroughly  following  a  bowel  movement  and  that 
the  HHA  had  refused.  Despite  assistance  from 
the  DOH,  the  agency  DPS  was  unable  to  perform 
an  effective  self  investigation  of  the  complaint.  As 
a  result  the  DOH  was  compelled  to  investigate 
and  clarity  the  facts  of  the  incident  for  the  DPS. 
Despite  this  assistance  from  the  DOH,  and 
direction  from  the  DOH  to  continue  the  seif 
investigation,  the  DPS  was  unable  to  conduct  an 
objective  self  investigation  and  identify  that  a 
problem  existed  within  the  agency. 
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Plan  of  Correction  Completed 
Winds  of  Agape  DPS 

-  interviewed  aide  on  8/20/2010  and 
10/12/2010. 

-  interviewed  CDPAP  staff  on 
10/12/2010 

-  was  refused  when  requested  to 
interview  client's  parents 

-  DPS  fully  understands  her 
responsibility  to  self-identify  areas  of 
deficiency  and  to  resolve  problems  by 
objectively  conducting  complaint 
investigations. 

-  Full  disclosure  of  the  complaint  is 
impossible  if  ail  parties  involved 
refused  to  be  interviewed  by 
supervisors,  or  DPS  or  by  independent 
Quality  Assurance  -  2  investigators: 
Cheryl  Leatz- 8/30/2010  and  Lori 
Marshall  - 12/28/2010  -  from  Winds  of 
Agape. 

-  The  interview  with  Karen  Myers 
stated  aide  and  interview  with  lawyer 
by  Lori  Marshall,  found  allegations  the 
complaints  are  here  say  and  no  witness 
testimony  was  available  to  confirm 
allegations  on  llpm-7:30am  shift.  The 
date  of  the  original  and  the  CDPAP  staff 
persons  were  different  than  original 
allegations. 


Completed 
12/31/10 
Responsible 

Person: 
L  Torrence 

Admin, 
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Specifically: 

-  On  09/13/10  the  DPS  submitted  a  self 
investigation  to  the  DOH  which  failed  to 
substantiate  the  complaint.  Although  the  DPS 
interviewed  the  agency's  HHA,  the  DPS  failed  to: 
identify  the  correct  date  of  the  alleged  incident 
was  08/18/10,  and  not  08/19/10,  identify  who  the 
correct  consumer  directed  aide  was  who  followed 
the  agency's  HHA  on  08/18/10,  interview  the 
consumer  directed  aide.  As  a  result  the  DOH  was 
compelled  to  investigate  and  clarify  the  facts  of 
the  incident  for  the  DPS. 

-  On  10/01/10  the  surveyor  received  and 
reviewed  a  typed  statement  from  the  patient,  who 
clarified  that  it  was  on  08/18/10  that  she  had  a 
bowel  movement  while  in  the  care  of  the  agency's 
HHA.  She  stated  that  the  wipe  that  the  HHA  used 
was  very  soiled,  and  so  she  (the  patient) 
requested  that  the  HHA  wipe  her  again,  and  that 
the  HHA  had  refused.  The  statement  also 
clarified  that  the  name  of  the  consumer  directed 
aide,  who  relieved  the  agency's  HHA  in  question, 
was  different  from  the  name  given  to  the  DOH 
during  the  complaint  intake  process. 


-  On  10/13/10,  the  surveyor  interviewed  the 
correct  consumer  directed  aide,  who  stated:  her 
shift  started  on  08/18/10  at  7:30  AM,  which  was 
immediately  following  the  agency's  HHA's  shift; 
soon  after  she  arrived,  the  patient  communicated 
that  she  had  to  void;  fojlowing  the  patient's  void, 
the  consumer  directed  aide  cleaned  the  patient 
and  noticed  she  had  old  fecal  material  between 
her  buttocks;  5  wipes  were  required  to  adequately 
clean  the  remaining  fecal  material,  it  appeared 
that  it  had  been  there  "awhile",  and  that  it  had 
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Plan  of  Correction  Complete 
When  DOH  informed  DPS  that  Brittany 
was  staff  person  and  the  date  was 
8/18/2010.  DPS  interviewed  all  / 
persons  willing  to  confirm  or  not  V 
confirm  evidence  of  occurrence.  \ 
Interview  of  staff  K.  Myers  done  / 
10/12/2010. 

Interview  of  CDPAP  staff  done  on 
10/12/2010  -  Brittany  interview  bv 
independent  investigator^cQmpieted-for 
staff  and  CDPAP  staff  K.  Myers  notes 
stated  no  BM  occurs  on  new  day  - 
8/18/2010  on  llpm-7:30am  shift.  j 
Client  had  no  BM  on  8/19/2010.  Day 
shift  8am  after  being  put  on  commode 
at  7:45am.  Insufficient  evidence  to 
state  that  BM  occurred  on  11pm- 
7:30am  shift.  WhejiBnttany 
transferred  client  from  bed  to 
comm~6cie~at  7:45ajir^there  was Tno 
smell  and  rio  .evid e nee  th at  client  ha d 
B M  left  from JLlp m -7 •  30ajmVhift . 
"Madison  County  Supervisor  stated  K. 
Myers  follows  care  plan  and  gives  / 
satisfactory  personal  care  8/5/2010. 


(X5) 
COMPLETE 
DATE 


Completed 
12/31/2010 
Responsible 

Person: 
tori 

Marshall 
OA  Officer 
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been  partially  cleaned. 

Additionally,  the  consumer  directed  aide  stated  to 
the  surveyor  the  patient  always  told  her  when  she 
needed  tD  have  a  bowel  movement,  and  never 
has  had  any  bowel  leakage,  or  incontinence. 

The  aide  provided  a  written  statement  to  the 
surveyor  which  documented  the  above  facts. 

-  On  10/19/10  the  surveyor  contacted. the  DPS 
and  notified  the  DPS  of  the  correct  date  of  the 
incident  (10/18/10),  and  the  correct  name  of  the 
consumer  directed  aide.  The  surveyor  advised 
the  DPS  that  the  complaint  was  substantiated' in 
that  both  the  patient  and  "the  consumer  directed 
aide  gave  the  same  information  indicating  that 
the  agency's  H HA  failed  to  adequately  cleanse 
the  patient  following  a  bowel  movement,. the 
bowel  movement  had  been  there  for  awhile,  and 
had  only  been  partially  cleaned. 

Additionally,  the  surveyor  advised  the  DPS  that 
the  consumer  directed  aide  was  amenable  to 
being  interviewed  by  the  DPS,  and  directed  the 
DPS  to  continue  to  investigate  and  resubmit  a 
revised  self  investigation  now  that  she  was  given 
the  correct  information. 

-  On  10/22/10  the  DPS  submitted  a  revised  self 
investigation  and  documented  that  although  she 
had  interviewed  the  consumer  directed  aide,  who 
had  confirmed  the  facts  as  stated  tD  the  surveyor, 
she  (the  DPS)  was  unable  to  substantiate  the 
complaint. 

Although  the  DOH  assisted  the  DPS  with  the  self 
investigation  by  obtaining  and  providing  the 

H1002 

Plan  of  Correction 

Review  of  notes  for  J.H.  shows  client 
had  episodes  of  incontinence  urine  and 
stool  and  problems  with  urinary 
urgency  and  hesitancy.  Ms.J.H.'s 
lawyer  on  12/29/2010  stated  there  was 
no  complaint  stated  to  him  by  client  or 
family  regarding  failure  to  follow  care 
plan  nor  compliant  of  incomplete  peri 
care  after  BM  by  K.  Myers  on 
.  8/18/2010.  On  10/22/2020,  WOA  DPS 
submitted  a  revised  self-investigation. 
We  are  still  unable  to  substantiate  the 
allegation. 

Completed 
12/31/2010 
Responsible 

Person: 
L  Torrence 

i 
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correct  information  to  her,  the  DPS  was  still 
unable  to  objectively  investigate  and  substantiate 
the  complaint.  Specifically: 

-  Although  the  surveyor  clarified  the  correct 
identity  of  the  consumer  directed  aide,  and  the 
DPS  interviewed  her,  the  DPS  documented  she 
could  not  substantiate  the  complaint  because  the 
consumer  directed  aide  originally  identified  was 
incorrect. 


-  Although  the  DPS  interviewed  the  correct 
consumer  directed  aide,  the  DPS  failed  to 
confirm  with  the  aide  that  the  bowel  movement 
had  been  there  awhile  and  partially  cleaned,  and 
that  the  patient  was  always  aware  of  when  she 
was  about  to  have  a  bowel  movement,  and  was 
never  incontinent  of  stool. 

-  The  DPS  documented  she  could  not 
substantiate  the  complaint  because  the  family 
had  refused  to  speak  to  her,  however,  the 
surveyor  communicated  to  the  DPS  specifically 
what  the  patient's  concerns  were. 

-  The  DPSi  documented  she  could  not 
substantiate  the  complaint  because  the  family 
never  voiced  a  complaint  directly  to  the  agency. 
The  DPS  failed  to  identify  that  it  is  a  patient  right 
to  file  a  complaint  directly  with  the  NY  State 
Department  of  Health,  and  the  agency  was 
responsible  for  fully  investigating  all  complaints, 
whether  or  not  voiced  directly  to  the  agency. 

-  The  DPS  stated  to  the  surveyor  on  10/19/10  that 
the  patient  was  "very  particular  about  the 
personal  care  she  received",  the  consumer 
directed  aide  was  only  in  her  mid  twenties,  and 
the  agency  HHA  was  a  more  mature  women. 
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Plan  of  Correction 

Department  of  Health  never 
interviewed  Winds  of  Agape  Aide  K. 
Myers  which  would  have  revealed  that 
K.  Myers  stated  client  had  no  BM  on 
llpm-7:30am  shift  on  8/18/2010.  Aide 
stated  she  always  gave  client  complete 
peri  care  after  use  of  commode. 
The  parents  were  away  at  camp  and 
the  boyfriend  never  complained  that  K. 
Myers  was  disrespectful  nor  refused  to 
give  complete  personal  care  to  client 
J.H.  on  8/18/2010  nor  8/19/2010. 
Winds  of  Agape  DPS  only  discussed  age 
of  caregivers  because  original  allegation 
stated  \K.  Myers  gave  report  to  CDPAP 
Emmie  on  8/19/2010  -  8/20/2020  night 
shift. 

On  10/10/2010/  DOH  Investigator 
stated  that  Brittany  was  CDPAP  staff 
but  it  was  different  aide  Winds  of 
Agape  and  DPS  respects  client's  right  to 
prefer  any  caregiver  with  no  regard  to 
staffs  age. 
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12/31/2010 
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The  DPS  failed  to  identify  the  patient  was 
vulnerable,  had  a  right  to  be  particular  about  the 
personal  care  she  received,  the  ages  of  the 
caregivers  were  not  relevant  to  the  investigation, 
and  that  the  HHA  is  obligated  to  implement  the 
plan  of  care. 

Despite  the  agreement  of  both  the  patient,  and 
the  consumer  directed  aide,  that  the  agency's 
HHA  had  refused  to. properly  clean  the  patient 
following  a  bowel  movement,  the  DPS  failed  to 
objectively  investigate  the  complaint,  identify  that 
the  complaint  was  valid,  and  develop  an  action 
plan  to  avoid  a  reoccurrence  of  a  similar  problem. 

H1002 

Plan  of  Correction  Completed 

WOA  had  yearly  satisfaction  surveys  about 

90%  of  surveys  have  been  returned  (50 

clients). 

There  has  been  no  patient  response 
identifying  poor  physical  care  or  failure  to 
.  follow  care  plan.  WOA  will  conduct  yearly 
satisfaction  surveys  to  identify  clients  who 
are  dissatisfied  with  personal  care  given  or 
who  have  failed  to  follow  care  plan.  All 
different  practices  identified  in  yearly 
satisfaction  survey  will  be  identified 
corrective  actions;  in-services  will  be 
completed  by  staff  to  ensure  excellent  care 
practices  and  client  satisfaction.  This  yearly 
satisfaction  survey  plus  monthly  spot 
checks,  supervisory  visits  for  all  staff. 
Clinical  skills  review  done  each  year  for  all 
CHHA's.  The  QA  Committee  will  meet 
quarterly  and  review  all  compliments  and 
complaints  and  results  of  yearly  satisfaction 
survey  will  be  reviewed  staff  corrective 
plan,  suspension  or  termination  will  be 
discussed.  Actions  will  be  taken  to  ensure 
that  deficient  practices  will  not  recur. 
The  date  correction  is  12/31/2010. 
Responsible  persons  Administrator, 
LaVerne  Torrence  and  QA  Officer  Lori 
Marshall  will  ensure  all  above  actions  be 
carried  out.  WOA  will  hire  legal  consultant 
for  all  future  self-investigations  and  review 
of  complaints  to  ensure  objective,  equitable 
self-investigations  of  complaints 

Completed 
12/31/2010 
Responsible 

Person: 
Lori 

Marshall 
QA  Officer 
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STATE  OF  NEW  YORK 
DEPARTMENT  OF  HEALTH 


Central  NY  Region 


21 7  South  Salina  Street  Syracuse,  New  York  1 3202 


Richard  F.  Daines,  M.D. 
Commissioner 


James  W.  Clyne,  Jr. 
Executive  Deputy  Commissioner 


December  10,2010 


Roderick  Torrence,  CEO 

Winds  of  Agape  Home  Care  Agency 

1 4 1 4  Grant  Boulevard 

Syracuse,  NY  13208 

Agency:  Winds  Of  Agape  Home  Care  Agency 

Licensed  1090L001 

Type  of  Survey:  Complaint  Investigation 

Complaint  #  NY00090535 

Event  ID  #:UEPS H 

Survey  Exit  Date:  December  9,  201 0 

Plan  of  Correction  Due  Date:  December  27.  2010 

Dear  Mr.  Torrence: 

Enclosed  is  a  copy  of  the  Statement  of  Deficiency  (SOD)  report  resulting  from  the  Article 
36  offsite  complaint  investigation  conducted  by  staff  from  this  office.  This  is  being  sent 
to  you  in  your  capacity  as  the  Operator  of  this  agency.  You  are  responsible  for  the 
agency's  compliance  with  all  applicable  rules  and  regulations.  A  copy  of  the  SOD  report 
is  being  forwarded  to  the  agency's  Administrator. 

A  detailed  Plan  of  Correction  (POC)  must  be  completed  and  returned  to  this  office  by  the 
above  referenced  date.  The  POC  should  be  documented  on  the  right  side  of  the  SOD 
report  sent  to  the  administrator  and  must  be  signed  and  dated  at  the  bottom  of  the  first 
page.  A  copy  should  be  retained  for  the  records  of  the  agency. 

Your  POC  must  contain  the  following  for  each  deficiency  cited: 

•  What  corrective  action(s)  will  be  accomplished  for  those  patients  found  to  have 
been  affected  by  the  deficient  practice; 

•  How  you  will  identify  other  patients  having  the  potential  to  be  affected  by  the 
same  deficient  practice  and  what  corrective  action  will  be  taken; 


•  What  measures  will  be  put  in  place  or  what  systemic  changes  you  will  make  to 
ensure  that  the  deficient  practice  does  not  recur; 

•  How  the  corrective  action(s)  will  be  monitored  to  ensure  the  deficient  practice 
will  not  recur,  i.e.  what  quality  assurance  program  will  be  put  into  place;  and 

•  The  date  for  the  correction  and  the  title  of  the  person  responsible  for  correction  of 
each  deficiency. 

This  office  will  review  your  POC,  if  your  POC  is  unacceptable,  siafLfrom  our  office  will 
contact  you  to  discuss  the  items  involved. 

Please  contact  Helene  DeMartino  at  (3 1 5)  477-8532  with  any  questions. 
Lynn  C.  Shannon 

Home  and  Community  Based  Program  Manager 
LCS/mls 

cc:      Laverne  Torrence,  Administrator 
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Initial  Comments 

On  08/23/10  the  New  York  State  Department  of 
Health  (DOH)  received  a  complaint  (Complaint* 
NY  000  90535)  regarding  patient  care  being 
provided  by  the  Licensed  Home  Care  Services 
Agency  (LHCSA). 

On  08/24/10  the  DOH  requested  the  LHCSA 
conduct  a  self  investigation. 

Despite  two  submissions  by  the  LHCSA  of  a  self 
investigation,  and  assistance  from  the  DOH,  the 
LHCSA  was  unable  to  conduct  a  thorough  and 
objective  investigation  of  the  complaint. 

This  statement  of  deficiencies  is  the  result  of  an 
off. site  investigation  conducted  by  the  DOH  due 
to  the  LHCSA's  inability  to  conduct  a  self 
investigation,  identify  and  correct  agency 
problems,  adequately  supervise  home  health 
aides. 

766.9(a)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 

(a)  be  responsible  for  the  management  and 
operation  of  the  agency; 

(b)  ensure  compliance  of  the  home  care  services 
agency  with  all  applicable  Federal,  State  and 
local  statutes,  rules  and  regulations. 


This  Regulation  is  not  met  as  evidenced  by: 
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':  Plan  of  Correction  Completed 
|  Winds  of  Agape  under  DPS  began  self- 
j  investigation  of  NY  00090535  on 
j  8/20/2010  to  9/13/2010  and 
10/12/2010  to  present - 
1/3/llinvestigation  was  impeded  by 
the  refusal  of  client,  family  and  staff  to 
be  interviewed  by  Winds  of  Agape 
Home  Care  agency.  Winds  of  Agape 
Home  Care  Agency  will  begin  corrective 
action  immediately  for  any  patients 
found  to  have  affected  by  any  deficient 
practice.  . 

Interviews  will  be  conducted  of  client, 
family,  staff  involved  in  each  complaint, 
aide  involved.  Corrective  measures,  in- 
services,  counseling  and  possible 
suspension  will  occur  as  needed. 


Plan  of  Correction  Completed 
The  Governing  Authority  of  Winds  of 
Agape  Home  Care  Agency  and  Quality 
Assurance  Committee  are  responsible 
meets  quarterly  for  management  and 
operation  of  the  agency  and  ensure 
compliance  of  all  home  care  services  in 
compliance  with  all  federal,  state,  and 
local  rules  and  regulations. 
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Completed. 
12/31/2010 
Responsible 

Person: 
L  Torrence 


Completed 
1/3/2010 
Responsible 

Person: 
L  Torrence 

Admin. 
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Based  on  a  review  of  the  agency's  self 
investigation  of  a  complaint,  and  documentation 
submitted  by  the  patient;  and  interviews  with  the 
the  Director  of  Patient  Services  (DPS),  and  the 
patents  consumer  directed  aide;  there  is  no 
evidence  the  DPS  understood  her  responsibility 
to  self  identity,  and  resolve  problems  within  the 
agency  by  objectively  conducting  complaint 
investigations 


Failure  of  the  agency  to  understand  their 
responsibility  to  self  identity  and  correct  problems 
within  the  agency  has  the  potential  for  unmet 
patient's  needs,  and  possible  negative  patient 
outcomes. 

Evidence  is  as  follows: 

Patient  #1  is  a  with  a  primary 

diagnosis  of  brain  injury,  and  a,  secondary 
diagnosis  of  paralysis.  On  138/34/10  the  NY  State 
Department  of  Hearth  sent  a  letter  to  the  agency 
requesting  the  agency  investigate  a  complaint 
that  alleged  that  on  08/19/10  a  Home  Health  Aide 
(HHA)  employed  by  the  agency,  failed  to  follow 
the  plan  of  care.  Specifically,  the  patient  had 
requested  that  the  agency's  HHA  clean  her  more 
thoroughly  following  a  bowel  movement,  and  that 
the  HHA  had  refused.  Despite  assistance  from 
the  DQH,  the  agency  DPS  was  unable  to  perform 
an  effective  self  investigation  of  the  complaint.  As 
a  result  the  DOH  was  compelled  to  investigate 
and  clarity  the  facts  of  the  incident  for  the  DPS. 
Despite  this  assistance  from  the  DOH,  and 
direction  from  the- DOH  to  continue  the  self 
investigation,  the  DPS  was  unable  to  conduct  an 
objective  self  investigation  and  identity  that  a 
problem  existed  within  the  agency. 
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CROSS-REFERENCEO  TO  THE  APPROPRIATE 
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Plan  of  Correction  Completed 
Winds  of  Agape  DPS.. 

-  interviewed  aideiojiv8/20/2010and 
10/12/2010. 

■  -  interviewed  CDPAP  staff  on 
10/12/2010 

-was  refused  when  requested  to 
interview  client's  parents 

-  DPS  fully  understands  her 
responsibility  to  self-identify  areas  of 
deficiency  and  to  resolve  problems  by 
objectively  cond  ucting  complaint 
investigations. 

-  Full  disclosure  of  the  complaint  is 
impossible  if  a  II  parties  involved 
refused  to  be  interviewed  by 
supervisors,  or  DPS  or  by  independent 
Quality  Assurance  -  2  investigators: 
Cheryl  Leatz  -  8/30/2010  and  Lor? 
Marshall  - 12/28/2010  -  from  Winds  of 
Agape- 

-  The  interview  with  Karen  Myers 
stated  aide  and  interview  with  lawyer 
by  Lori  Marshall,  found  allegations  the 
complaints  are  here  say  and  no  witness 
testimony  was  available  to  confirm 
allegations  on  llpm-7:30am  shift.  The 
date  of  the  original  and  the  CDPAP  staff 
persons  were  different  than  original 
allegations. 
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Specifically: 


-  On  09/13/10  the  DPS  submitted  a  self 
investigation  to  the  DOH  which  failed  to 
substantiate  the  complaint.  Although  the  DPS 
interviewed  the  agency's  HHA,  the  DPS  failed  to: 
identify  the  correct  date  of  the  alleged  incident 
was  08/18/10,  and  not  08/19/10,  identify  who  the 
correct  consumer  directed  aide  was  who  followed 
the  agency's  HHA  on  08/18/10,  interview  the 
consumer  directed  aide.  As  a  result  the  DOH  was 
compelled  to  investigate  and  clarify  the  facts  of 
the  incident  for  the  DPS. 

-  On  10/01/10  the  surveyor  received  and 
reviewed  a  typed  statement  from  the  patient,  who 
clarified  that  it  was  on  08/18/10  that  she  had  a 
bowel  movement  while  in  the  care  of  the  agency's 
HHA.  She  stated  that  the  wipe  that  the  HHA  used 
was  very  soiled,  and  so  she  (the  patient) 
requested  that  the  HHA  wipe  her  again,  and  that 
the  HHA  had  refused.  The  statement  also 
clarified  that  the  name  of  {he  consumer  directed 
aide,  who  relieved  the  agency's  HHA  in  question, 
was  different  from  the  name  given  to  the  DOH 
during  the  complaint  intake  process. 


-  On  10/13/10,  the  surveyor  interviewed  the 
correct  consumer  directed  aide,  who  stated:  her 
shift  started  on  08/18/10  at  7:30  AM  ,  which  was 
immediately  following  the  agency's' HHA's  shift; 
soon  after  she  arrived,  the  patient  communicated 
that  she  had  to  void;  following  the  patient's  void, 
the  consumer  directed  aide  cleaned  the  patient 
and  noticed  she  had  old  fecal  material  between 
her  buttocks;  5  wipes  were  required  to  adequately 
clean  the  remaining  fecal  material,  it  appeared 
that  it  had  been  there  "awhile",  and  that  it  had 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


Plan  of  Correction  Complete 
When  DOH  informed  DPS  that  Brittany 
was  staff  person  and  the  date  was 
8/18/2010.  DPS  interviewed  all 
persons  willing  to  confirm  or  not 
confirm  evidence  of  occurrence. 
Interview  of  staff  K.  Myers  done 
10/12/2010. 

Interview  of  CDPAP  staff  done  on 
10/12/2010  -  Brittany  interview  by 
independent  investigator  completed  for 
staff  and  CDPAP  staff  K.  Myers  notes 
stated  no  BM  occurs  on  new  day  - 
8/18/2010  on  llpm-7:30am  shift. 
Client  had  no  BM  on  8/19/2010.  Day 
|  shift  8am  after  being  put  on  commode 
|  at  7:45am.  Insufficient  evidence  to 
state  that  BM  occurred  on  llpm- 
7:30am  shift.  When  Brittany 
transferred  client  from  bed  to 
commode  at  7:45am  there  was  no 
smell  and  no  evidence  that  client  had 
BM  left  from  llpm-7:30am  shift. 
Madison  County  Supervisor  stated  K. 
Myers  follows  care  plan  and  gives 
satisfactory  personal  care  8/5/2010. 
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been  partially  cleaned. 


Additionally,  the  consumer  directed  aide  stated  to 
the  surveyor  the  patient  always  told  her  when  she 
needed  to  have  a  bowel  movement,  and  never 
has  had  any  bowel  leakage,  or  incontinence. 

The  aide  provided  a  written  statement  to  the 
surveyor  which  documented  the  above  facts. 

-  On  10/19/10  the  surveyor  contacted  the  DPS 
and  notified  the  DPS  of  the  correct  date. of  the 
incident  (10/18/10),  and  the  correct  name  of  the 
consumer  directed  aide.  The  surveyor  advised 
the  DPS  that  the  complaint  was  substantiated  jn 
that  botb  the  patient  and  the  consumer  directed 
aide  gave,  the  same  information  indicating  that 
the  agency's  HHA  failed  to  adequately  cleanse 
the  patient  following  a  bowel  movement,  the 
bowel  movement  had  been  there  for  awhile,  and 
had  only  been  partially  cleaned. 

Additionally,  the  surveyor  advised  the  DPS  that 
the  consumer  directed  aide  was  amenable  to 
being  interviewed  by  the  DPS,  and  directed  the 
DPS  to  continue  to  investigate  and  resubmit  a 
revised  self  investigation  now  that  she  was  given 
the  correct  information. 


-  On  10/22/10  the  DPS  submitted  a  revised  self 
investigation  and  documented  that  although  she 
had  interviewed  the  consumer  directed  aide,  who 
had  confirmed  the  facts  as  stated  to  the  surveyor, 
she  (the  DPS)  was  unable  to  substantiate  the 
complaint 

Although  the  DOH  assisted  the  DPS  with  trie  self 
investigation  by  obtaining  and  providing  the 
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Plan  of  Correction 

Review  of  notes  for  J.H.  shows  client 
had  episodes  of  incontinence  urine  and 
stool  and  problems  with  urinary 
urgency  and  hesitancy.  Ms.  J.H.'s 
lawyer  on  12/29/2010  stated  there  was 
no  complaint  stated  to  him  by  client  or 
family  regarding  failure  to  follow  care 
plan  nor  compliant  of  incomplete  peri 
care  after  BM  by  K.  Myers  on 
8/18/2010.  On  10/22/2020,  WOA  DPS 
submitted  a  revised  self-investigation. 
We  are  still  unable  to  substantiate  the 
allegation. 
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correct  information  to  her,  the  DPS  was  still 
unable  to  objectively  investigate  and  substantiate 
the  complaint.  Specifically: 


-  Although  the  surveyor  clarified  the  correct 
identity  of  the  consumer  directed  aide,  and  the 
DPS  interviewed  her,  the  DPS  documented  she 
could  not  substantiate  the  complaint  because  the 
consumer  directed  aide  originally  identified  was 
incorrect. 

-  Although  the  DPS  interviewed  the  correct 
consumer  directed  aide*  the  DPS  failed  to 
confirm  with  the  aide  that  the  bowel  movement 
had  been  there  awhile  and  partially  cleaned,  and 
that  the  patient  was  always  aware  of  when  she 
was  about  to  have  a  bowel  movement,  and  was 
never  incontinent  of  stool. 

-  The  DPS  documented  she  could  not 
substantiate  the  complaint  because  the  family 
had  refused  to  speak  to  her,  however,  the 
surveyor  communicated  to  the  DPS  specifically 
what  the  patient's  concerns  were. 

-  The  DPS  documented  she  could  not 
substantiate  the  complaint  because  the  family 
never  voiced  a  complaint  directly  to  the  agency. 
The  DPS  failed  to  identify  that  it  is  a  patient  right 
to  file  a  complaint  directly  with  the  NY  State 
Department  of  Health,  and  the  agency  was 
responsible  for  fully  investigating  all  complaints, 
whether  or  not  voiced  directly  to  the  agency. 


-  The  DPS  stated  to  the  surveyor  on  10/19/10  that 
the  patient  was  "very  particular  about  the 
personal  care  she  received",  the  consumer 
directed  aide  was  only  in  her  mid  twenties,  and 
the  agency  HHA  was  a  more  mature  women. 
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Plan  of  Correction 


Department  of  Health  never 
interviewed  Winds  of  Agape  Aide  K. 
Myers  which  would  have  revealed  that 
K.  Myers  stated  client  had  no  BM  on 
llpm-7:30am  shift  on  8/18/2010.  Aide 
stated  she  always  gave  client  complete 
peri  care  after  use  of  commode. 
The  parents  were  away  at  camp  and 
the  boyfriend  never  complained  that  K. 
Myers  was  disrespectful  nor  refused  to 
give  complete  personal  care  to  cjient 
J.H.  on  8/18/2010  nor  8/19/2010. 
Winds  of  Agape  DPS  only  discussed  age 
of  caregivers  because  original  allegation 
stated  \K.  Myers  gave  report  to  CDPAP 
Emmie  on  8/19/2010  -  8/20/2020  night 
shift. 

On  10/10/2010/ DOH  Investigator 
stated  that  Brittany  was  CDPAP  staff 
but  it  was  different  aide  Winds  of 
Agape  and  DPS  respects  client's  right  to 
prefer  any  caregiver  with  no  regard  to 
staffs  age. 
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The  DPS  failed  to  identify  the  patient.was 
vulnerable,  had  a  right  to  be  particular  about  the 
personal  care  she  received,  the  ages  of  the 
caregivers  were  not  relevant  to  the  investigation, 
and  that  the  HHA  is  obligated  to  implement  the 
plan  of  care. 

Despite  the  agreement  of  both  the  patient,  and 
the  consumer  directed  aide,  that  the  agency's 
HHA  had  refused  to  . properly  clean  the  patient 
following  a  bowel  movement,  the  DPS  failed  to 
objectively  investigate  the. complaint,  identify  that 
the  complaint  was  valid,  and  develop  an  action 
plan  to  avoid  a  reoccurrence  of  a  similar  problem. 


H1002 


Plan  of  Correction  Completed 
WOA  had  yearly  satisfaction  surveys  about 
90%  of  surveys  have  been  returned  (50 
clients). 

There  has  been  no  patient  response 
identifying  poor  physical  care  or  failure  to 
follow  care  plan.  WOA  will  conduct  yearly 
satisfaction  surveys  to  identify  clients  who 
are  dissatisfied  with  personal  care  giVen  or 
who  have  failed  to  follow  care  plan.  AH 
different  practices  identified  in  yearly 
satisfaction  survey  will  be  identified 
corrective  actions;  in-services  will  be 
completed  by  staff  to  ensure  excellent  care 
practices  and  client  satisfaction.  This  yearly 
satisfaction  survey  plus  monthly  spot 
checks,  supervisory  visits  for  all  staff. 
Clinical  skills  review  done  each  year  for  all 
CHHA's.  The  OA  Committee  will  meet 
quarterly  and  review  all  compliments  and 
complaints  and  results  of  yearly  satisfaction 
survey  will  be  reviewed  staff  corrective 
plan,  suspension  or  termination  will  be 
discussed.  Actions  will  be  taken  to  ensure 
that  deficient  practices  will  not  recur. 
The  date  correction  is  12/31/2010. 
Responsible  persons  Administrator, 
LaVerne  Torrence  and  QA  Officer  Lori 
Marshall  will  ensure  all  above  actions  be 
carried  out.  WOA  will  hire  legal  consultant 
for  all  future  self-investigations  and  review 
of  complaints  to  ensure  objective,  equitable 
self-investigations  of  complaints 
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STATE  OF  NEW  YORK 
DEPARTMENT  OF  HEALTH 


Central  New  York  Regional  Office 

21 7  South  Salina  Street     Syracuse,  New  York  1 3202 


Richard  F.  Daines,  M.D. 
Commissioner 


October  29, 2010 


James  W.  Clyne,  Jr. 

Executive  Deputy  Commissioner 


Tonya  Currier,  Administrator/Operator 
New  Beginnings  Home  Care,  Inc. 
12-14  East  Garden  Street 
Auburn,  NY  13021 

Agency;  New  Beginnings  Home  Care,  Inc.  LHCSA 
Licensed:  1 501  LOO  1 

Type  of  Survey:  Complaint  Investigation  #  NY00091 525 

Event  ID  #:  LK4N1 1 

Survey  Exit  Date:  09/23/20 1 0 

Plan  of  Correction  Due  Date:  November  12,  2010 

Dear  Ms.  Currier: 

Enclosed  is  a  copy  of  the  Statement  of  Deficiency  (SOD)  report  resulting  from  the  Article  36  complaint 
survey  of  your  agency  by  staff  from  this  office.  This  is  being  sent  to  you  in  your  capacity  as  the 
Operator  of  this  agency.  You  are  responsible  for  the  agency's  compliance  with  all  applicable  rules  and 
regulations.  A  copy  of  the  SOD  report  is  being  forwarded  to  the  agency's  Administrator. 

Due  to!the  seriousness  of  the  deficiencies,  this  office  is  planning  to  recommend  to  the  Bureau  of  Home 
Health  Care  Services  the  implementation  of  an  enforcement  action/imposistion  of  a  fine. 

A  detailed  Plan  of  Correction  (POC)  must  be  completed  and  returned  to  this  office  by  the  above 
referenced  date.  The  POC  should  be  documented  on  the  right  side  of  the  SOD  report  sent  to  the 
administrator  and  must  be  signed  and  dated  on  the  bottom  of  the  first  page.  A  copy  should  be 
retained  for  the  records  of  the  agency. 

Your  POC  must  contain  the  following  for  each  deficiency  cited: 

•  What  corrective  action(s)  will  be  accomplished  for  those  patients  found  to  have  been  affected  by 
the  deficient  practice; 

•  How  you  will  identify  other  patients  having  the  potential  to  be  affected  by  the  same  deficient 
practice  and  what  corrective  action  will  be  taken; 

•  What  measures  will  be  put  in  place  or  what  systemic  changes  you  will  make  to  ensure  that  the 
deficient  practice  does  not  recur; 


J 


How  the  corrective  action(s)  will  be  monitored  to  ensure  the  deficient  practice  will  not  recur, 
i.e.  what  quality  assurance  program  will  be  put  into  place;  and 

The  date  for  the  correction  and  the  title  of  the  person  responsible  for  correction  of  each 
deficiency. 

This  office  will  review  your  POC,  if  your  POC  is  unacceptable,  staff  from  our  office  will  contact  you  to 
discuss  the  items  involved. 

Sincerely, 


Lynn  C.  Shannon 
Home  and  Community  Based  Program  Manager  ^ 
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Initial  Comments 

An  on-site  complaint  investigation  for  complaint 
#NY00091525  was  conducted  at  this  licensed 
home  care  agency  on  9/22/10  and  9/23/10.  The 
investigation  consisted  of  a  review  of  one  patient 
record,  the  agency  complaint  log,  and  policies 
and  procedures.  Interviews  were  conducted  with 
the  RN,  President  Service  Coordinator  for  the 
Nursing  Home  Transition  and  Diversion  (NHTD) 
Waiver,  and  the  Human  Resources  Supervisor. 

The  complaint  was  substantiated  as  a  result  of 
this  investigation  and  the  following  deficiencies 
were  identified. 

766.3(d)  Plan  of  care 
766.3  Plan  of  care. 

The  governing  authority  or  operator  shall  ensure 
that:  . 


(d)  the  plan  of  care  is  reviewed  and  revised  as 
frequently  as  necessary  to  reflect  the  changing 
care  needs  of  the  patient,  but  no  less  frequently 
than  every  six  months; 

(1)  each  review  shall  be  documented  in  the 
clinical  record;  and  ' 

(2)  agency  professional  personnel  shall  promptly 
alert  the  patient's  authorized  practitioner  and 
other  affected  care  providers  to  any  significant 
changes  in  the  patient's  condition  that  indicate,  a 
need  to  alter  the  plan  of  care. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  review  of  one  patient  record  and 
interview  with  the  agency  RN,  the  RN  failed  to 
review  and  revise  the  nursing  assessment  and 
plan  of  care  at  least  every  six  months,  and  failed 
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to  notify  the  physician  of  changes  in  the  patients 
condition. 

Failure  to  ensure  that  the  plan  of  care  is  reviewed 
and  revised  at  least  every  six  months,  and  failure 
to  promptly  alert  the  patient's  physician  of  any 
significant  changes  in  patient  condition  may  lead 
to  unmet  patient  needs  and/or  negative 
outcomes,  A  negative  outcome  occurred  with 
this  patient. 

This  patient  was  admitted  to 

the  agency  on  1 2/3U/U8,  and  the  agency  was 
providing  Home  and  Community  Support 
Services  24  hours  per  day,  7  days  per  week 
through  the  Nursing  Home  Transition  and 
Diversion  Medicaid  Waiver.  The  patient  record 
lacked  evidence  of  nursing  assessments 
performed  every  6  months  since  the  start  of  care 
date.  The  only  nursing  assessment  found  in  the 
record  was  dated  7/14/10,  conducted  after  the 
patient  returned  home  from  a  5  day 
hospitalization. 

Based  on  review  of  documentation  in  the  patient 
record,  the  patient  was  hospitalized 
7/9/1 0-7/14/10  for  diagnoses  of  E-Coli,  urinary 
tract  infection  and  dehydration.  The  hospital 
i  discharge  instructions  dated  7/14/10  included  the 
following  instructions:  offer  the  patient  fluids  every 
two  hours  when  awake,  antibiotics  prescribed 
four  times  a  day,  and  eat  yogurt  while  on 
antibiotics. 

There  is  no  evidence  that  the  RN: 
-Notified  the  patient's  physician  of  the  patient's 
hospitalization  and  subsequent  change  in 
condition,  such  as  the  need  for  continuous 
monitoring  to  ensure  adequate  intake  of  fluids. 
-Consulted  with  the  physician  regarding  any 
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necessary  changes  to  the  patient's  plan  of  care, 
such  as  monitoring  the  patient's  fluid  input  and 
urinary  output. 

-Updated  the  patient's  plan  of  care  to  include 
these  discharge  instructions  and  change  in 
status. 

Additionally,  when  the  RN  conducted  the 
assessment  on  7/14/10,  she  identified  that  a 
urine  collection  device  should  be  obtained  for  the 
staff  to  measure  the  patient's  urinary  output.  No 
evidence  was  found  in  the  record  that  the 
physician  was  consulted  regarding  this,  that  a 
device  was  ever  obtained,  or  that  this  task  was 
added  to  the  patient's  plan  of  care.  A  plan  to 
monitor  urinary  output  was  not  included  on  the 
hospital  discharge  instructions. 

The  patient  was  admitted  to  the  hospital  again  on 
9/1/10  for  dehydration  and  renal  failure  and  has 
not  received  home  care  services  from  this  agency 
since  that  date.  Based  on  the  surveyor's 
interview  with  the  agency  RN  on  9/23/10,  the  RN 
stated  that  there  has  been  no  communication  to 
the  patient's  physician  since  the  patient  was 
hospitalized  on  9/1/10.  Additionally,  there  was  no 
evidence  in  the  patient  record  that  the  RN  or 
other  agency  designee  informed  the  physician 
and/or  consulted  with  him  regarding  this  change 
in  patient  status. 

The  surveyor  reviewed  the  above  information  with 
the  RN  and  President  on  9/22/10  and  9/23/10. 
No  further  evidence  was  provided. 

766.5(b)(3)  Clinical  supervision 

766.5  Clinical  supervision.  The  governing 
authority  shall  ensure  for  all  health  care  services 
that: 
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(b)  all  staff  delivering  care  in  patient  homes  are 
adequately  supervised.  The  department  shall  - 
consider  the  following  factors  as  evidence  of 
adequate  supervision: 


(3)  clinical  records  are  kept  complete  and 
changes  in  patient  condition,  adverse  reactions, 
and  problems  with  informal  supports  or  home 
environment  are  charted  promptly  and  reported  to 
supervisory  staff. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  review  of  the  patient  record,  the 
patient's  case  communication  log  book,  daily  shift 
report,  agency  on-call  log,  and  interview  with  the 
agency  RN,  there  is  no  evidence  that  any 
changes  in  patient  condition  were  reported  to  the 
supervising  RN. 

Failure  to  provide  adequate  supervision  of  staff 
delivering  care  in  patient  homes  may  lead  to 
unmet  patient  needs  and/or  negative  outcomes. 
This  patient  suffered  a  negative  outcome. 

Specifically,  the  aides  working  with  this  patient 
documented  completion  of  their  tasks  for  each 
shift  on  an  "aide  flow  sheet"  and  submitted  those 
weekly  to  the  agency  for  review.  The  aides  also 
kept  a  case  communication  notebook  in  the 
patient's  home,  where  a  more  detailed  description 
of  the  patient's  condition  and  the  events  that 
transpired  on  each  shift  were  documented.  This 
notebook  was  kept  in  the  patient's  home  and  was 
not  available  to  the  RN  to  review. 

Agency  staff  picked  up  the  communication  book 
from  the  patient's  home  after  the  patient  was 
hospitalized  on  9/1/10.  The  case  communication 
book  showed  evidence  of  documentation  of 
changes  in  the  patient's  condition  on  a  number  of 
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days  that  were  not  communicated  to  the  RN. 
Examples  are  as  follows: 

8/24/10  "Patient  also  has  rash  in  inner  buttocks, 
make  sure  we  are  all  washing,  drying,  etc. 
accordingly.  Apply  Vaseline/  A-D  ointment." 

There  is  no  evidence  that  the  RN  was  informed  of 
this  change  in  patient  condition,  or  that  the  RN 
gave  the  personal  care  aide  direction  in  caring  for 
the  rash. 

Sunday  8/29/10-8/30/10  [9PM-9AM]  "HCSS 
arrived  patient  was  slumped  over  in  her  chair,  just 
really  didn't  seem  like  herself.  She  seemed  very 
tired  and  out  of  it.  HCSS  (PCA)  started  looking 
her  over  and  noticed  that  the  left  side  of  her  jaw 
was  slightly  swollen.  HCSS  pressed  and  she 
made  a  face  so  I  called  on-call  ASAP  to  report 
that  she  may  possibly  have  an  abscess.  Spoke 
to  (Human  Resources  su pervisor  who  was 
covering  the  on-call),  she  said  that  she  will  have 
Service  Coordinator  come  over  Monday  morning 
to  check  her  out.  HCSS  gave  meds  and  cleaned 
patient  up  and  then  put  her  to  bed.  Checked 
every  two  hours  and  patient  was  fine." 

There  is  no  evidence  that  the  on-call  supervisor 
ever  notified  the  RN  to  report  that  the  patient  had 
swelling  to  the  left  side  of  her  jaw,  and  the  overall 
change  in  physical  condition.  Instead,  the  on-call 
supervisor  made  a  determination  that  the, 
patient's  needs  were  not  urgent  and  that  she 
could  be  assisted  on  the  following  day.  There 
was  no  evidence  that  the  RN  ever  assessed  the 
patient  the  following  day. 

8/30/10-8/31/10  [8PM-9AM]  "Patient  very  weak, 
shaky,  not  talking  or  responding  or  cooperating  at 
all  this  AM!" 
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There  is  no  evidence  that  this  was  reported  to  the 
supervising  RN. 

8/31/10  [9AM-9PM]  "Patient  is  very  tired,  not 
really  herself,  is  not  really  able  to  stand  up  or  do 
much  of  anything." 

There  is  no  evidence  that  this  was  reported  to  the 
supervising  RN. 

8/31/10-9/1/10  [8PM-9AM]  "Patient  unable  to 
sleep  throughout  the  night  due  to  extreme  pain 
(right  side  jaw).  Patient  up  at  1AM,  3AM,  and 
5AM-  Up  at  8:25  AM,  unable  to  have  full  shower, 
oral/mouth  care." 

"Patient  is  extremely  tired/sluggish/sitting  in 
wheelchair  upon  HCSS  9AM  shift.  Patient  was 
unable  to  eat  a  meal/  uninterested  to  watching  TV 
(very  quiet/sleepy)." 

There  is  no  evidence  that  this  was  reported  to  the 
supervising  RN. 

On  Monday  9/1/10  at  10  AM,  the  aide  reported  to 
the  patient's  Nursing  Home  Transition  and 
Diversion  Waiver  Service  Coordinator  (also  of 
this  agency)  that  the  patient  was  weak,  in  some 
pain,  and  had  a  hard  time  swallowing  her 
medications,  still  assuming  the  patient  had  an 
abscessed  tooth.  The  Service  Coordinator 
scheduled  an  emergency  dental  appointment  for 
1 1 :50  AM  that  day,  but  the  patient  never  made  it 
to  the  appointment,  as  the  Medicaid 
transportation  failed  to  show  up.  The  patient  and 
the  PCA  instead  went  to  the  hospital  emergency 
room  later  that  afternoon,  but  because  of  the  long 
wait  at  the  ER,  decided  at  around  5  PM  to  go  to 
an  urgent  care.  Upon  arrival  at  urgent  care,  the 
patient  was  non-responsive  and  unable  to  get  out 
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of  the  vehicle,  and  the  nurse  at  urgent  care  called 
for  an  ambulance  to  transfer  the  patient  back  to 
the  hospital.  By  8:17  PM  the  patient  had  been 
admitted  to  the  hospital  with  possible  renal 
failure. 
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Evidence  was  found  in  the  on-call  log  that  the 
aide  who  had  accompanied  the  patient  to.the 
hospital  had  contacted  the  on-cail  supervisor  with 
updates  regarding  the  patient's  condition  at  5:22 
PM,  7:30  PM,  and  8:22  PM.  No  evidence  was 
found  that  the  on-call  supervisor  ever  reported 
these  updates  about  the  patient's  condition  to  the 
RN. 

Additionally,  forms  titled  "Daily  shift  report"  were 
kept  in  a  binder  in  the  patient's  home  for  the 
aides  to  record  the  following  information 
regarding  the  patient  daily:  Fluids  provided, 
meals/snacks,  bathing,  mood,  sleep,  urine 
output,  bowels,  and  pain. 

Based  on  review  of  documentation  of  daily  shift 
reports  dated  8/18/10-9/1/10,  the  patient  did  not 
have  a  bowel  movement  on  8/19/10,  8/21/10, 
8/26/10,  8/28/10,  8/30/10,  and  8/31/10.  Also,  the 
patient  did  not  urinate  on  8/31/10  from  early 
morning  until  9/1/10  at  8:25  AM.  It  was  also  . 
noted  that  the  patient  was  in  "a  lot'  of  pain  the 
entire  day  of  9/1/10. 

Additionally,  the  aides  documented  the  amount  of 
fluids  supplied  to  the  patient  daily,  and  the  total 
was  never  more  than  1200  cc's  in  a  day  between 
8/1 8/1 0  and  9/1/1 0.  There  was  no  evidence  that 
fluids  were  offered  every  two  hours  (as  per 
previous  hospital  discharge  orders  dated 
7/14/10). 

None  of  the  aforementioned  information 
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regarding  the  patient's  condition  was  reported  to 
the  supervising  RN.  The  patient  was  taken  to  the 
hospital  emergency  department  on  9/1/10  and 
was  subsequently  admitted  to  the  hospital. 
Based  on  review  of  the  hospital's  discharge 
summary  dated  9/22/10,  the  following  were  the 
patient's  final  diagnoses: 

-Acute  renal  failure  secondary  to  dehydration  and 
hypercalcemia 

-Hypercalcemia  secondary  to  dehydration  and 
bone  demineralization  from  immobilization 
-Dental  abscess  left  lower  jaw  at  tooth  #19 
-Pressure  sores  on  the  buttock  which  have 
resolved 
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Prior  to  discharge  from  the  hospital,  medical 
professionals  had  determined  that  the  patient 
was  unable  to  return  home  safely  with  24-hour 
home  care  services,  and  was  since  admitted  to  a 
nursing  home. 

The  surveyor  reviewed  this  information  with  the 
RN  on  9/23/1 0.  No  further  evidence  was 
provided. 


H  624 


766.5(d)  Clinical  supervision 

766.5  Clinical  supervision.  The  governing 
authority  shall  ensure  for  all  health  care  services 
that 


H  624 


(d)  in-home  supervision  by  professional  staff  of 
home  health  aides  and  personal  care  aides 
occurs: 


(1)  to  demonstrate  to  and  instruct  the  aide  in  the 
treatments  or  services  to  be  provided  with 
successful  redemonstration  by  the  aide  during 
the  initial  service  visit  or  where  there  is  a  change 
in  personnel  providing  care,  if  the  aide  does  not 
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have  documented  training  and  experience  in 
performing  the  tasks  prescribed  in  the  plan  of 
care; 

(2)  where  any  of  the  conditions  set  forth  in 
paragraph  (3)  of  subdivision  (b)  of  this  section 
occur,  to  evaluate  the  condition  and  initiate  any 
revision  in  the  plan  of  care  which  may  be  needed; 
and 

(3)  to  instruct  the  aide  as  to  the  observations  and 
written  reports  to  be  made  to  the  supervising 
nurse  or  therapist. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  review  of  one  patient  record,  5 
personnel  records  of  para-professional  staff,  the 
agency  policy  for  "Staff  Supervision"  dated  July 
2010,  and  interview  with  the  agency  RN,  there  is 
no  evidence  that  the  supervising  RN  conducted 
orientation  to  the  case  or  in-home  supervisory 
visits  of  any  personal  care  aides  assigned  to  work 
with  this  patient. 

Failure  to  ensure  that  in-home  supervision  of 
home  health  aides  or  personal  care  aides  is 
conducted  may  lead  to  unmet  patient  needs 
and/or  negative  outcomes.  This  patient  suffered 
a  negative  outcome  as  a  result  of  lack  of 
supervision,  whereas  the  patient  became  ill  and 
dehydrated,  went  into  renal  failure,  and  required 
hospitalization  and  nursing  home  placement. 

Specifically,  the  patient  record  and  five  personnel 
records  of  the  personal  care  aides  (PCAs) 
working  with  this  patient  lacked  any  evidence  of 
supervisory  reports  of  the  PCAs.  The  agency 
staff  supervision  policy  states  that  the  RN  is  to 
evaluate  a  Home  Health  Aide  at  least  every  three 
months.  The  surveyor  interviewed  the  agency 
RN  on  09/22/10.  The  RN  stated  that  she  and  the 
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.agency  president  discovered  that  the  RN 
Supervisor  who  was  responsible  for  conducting 
supervision  of  the  HHAs  and  PCAs  had  failed  to 
do  so.  The  agency  terminated  this  RN  on 
09/09/10.  The  agency  was  unable  to  locate  any 
evidence  of  documented  supervisory  visits 
conducted  while  this  RN  was  employed  at  the 
agency  from  February  2010  through  09/09/10. 

In  addition,  no  documentation  was  found  of 
supervisory  visits  conducted  to  demonstrate 
and/or  instruct  the  aides  in  treatments  or  services 
to  be  provided  as  an  orientation  to  the  patient  and 
plan  of  care.  The  agency's  "Staff  Supervision" 
policy  dated  July  2010  states  that  "Supervision 
will  take  place  whenever  there  is  new  staff  being 
introduced  to' a  case  or  at  an  initial  service  visit." 

The  surveyor  reviewed  this  information  with  the 
President  and  agency  RN  on  9/23/10.  No  further 
evidence  was  provided. 
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H  000  Initial  Comments 


This  Statement  of  Deficiencies  report  is  the 
result  of  an  Article  36  complaint  investigation 
[#07-06-30012].  The  survey  consisted  of  a 
review  of  1  patient  record;  1  personnel  record; 
complaint  and  incident  logs;  and  interviews  with 
a  patient  and  the  agency's  Executive  Director. 


766.5(c)  Clinical  supervision 


766.5  Clinical  supervision.  The  governing 
authority  shall  ensure  for  all  health  care  services 
that: 


(c)  home  health  aides  or  personal  care  aides  are 
supervised,  as  appropriate,  by  a  registered 
professional  nurse  or  licensed  practical  nurse,  or 
a  therapist  if  the  aide  carries  out  simple 
procedures  as  an  extension  of  physical  therapy, 
occupational  therapy  or  speech/language 
pathology. 

This  RULE:  is  not  met  as  evidenced  by: 
Base  on  a  review  of  1  patient  record  [patient .#6]; 
1  Home  Health  Aide  [HHA  #1]  personnel  record; 
the  agency  complaint  and  incident  logs;  and 
interviews  with  patient  #6,  and  the  agency's 
Executive  Director  [ED],  evidence  is  lacking  that 
the  agency  provided  adequate  in  home 
supervision  of  HHA  #1  from  8/21/06  to  6/12/07 
to  assess  the  HHA's  performance  and  to  ensure 
patient  safety. 

Specifically: 

From  8/21/06  to  6/12/07  the  surveyors 
identified  that  the  agency  received  a  total  of  6 
complaints  that  HHA  #1  had  stolen  money  from 
patients  and  2  reports  from  the  NYS  Police  that 
HHA  #1  was  possibly  involved  with  manufacture 
of  drugs. 
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H622      Corrective  action  Aug.  27.  2007 

Clinical  supervision  will  be  evidenced  by: 

1 .  RN  and  or  LPN  documentation  of  aide 
orientation  and  supervisory  visits  . 

2 .  RN  and  or  LPN  documentation  of  client 
communication  related  to  satisfaction  or 
dissatisfaction  with  agency  services. 

3.  Documentation  of  complaints  *by  RN  7 
supervisors,  Home  Care  LPN  aide 
supervisosr,  or  Executive  Director  will 
include;  Date  of  complaint,  name  of  client, 
name  of  person  making  the  complaint, 
nature  of  the  complaint  or  client  statement, 
Home  Care  for  Cortland  County  Staff 
statement.  Investigation  will  be  completed 
by  RN  supervisor,  Home  Care  LPN  aide 
supervisor,  or  Executive  Director;  The 
Executive  Director  will  notify  the 
appropriate  law  enforcement  personnel  as 
warranted  by  the  situation  ( theft,  assault, 
abuse)  ;  Resolution  will  be  evidenced  by  a 
copy  of  the  written  or  verbal  communication 
to  the  client,  a  copy  of  the  staff  disciplinary 
notice,  educational  program  title  and 
schedule,  date  that  the  Quality  Assurance 
Committee  and  the  Board  of  Directors 
received  a  report  the  complaint.  This  is  the 
responsibility  of  the  Executive  Director  at 
Home  Care  for  Cortland  Co. 

4.    When  disciplinary  intervention  is  necessary 
the  following  will  be  documented  on  the 
agency  warning  form;  Type  of  warning, 
frequency  and  type  of  employee  monitoring, 
duration  of  warning.  The  Executive 
Director  will  share  the  result  of  monitoring 
with  the  employee  at  the  end  of  the  warning 
period.  * 
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Central  NY  Regions!  Offi^o  J 


Lynn  Shannon 

Home  and  Community  Based  Program  Manager 
NYS  Department  of  Health 
Central  NY  Regional  Office 
217  South  Salina  Street 
Syracuse,  NY  1 3202 

Dear  Lynn  Shannon: 

Enclosed  are  the  deficiency  report  and  our  Plan  of  Correction  documentation.  If  you  have 
any  questions,  please  contact  our  office. 


Cynthia  Craig,  RN.  MS 
Executive  Director 

CC/slg 
Enclosure 


1 1 1  Port  Watson  Street  °  Cortland,  NY  13045 
Phone:  (607)  753-9326  •  Fax:  (607)  756-8458  °  Email:  hccc4u@yahoo.com 


Sincerely, 


New  York  State  Department  of  Health 
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On  01/26/07  HHA  #1  was  given  her 
employee  performance  evaluation  for  January 
2006  -  January  2007.  It  was  noted  on  this 
evaluation  that  HHA  #1  would  be  on  3  month 
probation  due  to  failure  to  adhere  to  her 
schedule  plus  complaints  of  theft.  The 
evaluation  did  not  specify  what  the  probation 
would  be. 

There  is  no  evidence  that  the  agency 
increased  supervision  of  HHA  #1  during  the 
probation  period  or  after  any  patient  complaints 
of  theft  by  HHA  #1.  There  is  also  no  evidence  of 
a  review  of  HHA  #1's  performance  following  the 
3  month  probationary  period. 

Failure  to  properly  supervise  Home  Health  Aides 
may  lead  to  unmet  patient  needs  and  possible 
negative  patient  outcomes. 

A  written  warning  form  found  in  HHA  #1's 
personnel  file  stated  that  the  agency  was  notified 
by  a  patient  that  HHA  #1  had  called  the  patient 
on  05/31/07  to  state  she  would  be  at  work  on 
6/1/07.  The  report  states  the  agency  called  HHA 
#1  on  06/1/07  and  the  aide  reported  she  had 
been  arrested  on  criminal  charges  related  to 
purchase  of  a  large  amount  of  Sudafed  and 
Ciaritin  with  the  intent  to  manufacture 
methamphetamine. 

-  No  further  evidence  was  found  that  the 
agency  conducted  an  investigation  into  this 
allegation  or  developed  a  resolution  for  this 
allegation. 

--It  was  only  after  the  agency  received  this 
information  that  the  agency  suspended  HHA#1 
on  06/01/07.. 
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Changes  in  the  Discipline 
Policy  and  the  Grievance 
and  Complaint  Policy  and 
format  for  recording 
complaints  will  be 
presented  for  Quality 
Assurance  Committee 
review  on  August  28, 
2007  and  Board  of 
Directors  approval  on 
September  18,  2007 
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H1020 


Continued  From  Page  2 

after  the  agency  received  the  sixth  complaint  of 
theft . 

.  -During  an  interview  with  the  Executive 
Director  on  07/05/07  the  ED  was  asked  why 
HHA  #1  was  not  terminated  before  6/13/07.  The 
ED  stated  there  was  not  enough  equivocal 
evidence  against  the  HHA  and  "because  the 
HHA  was  a  good  aide". 

766.9(j)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined 
in  Part  700  of  this  Title,  of  a. licensed  home  care 
services  agency  shall: 


(j)  ensure  the  development  and  implementation 
of  a  patient  complaint  procedure  to  include: 

(1)  documentation  of  receipt,  investigation  and 
resolution  of  any  complaint,  including  the 
maintenance  of  a  complaint  log  indicating  the 
dates  of  receipt  and  resolution  of  all  complaints 
received  by  the  agency; 

(2)  review  of  each  complaint  with  a  written 
response  to  all  written  complaints  and  to  oral 
complaints,  if  requested  by  the  individuals 
making  the  oral  complaint: 

(i)  explaining  the  complaint  investigation  findings 
and  the  decisions  rendered  to  date  by  the 
agency  within  1 5  days  of  receipt  of  such 
complaint;  and 

(ii)  advising  the  complainant  of  the  right  to  appeal 
the  outcome  of  the  agency's  complaint 
investigation  and  the  appeal  procedure  to  be 
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H1020 

The  Board  of  Directors  will  demonstrate  adequate 
development  and  implementation  of  a  Grievance  and 
Complaint  Procedure  for  Home  Care  for  Cortland 
County  by; 

Home  Care  for  Cortland  County  will  maintain  an  up 
to  date  complaint  investigation  log,  RN  supervisors, 
Home  Care  LPN  aide  supervisors,  or  Executive 
Director  will  be  responsible  for  initial  documentation 
of  the  complaint.  Each  complaint  will  be  filed  in  the 
log  the  day.it  is  received.  The  log  will  be  kept  in  the 
Executive  Director's  office. 
Investigation  will  be  completed  by  RN  supervisor, 
Home  Care  LPN  aide  supervisor,  or  Executive 
Director 

Elements  of  any  complaint  investigation  will  include; 

1 .  Date  of  complaint 

2.  Who  filed  the  complaint 

3.  Who  recorded  the  complaint 

4.  Nature  of  the  complaint 

5.  Client  or  client  representative  statement 

6.  Agency  staff  statement 

7.  Resolution  will  include 
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followed; 

(3)  an  appeals  process  with  review  by  a  member 
or  committee  of  the  governing  authority  within  30 
days  of  receipt  of  the  appeal;  and 

(4)  notification  to  the  patient  or  his  or  her 
designee  that  if  the  patient  is  not  satisfied  by  the 
agency's  response,  the  patient  may  complain  to 
the  Department  of  Health's  Office  of  Health 
Systems  Management. 

This  RULE:  is  not  met  as  evidenced  by: 
Based  on  a  review  of  the  agency's  complaint 
log,  the  personnel  file  of  HHA  #1 ,  a  handwritten 
list  of  allegations  found  in  HHA#1's  record;  the 
clinical  record  for  patient  #6  identified  in  one 
agency  complaint,  and  interviews  with  patient  #6 
and  the  agency  Executive  Director,  the  surveyors 
identified  that  the  agency  received  a  total  of  6 
complaints  of  theft  involving  HHA  #1  between 
8/21/06  to  6/12/07. 

Evidence  is  lacking  that  the  agency  has  ensured 
that  the  following  requirements  are  met: 

-Maintenance  of  a  complaint  log 
-Documentation  of  a  comprehensive 

investigation  of  .every  complaint. 

-Development  of  a  resolution  for  each 

complaint. 

Specifically; 

Complaint  #1 .  A  grievance/complaint  form 
found  in  the  complaint  log  stated  that  on  8/21/06 
the  agency  received  a  call  from  patient  #1 
complaining  that  $28.00  was  missing  from 
patient's  home.  The  complaint  stated  that  HHA 
#1  had  requested  to  borrow  money  from  the 
client  and  the  client  had  refused.  The  patient 
requested  that  HHA#1  not  return. 
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-Action  to  correct  staff  behavior 
must  include  type  and  duration  of 
aide  supervision  to  ensure  that 
correction  occurs,  and  follow-up 
meeting  with  aide  to  indicate 
satisfactory  resolution  of  problem 
behavior.  RN  supervisors,  Home 
Care  LPN  aide  supervisors,  or 
Executive  Director  will  be 
responsible  for  the  supervision. 
Supervision  methods  may  include 
weekly  home  visits  and  aide 
demonstrations  until  performance 
is  satisfactory,  random  daily 
telephone  calls  to  monitor  schedule 
adherence,  suspension  during 
investigation  for  allegations  of 
theft,  abuse,  assault. 
Communication  either  verbal 
account  or  written  account  to  the 
complainant  of  resolution  of 
complaint. 

The  Executive  Director  will  report 
each  complaint  investigated  and  its 
resolution  to  the  Quality  Assurance 
Committee  and  the  Board  of 
Directors  for  their  consideration 
and  action. 

The  Executive  Director  must  sign 
off  on  all  complaint  investigations 
and  resolution. 

Changes  in  the  Grievance 
and  Complaint  Policy  and 
format  for  recording 
complaints  will  be 
presented  for  Quality 
Assurance  Committee 
review  on  August  28, 
2007  and  Board  of 
Directors  approval  on 
September  18,  2007 
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Complaint  #2.  A  grievance/complaint  form 
found  in  the  complaint  log  stated  that  on 
10/1 1/06  the  daughter  of  patient  #2  called  with  a 
complaint  that  $100.00  was  missing  from  the 
patient's  purse.  HHA  #1  identified  in  this 
complaint  had  been  assigned  to  this  patient 
during  this  time. 

Complaint  #3.  A  grievance/complaint  form 
found  in  the  complaint  log  stated  that  on 
03/15/07  the  agency  received  a  complaint  from 
the  Elderly  Inhome  Services  Expansion  Program 
[EISEP]  stating  that  HHA  #1  failed  to  bring  back 
the  correct  change  to  a  patient  #3. 

Complaint  #4.  In  HHA#1's  personnel  file  a 
hand  written  list  on  the  agency's  letter  head  was 
found.  This  list  contained  allegations  of  theft 
against  HHA  #1 .  This  list  includes  a  theft  from 
patient  #4  of  the  amount  of  $40.00  during  3/07. 
This  complaint  was  not  included  in  the  complaint 
Jog. 

Complaint  #5.  On  the  same  list  as  in 
complaint  #4  in  HHA  #1  personnel  file  another 
report  of  a  theft  by  patient  #5  was  found.  No 
information  on  what  patient  #5  reported  missing 
was  found.  The  report  stated  HHA#1  denied 
this  complaint.  This  complaint  was  not  included 
in  the  complaint  log. 

Complaint  #6.  A  grievance/complaint  form 
found  in  the  complaint  log  stated  that  on 
06/12/07  the  agency  received  a  complaint  from  a  ' 
Meals  On  Wheels  [MOW]  representative.  This 
complaint  stated  that  patient  #6  had  complained 
to  MOW  that  her  ATM  statement  showed 
withdrawals  and  unsuccessful  attempts  of 
withdrawals  of  money  from  the  patient's  account 
on  05/21-22/07.  Dates  of  withdrawals  match 
dates  and  times  that  HHA  #1  was  assigned  at 
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Continued  From  Page  5 
patient  #6's  home. 

The  agency  failed  to  properly  document,  conduct 
adequate  investigations,  and  ensure  resolution 
of  the  above  complaints. 

Specifically:  ■ 

Complaint  #1 .  This  grievance/complaint  form 
stated  that  the  agency  interviewed  by  telephone 
HHA  #1  regarding  the  theft  of  $28.00.  Patient  #1 
had  identified  HHA  #1  as  the  only  other  person  in 
the  home.  The  aide  denied  taking  the  money. 

-The  report  states  that  the  Executive 
Director  [ED]  informed  HHA  #1  that  future 
allegations  may  be  cause  for  termination. 

-No  further  evidence  was  found  that  the 
agency  conducted  an  investigation  into  this 
complaint,  provided  increased  supervision,  or 
documented  a  resolution  of  this  complaint. 

Complaint  #2.  This  grievance/complaint  form 
stated  that  HHA  #1  was  brought  into  the  agency 
office  for  an  interview  regarding  the  complaint  of 
the  theft  of  $1 00.00  made  by  patient  #2's 
daughter.  The  form  stated  that  HHA  #1  was 
advised  that  patient  #2's  family  was  to  initiate  a 
legal  investigation. 

-  The  report  stated  that  HHA  #1 
assignments  were  to  be  limited  to  alert.oriented 
Datients  with  muitiDle  familv  Dresent 

-No  further  evidence  was  found  that  the 
agency  conducted  an  investigation  into  this 
complaint,  provided  increased  supervision,  or 
documented  a  resolution  of  this  complaint. 

Complaint  #3.  This.grievance/complaint  form 
stated  that  patient  #3  complained  that  HHA  #1 
did  not  return  the  correct  change.  Per  the 
grievance/complaint  form  the  Executive  Director 
placed  a  call  to  HHA  #1  to  bring  the  correct 
change  to  the  agency  office.  The  agency  would 
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then  return  the  change  to  the  patient. 

-  No  further  evidence  was  found  that  the 
agency  conducted  an  investigation  into  this 
complaint  to  identify  repeated  complaints  of  theft 
against  HHA  #1,  provide  increased  supervision, 
or  document  a  resolution  of  this  complaint. 

Complaint  #4.  In  HHA#1's  personnel  file  a 
hand  written  list  on  the  agency's  letter  head  was 
found  regarding  a  complaint  of  a  theft.  A  note  on 
this  list  states  HHA  #1  denied  this  allegation. 
This  list  was  not  dated.  The  list  did  not  contain  a 
signature  of  the  person  responsible  for  writing 
this  list. 

-  No  further  evidence  was  found  that  the 
agency  conducted  an  investigation  into  this 
complaint,  provided  increased  supervision  of 
HHA  #1,  or  developed  a  resolution  of  this 
complaint. 

Complaint  #5.  On  the  same  list  noted  in 
complaint  #4  a  report  of  another  allegation  of 
theft  regarding  HHA#1  was  found.  The  list 
stated  that  HHA  #1  denied  this  allegation. 

-  No  further  evidence  was  found  that  the 
agency  conducted  an  investigation  into  this 
complaint,  provided  increase  supervision  of  HHA 
#1  or  developed  a  resolution  of  this  complaint. 

Complaint  #6.  This  grievance/complaint  form 
stated  that  patient  #6  complained  of  the  theft  of 
money  by  HHA  #1  using  the  patient's  ATM  card. 
A  copy  of  a  letter  dated  6/1 3/2007  addressed  to 
HHA  #1 ,  written  by  the  ED,  was  found  in  HHA  #1 
personnel  file.  This  letter  informed  HHA  #1  of  her 
termination.  This  copy  was  on  plain  paper,  not 
agency  letterhead,  and  was  not  signed. 

-The  HHA  was  terminated  from  the  agency 
on  06/13/07. 

-  No  further  evidence  was  found  that  the 
agency  conducted  an  investigation  into  this 
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Continued  From  Page  7 

complaint  or  developed  a  resolution  of  this 
complaint. 

-  During  a  home  interview  with  patient  #6 
the  patient  stated  that  the  police  have  a 
surveillance  camera  video  of  the  HHA  using  the 
patient's  ATM  card.  The  patient  alsq.stated  the 
agency  had  not  contacted  her  regarding  this 
complaint. 

No  further  information  was  provided  by  the  ED  of 
comprehensive  investigations  by  the  agency  into 
the  patient's  complaints  to  check  the  allegations 
of  theft  for  more  evidence. 

The  agency  failed  to  properly  document, 
investigate.and  resolve. the  above  complaints,  ali 
involving  HHA#1. 

Failure  to  maintain  complete  documention  of  ail 
complaints,  properly  investigate,  and  resolve 
each  complaint,  led  to  negative  patient 
outcomes. 

766.9(1)  Governing  authority" 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined 
in  Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


(I)  appoint  a  quality  improvement  committee  to 
establish  and  oversee  standards  of  care.  The 
quality  improvement  committee  shall  consist  of  a 
consumer  and  appropriate  health  professional 
persons  including  a  physician  if  professional 
health  care  services  are  provided.The  committee 
shall  meet  at  least  four  times  a  year  to: 

(1)  review  policies  pertaining  to  the  delivery  of 


H1020 


H1036 


H1036 

Evidence  that  the  Quality  Assurance  Committee 
hears  all  complaints  will  be  demonstrated  as  the 
Executive  Director  reports  all  complaints  to  the 
Quality  Assurance  Committee  at  each  quarterly 
meeting.  Each  complaint  will  be  identified  by 
number  beginning  with  1  in  January  2008  and  each 
year  thereafter.  From  Aug.  27,  2007  complaints  will 
be  identified  by  date.  The  complaints  will  be  filed  in 
the  complaint  log  the  day  they  are  received. 
Elements  of  the  complaint  investigation  will  include 

1 .  Date  of  complaint 

2.  Who  filed  the  complaint 

3.  Who  recorded  the  complaint 

4.  Nature  of  the  complaint 

5.  Client  or  client  representative  statement 

6.  Agency  staff  statement 

7.  Investigation 

8.  Resolution  will  include 
c     Action  to  correct  staff  behavior 

must  include  type  and  duration  of 
action,  methods  of  aide  supervision 
to  ensure  that  correction  occurs, 
follow-up  meeting  with  aide  to 
indicate  satisfactory  resolution  of 
problem  behavior. 
©     Communication  either  verbal 
account  or  written  account  to 
complainant  of  resolution  of 
complaint, 
o     A  notation  on  the  complaint  form 
that  investigation  by  RN 
supervisors,  Home  Care  LPN  aide 
supervisors,  or  Executive  Director 
and  complaint  resolution  has  been 
forwarded  to  the  Quality  Assurance 
Committee  and  the  Board  of 
Directors  for  their  consideration 
and  action,  (cont.  next  page) 
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the  health  care  services  provided  by  the  agency 
and  recommend  changes  in  such  policies  to  the 
governing  authority  for  adoption; 

(2)  conduct  a  clinical  record  review  of  the  safety, 
adequacy,  type  and  quality  of  services  provided 
which  includes: 

(i)  random  selection  of  records  of  patients 
currently  receiving  services  and  patients 
discharged  from  the  agency  within  the  past  three 
months;  and 

(ii)  all  cases  with  identified  patient  complaints  as 
specified  in  subdivision  (j)  of  this  section; 

(3)  prepare  and  submit  a  written  summary  of 
review  findings  to  the  governing  authority  for 
necessary  action;  and 

(4)  assist  the  agency  in  maintaining  liaison  with 
other  health  care  providers  in  the  community. 
This  RULE:  is  not  met  as  evidenced  by: . 

Based  on  a  review  of  the  patient's  record;  HHA 
#1  personnel  file;  the  agency  complaint  and 
incident  logs;  evidence  is  lacking  that  the  Quality 
Assurance  Committee  was  informed  of  the 
pattern  of  complaints  and  allegations  regarding 
HHA#1. 

Failure  of  the  Quality  Assurance 
Committee[QAC]  to  identify  a  pattern  in  patient 
complaints  regarding  a  specific  HHA,  and  to 
prepare  and  submit  a  written  summary  of  these 
complaints  to  the  governing  authority  for 
necessary  action,  led  to  negative  patient 
outcomes. 


H1036 


HI 036  cont. 

The  Quality.  Assurance  Committee  will  analyze  each 
complaint  on  a  case  by  case  basis.  Based  on  this 
analysis,  they  may  recommend  educational  programs 
to  correct  problem  behavior,  further  disciplinary 
action,  and  continued  employment  or  not.  This 
information  will  be  reported  to  the  Board  of  Directors 
at  the  next  meeting  by  the  Executive  Director. 

The  Executive  Director  will  present  changes  in  the 
Grievance  and  Complaint  Policy  and  format  for 
recording  complaints  will  be  presented  for  Quality 
Assurance  Committee  review  on  August  28,  and 
Board  of  Directors  approval  on  September  18,  2007 
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INITIAL  COMMENTS 


This  statement  of  -deficiencies  is  the  resutt  of 
corn  plaint  investigation  #NY00045c97,  During 
the  complaint  investigation  the  surveyor  reviewed 
■he  clinical  record  for  patient  #1,  conducted  an 
observational  home  visit  and  interviewed  the 
Administrator,  theAduit  Protective  Services  case 
worker  and  agency  staff. 
G  '  01  f  4S4, 1 0  PATIENT  RIGHTS 

The  patient  has  the  right  to  be  informed  of  his  or 
her  rights.  The  HHA  must  protect  and  promote 
j  the  exercise  of  these  rights. 


This  STANDARD  is  not  met  as  evidenced  by: 
3ase4  on  a  review  o\  the  ciinicai  record  for  patient 
#1  and  interviews  with  the  agency  Administrator, 
Adult  Protective  Services  (APS)  case  worker,  the 
skilled  nurse  and  the  home  health  aide,  the 
agency  faiied  to  treat  patient  #1  with  respect  and 
dignity. 

An  on  site  investigation  was  conducted  on 
OS/05/07,  During  the  ciinicai  record  review,  the 
following  issues  were  identified  which  show  the 
agency's  failure  to  ensure  that  the  patient/family  is 
treated  with  respect  and  dignity. 

Patient  #1  Es  a|  Jvho  was  admitted  to 

the  agency  on  07/23/06  with  a  primary  diagnosis 
of  an  upper  gastrointestinal  bleed  and  secondary 
diagnoses  of  cerebral  vascular  accident, 
hypothyroidism,  dementia  and  replacement  of  the 
percutaneous  endoscopic  gastrostomy  (PEG) 
tube.  As  ncted  in  the  05/13/07  comprehensive 
sKiiied  nursing  r=-sssessment,  the  patient  is 
dependent  in  ail  areas  of  activities  of  daily  livinc 


G  000 


G101 


The  Administrator  has  resigned  from  her  10/09/07 

position  and  an  interim  management  plan 

has  beer  developed  and  will  be 

communicated  to  the  NY  State  Department 

of  Health  within  10  days  of  the  departure  of 

the  Administrator. 

The  Acting  Interim  Administrator/Agency  Ongoing 
Director  will  retain  responsibility  for  ensuring 
that  tte  rights  of  ail  patients  are  protected 
and  promoted. 

The  following  in-services  are  scheduled 

o    A  presentation  for  the  Home  9/25/07 

Hearth  Aides  entitled  "Patient 

Abuse:  Role  of  the  Para 

Professional"  was  presented  by 

Clinical  Nurse  Consultant  on 

September  25, 2007.  Evaluation 

Tests  were  completed, 
o    By  October  30, 2007  a  10/30/07 

representative  from  the  Elder 

Abuse  Community  of  Oneida 

County  will  provide  a  presentation 

on  recognizing  and  reporting  elder 
abuse,  and  the  role  of  Eider  Abuse 
Community  of  Oneida  County 
o    By  October  30,2007  the  Risk  10/30707 
Manager  from  St  Elizabeth 
Medical  Center  and  member  the 
Medical  Center  Ethics  Committee 
will  provide  a  presentation  for  the 
agency  staff  on  complaint 
processing,  complaint  resolution 
and  the  role  of  the  Ethics 
Committee  in  identifying 
appropriate  actions  when  staff 
encounter  questionable  patfent 
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Continued  From  page  1 
and  is  described  as  bedfast.  The  patient'* 
daughter  is  identified  as  the  caregiver,  although 
j  the  patient's  record  states  that  she  is  ohysically 
i  aisaoied.  The  patient's  plan  of  care  /physician's 
I  orders  dated  05/19/07  to  07/17/07,  states  that  the 
patient  receives  skilled  nursina  services  1  time  a 
week  and  home  health  aids  service  7  days  a 
week. 

On  07/09/07,  the  New  York  State  Deoartment  of 
Health  received  a  complaint  alleging  the  agency 
,  has  .railed  to  provide  home  health  aide  service 
j  according  to  the  physician's  orders  for  patient  #1- 
!  i  ne  complainant  states  that  the  physician  ordered 
j  3  hours  a  day  4  days  a  week  and  2  hours  a  day  3 
I  days  a  week. 

!  in  an  interview  with  the  Administrator  on  07/13/07 
j  the  surveyor  asked  the  Administrator  how  many  ' 
nours  or  home  health  aide  are  being  orovide^ 
I  and  what  are  the  patient's  needs.  The 
|  Administrator  stated  that  they  [home  health  aides] 
j  were  going  2  to  3  hours  a  day  for  personal  care 
|  cat",  and  emptying,  the  foley  catheter, 
i 

!  During  an  onsite  investigation  conducted  on  1 
OS/05/07;  the  surveyor  reviewed  the  Datient's 
record  and  found  that  the  plan  of  car-  dat-d 
05/19/07  to  07/17/07  included  aide  service  7  days 
,  a  week,  however,  the  number  of  hours  of  aide  is 
!  to  provide  each  visit  is  iackinc,  A  review  of  rne 
aide  task  sheets  form  05/19/07  to  07/17/07 
laemmec"  that  the  agency  provided  a  range  in 

v^nf^^  lh°Ur  Per  Visit  to  5  ™*  ser  , 
v;sk.  Of  thc  6o  possibre  visits,  the  catient  on/v  f 

receivec  10  visitsjn  which  care  was  orovid-d  ror  ! 

o  hours  per  visit  i  he  aide  assignment  she-  nid  j 

notaeuneais  any  additional  tasks  that  should  I 

coiMpieteo  whiie  the  aide' was  there  for  3  ho"^  l 
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situations  with  unmet  patient 
needs, 

A  Self  Paced  Work  Book  for  the 
Professional  Staff  Elder  Abuse 
and  Neglect  will  be  distributed  to 
all  clinical  staff  on  October  3,  2007 
with  completed  competency  test 
due  October  13,  2007 


The  summary  reports  from  the  Press  Ganey 
Satisfaction  Questionnaires  currently  being 
sent  to  a  random  set  of  the  agency's 
patients  will  be  closely  monitored.  Evaluation 
of  the  following  indicators  from  the  most 
recent  report  (Jan  07  -  June  07)  was 
completed  on  Sept  26,  07  by  an  external 
clinical  consultant  This  data  was  pulled  into 
a  OA  spreadsheet  for  future  tracking 
purposes.  The  agency  OA  RN  will  evaluate 
the  next  available  report  in  1«  Quarter  2008 
to  assess  need  for  further  action  plans  and 
will  forward  to  the  QA  committee  "for 
consideration. 

o    The  following  are  the  Press  Ganey 
Indicators  that  pertain  to  patient 
rights  that  will  have  focus  tracking 
until  they  reach  benchmark  of 
90%. 

o    HHA  indicators: 

■     Aides  concern  for  your 

privacy 
B     Aides  concern  for  your 
comfort  while  treating  or 
caring  for  you 
"     Amount  of  attention  the 
aides  paid  to  your  own 
ideas  about  your  care 
Aides'  concern  to 


-/en:  !D:;JVVYVV;i 


10/13/07 


Ongoing 


coni:nL;siior  sheer  Dsoe  2  '2 
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During  the  interview  with  the  Administrator  on 
07/1 3/07,  the  Administrator  voiced  her  concerns 
j  regarding  the  patient's  safety  and  the  daughter's 
j  inability  to  provide  care  for  this  patient.  The 
surveyor  asked  the  Administrator  if  she  had  made 
a  referral  to  Adult  Protective  Services  (APS)  to 
evaluate  the  patient's  safety  needs.  The 
administrator  stated  that  she  made  a  referral  to 
APS_  and  that  APS  had  no  findings.  The 
administrator  then  informed  the  surveyor  that  she 
"told  the  daughter  in  past,  that  the  agency  does 
not  provide  babysitting  sen/ice." 

In  reviewing  the  Administrator's  documentation  of 
the  07/1 3/07  interview  with  the  surveyor,  the 
surveyor  noted  that  the  administrator  documented 
'  that  she  "told  the  daughter  in  the  past,  we  are  not 
a  babysitting  service." 

The  Administrator  also  documenred-ihat  she 
immediately  placed  a  call  to  the  patient's  daughter 
to  "discuss  just  what  does  she  want?"  The 
daughter  was  not  home  at  the  time  and  the 
Administrator  called  her  back  on  07/16/07. 


(  The  Administrator  documented  in  a  process  noi« 
dated  07/1 5/07,  that  she  called  the  patient's 
caughier  and  asked  her  what  she  wanted.  The 
Administrator  documented  that  oaiient's  daughter 
wants  "23  hours  for  her  mother,  she's  entitled  to" 
tnis,  [  [the  Administrator]  said  not  for  babvsittina" 
Tne  Administrator  continued  to  inform  the 
caughier  thai  the  agency  does  not  provide  car= 
24  hours  a  day  and  that  is  what  her  mother 
needs. 

in  an  interview  with  Adult  Protective  Service  on 
08/21/07,  the  surveyor  was  informed  chat  the 
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contact  you  if  he  or  she 
could  not  make  it,  or 
would  be  coming  late 
p    Aides'  sensitivity  to  the 
personal  difficulties  and 
inconvenience  caused 
by  your  health  problem 
Clinical  professional  staff 

■  Nurses  concern  for  your 
privacy 

■  Nurses  sensitivity  to  the 
personal  difficulties  and 
inconvenience  caused 
by  your  health  problems 

■  Staff  concern  to  keep 
your  family  informed 
about  your  treatment, 
condition  or  progress  (if 
you  wanted  them 
informed) 

-     Degree  of  involvement 
you  and  your  family 
have  had  in  planning 
your  home  health  care 
Amount  of  attention  the 
nurses  paid  to  your  own 
ideas  about  your  care. 
The  Nurse  Manager  assigned  to 
home  health  aide  oversight  will 
provide  focus  education  in  these 
Press  Ganey  indicators  using 
Press  Ganey  tools  developed  to 
provide  definition,  "voice  of  the 
customer"  and  improvement  tips 
with  all  HHAs  within  30  days. 
Evidenced  by  completion  of  a  case 
communication  note  and 
attendance  sheet  specific  to  that 
HHA  and  will  be  placed  in  the  HHA 
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During  the  interview  with  the  Administrator  on 
07/1 3/07,  the  Administrator  voiced  her  concerns 
regarding  the  patients  safety  and  the  daughter's 
inability  to  provide  care  for  this  patient.  The 
surveyor  asked  the  Administrator  if  she  had  made 
a  referral  to  Aduit  Protective  Services  (APS)  to 
evaluate  the  patient's  safety  needs.  The 
administrator  stated  that  she  made  a  referral  to 
|  APS  and  that  APS  had  no  findings.  The 
!  administrator  then  informed  the  surveyor  thai  she 
"toid  the  daughter  in  past,  that  the  agency  does 
not  provide  babysitting  service." 

In  reviewing  the  Administrators  documentation  of 
the  07/13/07  interview  with  the  surveyor,  the 
surveyor  noted  that  the  administrator  documented 
that  she  "told  the  daughter  in  the  past,  we  are  not 
a  babysitting  service." 


The  Administrator  also  documented  that  she 
immediately  placed  a  call  to  the  patient's  daughter 
!  to  "discuss  just  what  does  she  want?"  The 
j  daughter  was  not  home  at  the  time  and  the 
Administrator  caiied  her  back  on  07/15/07. 

The  Administrator  documented  in  a  progress  note  ! 
dated  07/16/07,  that  she  caiied  the  patient's  "  I 
daughter  and  asked  her  what  she  wanted.  The  j 
Administrator  documented  that  patient's  daughter  j 
wants  "23  hours  for  her  mother,  she's  entitled  io 
this,  I  [the  Administrator]  said  not  for  babysitting".  ! 
The  Administrator  continued  to  inform  the  ! 
daughter  that  the  agency  does  not  provide  care  j 
24  hours  a  day  and  that  is  what  her  mother  ! 
needs.  '  i 


j  In  an  interview  with  Aduit  Protective  Service  on 
I  C8/21/07:  the  surveyor  was  informed  that  the 
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employee  file  and  education 
tracking. 

o    The  OA  Nurse  will  provide  focus       1 1/28/07 
education  in  Inter-discipfinary 
Team  meetings  (IDT)  using  the 
Press  Ganey  tools  specific  to  the 
ciinical  staff,  evidenced  in  the  IDT 
agenda/minutes  and  sign-in  sheet. 
Will  conduct  over  the  next  60 
days. 

The  written  guidelines  for  assigning  home       1 0/1 2/07 
health  aides  will  be  reviewed  with  all  clinical 
staff  beginning  10/08/07.  When  developing 
the  personal  care  plan  for  home  health  aide 
■  services,  the  clinician  will  consider  the 
amount  of  time  the  assigned  tasks  should 
take  to  perform  and  the  aide  will  be 
scheduled  accordingly.  This  will  be  noted  on 
the  personal  care  plan  for  home  health  aide 
services. 

In  instances  in  which  the  required  care  Ongoing 

exceeds  or  is  beiow  the  indicated  number  of 

hours  the  aide  will  be  instructed  to  notify  the 

nurse  manager.  The  nurse  manager  will 

review  with  the  primary  clinician  regarding 

alteration  in  the  person  care  plan  and 

notification  to  the  patient  and  caregiver. 

Home  Health  aides  will  be  in-serviced  on  the  ■  10/12/07 

above  process  by  10/12707. 

The  processes  will  be  monitored  by  the  1 1/11/07 

nurse  manager  during  the  100%  review  of 
HHA  visit  notes  by  the  Nurse  Manager  for  45 
days  (end  date  1 1/1 1/07)  to  identify  variance 
from  the  POC  -  or  non-reported  changes  in 
the  patient  condition.  Appropriate  counseling 
will  be  done  up  to  formal  disciplinary  action 
with  the  oversight  of  the  interim  AD. 
c    The  ongoing  monitoring  will  be 
done  within  the  Clinical  Record 
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During  the  interview  with  the  Administrator  on 
07/1 3/07,  the  Administrator  voiced  her  concerns 
regarding  the  patient's  safety  and  the  dauahter's 
inability  to  provide  care  for  this  patient:  The 
surveyor  asked  the  Administrator  if  she  had  made 
a  referral  to  Aduit  Protective  Services  (APS)  to  ' 
evaluate  the  patient's  safety  needs.  The 
administrator  stated  that  she  made  a  referral  *o 
APS_  and  that  APS  had  no  findings.  The 
administrator  then  informed  the  surveyor  that  she 
1  "toid  the  daughter  in  past,  that  the  agency  does  ~ 
not  provide  babysitting  service." 

In  reviewing  the  Administrator's  documentation  of 
the  07/13/07  interview  with  the  surveyor,  the 
surveyor  noted  thai  the  administrator  documented 
that  she  "told  the  daughter  in  the  past,  we  are  not 
a  babysitting  service." 


The  Administrator  also  documented  that  she 
immediately  placed  a  call  to  the  patient's  dauahter 
to  "discuss  just  what  does  she  want?11  The 
!  daughter  was  not  home  at  the  time  and  the 
Administrator  called  her  back  on  07/15/07. 

The  Administrator  documented  in  a  orogress  not* 
dated  07/16/07,  that  she  cafied  the  patient's 
j  daughter  and  asked  her  what  she  wanted.  The 
j  Administrator  documented  that  catieni's  daughter 
wants ^"28  hours  for  her  mother,  she's  entitled  to 
this,  I  [the  Administrator]  said  not  for  babysitting".  , 
i  ne  Administrator  continued  to  inform  the  | 
daughter  that  the  agency  does  not  provide  car*  ! 
24  nours  a  cay  and  that  is  .what  her  mcthe--  ■  | 
needs.  j 

in  an  interview  with  Aduit  Protective  Service  cn 
08/21/07;  the  surveyor  was  informed  that  the 
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Keview  quarterly  for  10%  of 
records  of  patients  receiving  home 
health  aide  services. 
In  addition,  initiated  on  September 
26,  2007,  a  copy  of  the  personal 
care  plan  for  Home  Health  Aide 
services  for  each  patient  will  be 
made  and  put  into  a  single  binder 
to  be  maintained  by  the  Nurse 
Manager.  The  binder  will'be  taken 
to  IDT  meetings,  The  Nurse 
Manager  (MCP)  will  ensure 
patients  discussed  that  have  a 
Home  Health  Aide  will  have  a 
review  of  their  current  HHA  pian  of 
care  to  assess  for  whether 
meeting  patient  needs  or  if 
interventions  need  to  be  modified. 
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this  patient  since  2005, 
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Nor  only  did  the  agency  fail  to  protect  the  patient's 
rights  to  be  treated  with  respect  and  dignity  but 
the  agency  aiso  failed  to  follow-up  on  concerns 
regarding  the  patient's  safety. 

Furthermore,  the  Administrator's  use  of  the  term 
.  babysitting  shows  a  lack  of  respect  for  this  elderly 
|  patient  and  lacks  sensitivity  to  the  patient's  clinical 

nursing  needs. 


Failure  to  ensure  that  the  patient's  are  treated 
with  respect  and  dignity  may  lead  to  unmet 
patient  needs. 
G  116  454.10(f)  HOME  HEALTH  HOTLINE 

The  patient  has  the  right  to  be  advised  of  the 
availability  of  the  toll-free  HHA  hotline  in  the 
State. 


When  theacency  accepts  the  patient  for 
treatment  or  care,  the  HHA  must  advise  the 
patient  in  writing  of  the  telephone  number  of  the 
home  health  hotiine  established  by  the  State,  the 
hours  of  its  operation,  and  that  the  purpose  of  the 
hotiine  is  to  receive  complaints  or  questions  about 
local  HHAs.  the  patient  also  has  the  right  to  use 
this  hotiine  to  lodge  complaints  concerning  the 
implementation  of  the  advanced 
directives  reauirements. 


G 116  I 

•  ,  The  Acting  interim  Administrator  will  retain 
responsibility  for  ensuring  that  the  rights  of 
ail  patients  to  be  advised  of  the  availability  of 
the  toll-free  HHA  hotline  in  the  State 
»    Beginning  9/27/07  all  staff  will  be  re- 
educated by  the  Administrator  and/or  Nurse 
Manager  on  the  purpose  of  the  State  hotline 
and  the  expectation  that  patients  be  advised 
of  the  availability  of  the  hotline  to  lodge 
■  complaints  or  questions  about  the  home 
health  agency.  A  written  educational  piece 
will  be  provided  and  a  signature  page  for 
completion  will  be  obtained. 


Ongoing 


10/30/07 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  an  observational  home  visit  and 
interviews  with  the  Administrator  and  the  patient's 
caregiver  (caughier),  evidence  is  lacking  .that  the 
patient's  caregiver  was  afforded  the  right  to 
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access  the  toi!  free  hotiine  to  voice  complaints  or 
inquire  about  home  health  care  services  for  the 
patient. 

On  0S/05/071  the  surveyor  conducted  an 
observational  home  visit  with  the  Administrator, 
the  skilled  nurse  and  the  home  health  aide. 
During  the  visit,  the  Administrator  stated  that  she 
wanted  to  clarify  something  with  the 'daughter  and 
the  surveyor.  The  Administrator  wanted  to  know 
if  the  patient's  daughter  was  going  to  immediately 
call  the  New  York  State  Department  of  Health 
(NYS  DOH)  with  her  complaints  and  bypass  the 
agency.  The  patient's  daughter  did  not  respond  to 
the  Administrator's  questioning. 

The  surveyor  explained  to  the  Administrator  and. 
the  daughter  that  all  patients  have  the  right  to  call 
the  NYS  DOH  to  ask  questions  of  voice  concerns 
without  fear  of  reprisal  or  discrimination. 

Failure  of  the  agency  to  protect  the  patient's 
ability  to  voice  grievances  regarding  care  and 
services  may  lead  to  poor  care  and  negative 
outcomes. 
G159  484.13(a)  PLAN  OF  CARE 


i  he  plan  of  care  developed  in  consultation  with 
the  agency  staff  covers  all  pertinent  diagnoses, 
including  menial  status,  types  of  services  and 
equipment  required,  frequency  of  visits, 
prognosis,  rehabilitation  potential,  functional'- 
limitations,  activities  permitted,  nutritional 
requirements,  medications  and  treatments,  any 
safety  measures  to  protect  against  injury, 
instructions  for  timely  discharge  or  referral,  and 
any  other  aoorooriate  items. 


115; 
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•  The  Acting  Interim  Administrator  will  retain 
overall  responsibility  for  ensuring  that  ail 
systems  are  in  place  to  ensure  that  all 
patient  symptoms  are  identified,  addressed' 
and  immediately  reported  to  the  physician; 
that  initial  nursing  assessments  are 
complete,  accurate,  individualized;  that 
supervisory  functions  are  being  performed 
and  that  effective  communication  and 
coordination  between  all  discipline  occurs; 
that  the  plan  of  care  includes  scope  and  visit " 
frequencies  of  all  services  provided. 

•  The  following  actions  have  been 
implemented  for  the  Start  of 
Care/Resumption  of  Care/Recertification 
Process  and  are  inclusive  of  a  review  of  the 
HHA  POC  when  applicable  and  identification 
of  HHA  needs  if  not  addressed: 

o    Admitting  clinician  performs 
SOC/ROC/Recertification 
Assessment,  selects  the  care 
protocol  appropriate  to  the  pt 
diagnoses  and  needs  and 
individualizes  it  to  the  specific 
patient  needs. 

o    Primary  clinician  contacts  the 
physician  regarding  the  Plan  of 
Care,  receives  approval  for  the 
Plan  of  Care  and  clarifies  any 
identified  issues,  ■ 

o    Documentation  of  physician 
contact  is  made  on  the  OASIS 
Assessment  Form,  Visit  note,  . 
Case  Communication  note  or 
Interim  Order  Form  as  appropriate. 
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Ongoing 
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This  STANDARD  is  not  met' as  evidenced  by: 
3ased  on  a  review  of  clinical  record  for  patient  #1 
j  and  interviews  with  the  Administrator  evidence  is 
I  lacking  that  the  agency  developed  an  appropriate 
1  plan  of  care  to  ensure  that  all  of  the  patient's 
needs  were  met. 

Failure  to  ensure  a  comprehensive  plan  of  care  is 
developed  has  the  potential  for  unmet  patient 
needs. 

|  Patient  #1  was  admitted  to  the  agency  on 
|  07/23/06  with  a  primary  diagnosis  of  an  upper 
i  gastrointestinal  bleeding  and  secondary 
j  diagnoses  of  cerebral  vascular  accident, 
j  hypothyroidism,  dementia  and  replacement  of  the 
!  percutaneous  endoscopic  gastTOstomy  (PEG)  j 
'  tube. 


During  the  comprehensive  re-assessment  visit 
conducted  on  05/18/07  the  skilled  nurse 
documented  that  the  patient's  daughter  was 
unabie  to  provide  care  to  the  patient. 

The  plan  of  care  that  was  develooed  dated 
05/1 S/07  to  .07/1 7/07,  based  on  the  05/1 3/07 
skilled  nursing  assessment  failed  to  identify  how 
the  following  patient  care  needs  would  be  met  if 
the  caregiver  (patient's  daughter)  was  "unabie  to 
provide  care." 

-  the  patient  is  bedfast  -  there  is  no  plan  tc  turn 
and  position  the  patient 

-  the  patient  nas  an  indwelling  fciey  catheter 
there  is  no  plan  for  who  will  empty  the  catheier 
ar.d  provide  catheter  care 

-  care  of  the  PEG  tube  including  cleansing  or  the 
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o    Cass  conferences  with  Nurse 
'  Managers  and  primary  clinician 
occur  at  SOC/ROC/  Recertification 
and  are  documented  on  a  Case 
Conference  Form  at  the  time  of 
the  case  conference, 
o    Utilizing  the  SOC/ 

.  ROC/Recertifi cation  audit  tool  to 
trigger  the  Nurse  Manager  to 
review  all  areas  of  assessment 
and  the  plan  of  care  development. 
100%  of  ail 

SOC/ROC/Recertification  records 
will  be  reviewed  within  72 
■  business  hours, 
o    Areas  found  to  be  insufficient  are 
reviewed  and  addressed  with  the 
individual  clinicians  by  the  Nurse 
Managers.  This  will  be  signed 
documenting  that  this  took  place, 
o    Physician  is  contacted  for 
additional  clarifications  as 
necessary  and  corrections  are 
made  by  the  primary  clinician  to 
the  Plan  of  Care, 
o    Final  485  review  by  the 

DPS/Nurse  Manager  or  Designee 
for  physician's  review  and 
signature  will  occur  within  7  days, 
o    The  need  to  alert  the  physician 
when  changes  in  the  patient's 
condition  suggest  the  need  to 
modify  the  Plan  of  Care  will  be 
monitored  during  the  bi-weekly 
case  manager  conferences, 
multidisciplinary  case  conferences 
Ongoing  monitoring  will  occur  during  the 
established  clinical  record  review  audits. 
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insertion  site 


-  the  patient  requires  feeding  assistance  both 
;  oral  andjube  feedings  4  to  S  times  a  day  by 

gravity,  i  he  plan  of  care  does  not  address  who 
will  perform  this  care. 

-  the  patient  requires  the  application  of 
medicated  creams  to  reddened  areas  of  the 
buttocks.  There  is  no  plan  to  ensure  that  thFs  is 
provided  and  no  frequency  for  the  aoolication  of 
these  creams. 

-  the  patient  is  totally  dependent  on  another  for 
mediation  administration.  There  is  no  plan  t0 
ensure  that  the  patient  receives  her  medications. 

j  The  plan  of  care  did  include  aide  service  7  cays  a 
I  week  however,  did  not  include  the  number  of 
|  nours  or  aide  services  required  to  assist  in 
j  meeting  the  patient's  needs. 

i 

|  Furthermore,  there  was  no  plan  developed  to 
j  £ddr^ss  the  patient's  safety  needs  in  liahi  of  the 

ract  tnat  tne  caregiver  (patient's  dauohter)  was 

unabie  io  provide  care. 

Although  the  agency  was  aware  of  the  car^fv^s 
inaoiirty  to  provide  care  to  this  patient  on  ~ 
0O/137C7,  there  was  no  plan  to  increase  service 
or  that  a  referral  to  an  outside  agency  was 
initiated  tc  ensure  that  the  needs  of  the  oatieni 
were  met. 


On  07/13/07,  the  agency  Administrator  was 
wormed  by  the  New  York  State  Department  of 
neaiu :  „ha;  a  complaint  had  been  voiced  tc  m* 
j  surveyor  mat  the  agency  was  not  orcvicing  the 
numoer  of  ncme  nealth  aide  hours  croere^  by  the 
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Process  to  review  and/or  revise  the  plans  of 
care; 

o    Nurse  Manager  are  meeting  bi- 
weekly with  all  RN  case  managers 
to  complete  the  case  conference 
summary  record.  Any  need  to 
change  or  revise  the  plan  of  care 
is  addressed  at  this  time.  Ongoing 
reviews  will  continue  to  identify 
need  for  revisions  to  the  plan  of 
care. 

o    Plans  of  care  will  be  reviewed  by 
the  DPS  or  designee  prior  to  being 
mailed  to  the  physician. 

o  SOC,  Recertification  and  ROC  " 
'audit  process  and  tool  have  been 
implemented. 

o    Acting  Interim  Administrator  will 
meet  with  the  Management  Staff 
(DPS,  Nurse  Manager(s)  and 
Business  Office  Manager)  on  a 
weekly  basis  to  provide  additional 
over-  site,  on  going  education  and 
training. 

o    SOC/Recertification/ROC  Audits 
are  being  completed  io  monitor  for 
adequacy  and  revisions  to  the  plan 
of  care  as  appropriate.  In  this 
review,  the  results  are  trended  by  . 
the  OA  Nurse  to  identify  any  areas 
needing  additional  focus  and  in- 
service  education. 
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physician  .  The  complaint  alleges  that  the  ' 
physician  ordered  3  hours  a  day  for  4  days  and  2  j 
hours  a  day  for  2  days.  The  surveyor  asked  the  [ 
Administrator  how  many  hours  of  aide  service  the  | 
patient  was  receiving  per  visit?  The  Administrator 
stated  that  she  thought  that  they. were  providing  2  j 
to  3  hours  of  aide  service  daily. 


j  During  the  07/16/07  interview  with  the  with  the 
j  Administrator,  she  voiced  her  concerns  regarding 
!  the  patient's  safety  and  the  daughter's  inability  to 
j  provide  care  for  this  patient.  The  surveyor  asked 
|  the  Administrator  if  she  had  made  a  referral  to 
'  Aduit  Protective  Services  (APS)  to  evaluate  the 
patient's  safety  needs.  The  administrator  stated 
that  she  made  a  referral  to  APS  and  that  APS 
had  no  findings.  A  review  of  the  ciinical  record 
was  conducted  on  09/05/07.  The  ciinicai  record 
contained  no  documentation  that  a  referral  was 
made  to  APS  to  evaluate  the  safety  of  this 
patient.  During  an  interview  with  the 
Administrator  on  09/05/07,  the  Administrator 
confirmed  that  the  she  had  net  made  a  referral  to 
APS  sines  2005  for  this  patient. 

he  most  recent  plan  of  care  dated  07/18/07  to 
0S/1 5/07  contained- orders  for  skilled  nursing 
'  visits  once  a  week  and  home  health  aide  visits 
were  now  ordered  3  hours  a  day  7  days  a  week. 
However,  there  was  still  no  evidence  that  a  plan 
was  developed  to  address  the  patient's  needs 
when  the  caregiver  (patient's  daughter)  was 
unable  to  provide  cars  due  to  her  own  physical 
disabilities, 

G  228  484.35(d)(1)  SUPERVISION 

if  the  patient  receives  skiiled  nursing  care,  the 
registered  nurse  must  perform  the  supervisory 
visit  required  by  paragraph  (d)(2)  of  this  section. 


.  G  159 


PROVIDER'S  PUN  OF  CORRECTION 
(EACri  CORRECTIVE  ACTION  SHOULD  3E 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


G  223 


In  addition  to  the  previously  developed  and 
implemented  educational  plan  new  in- 
services  have  been  planned: 

o    The  following  in-services  are 
scheduled 

A  presentation  for  the 
Home  Health  Aides 
entitled  "Patient  Abuse: 
Role  of  the  Para 
Professional"  was. 
presented  by  Clinical 
Nurse  Consultant  on 
September  25,  2007. 
.  Evaluation  Tests  were 
completed. 

-  By  October  30,  2007  a 
representative  from  the 
Elder  Abuse  Committee 
of  Oneida  County  will 
provide  a  presentation 
on  recognizing  and 
reporting  eider  abuse, 
and  the  role  of  Eider 
Abuse  Committee  of 

.  Oneida  County 

-  By  Oct  30,  2007  ,  the 
Risk  Manager,  from  St 
Elizabeth  Medical 
Center  and  Member  the 
Medical  Center  Ethics" 
Committee  will  provide  a 
presentation  on 
complaint  processing, 
complaint  resolution  and 
the  role  of  the  Ethics 
Committee  in  identifying 
appropriate  actions 
when  staff  encounter 
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physician  .  The  complaint  alleges  that  the 
physician  ordered  3  hours  a  day  for  4  days  and  2 
hours  a  day  for  2  days.  The  surveyor  asked  the 
Administrator  how  many  hours  of  aide  service  the 
patient  was  receiving  per  visit?  The  Administrator 
stated  that  she  thought  that  they.wers  providing  2 
to  3  hours  of  aide  service  daily. 


During  the  07/15/07  interview  with  the  with  the 
Administrator,  she  voiced  her  concerns  regarding 
the  patient's  safety  and  the  daughter's  inability  to 
provide  care  for  this  patient.  The  surveyor  asked 
the  Administrator  if  she  had  made  a  referral  to 
Adutt  Protective  Services  (APS)  to  evaluate  the 
i  patient's  safety  needs.  The  administrator  stated 
j  that  she  made  a  referral  to  APS  and  that  APS 
had  no  findings.  A  review  of  the  clinical  record 
was  conducted  on  09/05/07.  The  clinical  record 
contained  no  documentation  that  a  referral  was 
made  to  APS  to  evaluate  the  safety  of  this 
patient.  During  an  interview  with  the 
Administrator  on  09/05/07,  the  Administrator 
confirmed  that  the  she  had  not  made  a  referral  to 
APS  since  2005  for  this  patient. 


The  most  recent  plan  of  care  dated  07/1 5/07  to 
09/15/07  contained  orders  for  skilled  nursing 
visits. once  a  week  and  home  health  aide  visits 
were  now  ordered  3  hours  a  day  7  days  .a  week. 
However,  there  was  still  nc  evidence  that  a  plan 
was  developed  to  address  the  patient's  needs 
'  when  the  caregiver  (patient's  daughter)  was 
unable  to  provide  care  due  to  her  own  physical 
disabilities. 
G  223  434.35(d)(1)  SUPERVISION 

if  the  patient  receives  skiiied  nursing  care:  the 
registered  nurse  must  perform  the  supervisory 
visit  required  by  paragraph  (d)(2)  of  this  section. 
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PROVIDER'S  PLAN  OF  CORRECTION 
(=AOK  CORRECTIVE  ACTION  SHOULD  3E 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


J 
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completion 

DATE 


questionable  patient 
situations  with  unmet 
patient  needs. 

A  Self  Paced  Work  Book  10/13/07 

for  the  Professional 

.Clinicians  Elder  Abuse 

and  Neglect  will  be 

distributed  to  the  agency 

clinical  staff  on  October 

3,  2007  with  completed 

competency  test  due 

October  13,  2007.  ■ 


initiated  on  September  26,  2007,  a  copy  of  9/26/07/ 

the  Home  Health  Aide  POC  for  each  patient  Ongoing 

will  be  made  and  put  into  a  single  binder  to 

be  maintained  by  the  Nurse  Manager.  The 

binder  will  be  taken  to  IDT  meetings,  The 

Nurse  Manager  (MCP)  will  ensure  patients 

discussed  that  have  a  Home  Health  Aide  will 

have  a  review  of  their  current  HHA  plan  of 

care  to  assess  for. whether  meeting  patient 

needs  or  if  interventions  need  to  be 

modified. 

The  clinical  record  for  the  patient  identified  in  9/27/07 
this  report  was  reviewed.  Conferences  with 
staff  identified  as  deficient  in  practice  were 
held. 

Pt  #  1  is  now  discharged  from  the  agency 
and  is  receiving  24  hour  nursing  home  care. 
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I  if  the  patient  is  not  receiving  skilled  nursing  care, 
j  but  is  receiving  another  skilled  service  (that  is, 
physical- therapy,  occupational  therapy,  or 
speech-language  pathology  services), 
supervision  may  be  provided  by  the  aporopriate 
theraois*. 


j  This  STANDARD  is  not  met  as  evidenced  by: 
'  Based  on  a  review  of  the  clinical  record  for  patient 
#1  and  interviews  with  the  Administrator  and  the 
home  health  aide,  evidence  is  iacking  that  the 
agency  is  providing  adequate  supervision  of  the 
home  health  aide  (HHA)  to  ensure  that  significant 
observations  are  documented  and  reported  to  the 
skiiied  nurse. 

Failure  to  ensure  that  the  aide  documents  and 
reports  significant  findings  has  the  potential  for 
unmet  patient  needs. 

Patient  #1  was  admitted  to  the  agency  on 
07/23/06  with  a  primary  diagnosis  of  an  upper 
gastrointestinal  bieeding  and- secondary 
diagnoses  of  cerebral  vascular  accident,  ■ 
hypothyroidism,  dementia  and  replacement  of  the 
percutaneous  endcscopic  gastrostomy  (PEG) 
tube.  A  review  of  home  health  aide  fHHA) 
documentation  of  daiiy  visits  from  05/18/07  to 
03/15/07  was  completed.  There  is  no  evidence 
tnai  the  HHA  documented  significant  changes  in 
skin  integrity  that  was  identified  by  the  skilled 
nurse  during  scheduled  skilled  nursing  visits. 
Exampies  of  skin  integrity  changes  identified  by 
the  skiiied  nurse  are' as  follows: 


On  Og/2-1/07,  the  skiiied  nurse  documented  that 
the  patient's  bottom  was  very  rati,  weepy,  and 
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G  228  •  I 

•  The  Acting  Interim  Administrator  will  retain  Ongoing 
responsibility  for  ensuring  adequate 

supervision  of  the  home  health  aide  services 
d    RN  staff  were  re-educated  by  the  9/24/07 
Administrator  in  the  morning  staff  meeting 
on  the  role  of  supervising  aide  services 
including  following  up  on  unreported  findings 
with  aide  and  notifying  the  Nurse  Manager 
o     Records  of  1 00%  of  patients  currently  9/28/07 
receiving  aide  services  were  reviewed,  care 
plans  for  home  health  aide  personal  services 
were  compared  with  assessments  and  aide 
documentation.  Results  will  be  trended  by 
OA  Nurse  and  presented  to  the  professional 
advisory  committee  for  review. 

•  1 00%  of  HHA  visit  notes  will  be  reviewed  by 
the  Nurse  Manager  for  45  days  (end  date 
1 1/1 1/07)  to  identify  variances  from  the 
personal  care  plan  for  home  health  aide 
services  including  frequency  and  expected 
duration.  Appropriate  counseling  will  be 
done  up  to  formal  disciplinary  action  with  the 
oversight  of  the  interim  AD, 

o    The  ongoing  monitoring  will 
be  done  within  the  Clinical 
Record  Review  quarterly  for 
1 0%  of  records  of  patients 
receiving  home  health  aide 
services. 

o    In  addition,  initiated  on  9/26/07/ 
September  26;  2007,  a  copy  ongoing 
of  the  personal  care  plan  for 
Home  Health  Aide  services 
for  each  patient  will  be  made 
and  put  into  a  single  binder  to 
be  maintained  by  the  Nurse 
Manager,  The  binder  will  be 
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thai  the  patient's  inner  arm  with  ."pimples"  present 
to  inner  arm  and  under  (eft  breast.  The  home 
health  aide  visited  the  patient  daily  from  05/1 3/07 
to  05/21/07.  The  HHA  failed  to  recognize  and 
report  to  the  skilled  nurse  the  patient's  changes  in 
condition  as  outlined  in  the  aide  plan  of  care 
dated  05/18/07. 


On  05/30/07,  the  skilled  nurse  again  visited  the 
patient  and  documented  a  new  skin  tear  to  the 
patient's  lower  right  shin  and  a  new  red  prickly 
rash  all  ever  the  patient's  right  buttocks  and 
between  inner  thigh  area.  There  is  no  evidence 
that  the  HHA  observed,  documented  or  reported 
the  changes  in  the  patient's  skin  integrity  as 
outlined  in  the  plan  of  care  dated  05/13/07. 

On  09/05/07,  at  1:30  pm,  the  surveyor  conducted 
an  observational  home  visit  with  the  home  health 
aide,  the  skilled  nurse  and  the  agency 
Administrator.  The  surveyor  interviewed  the  ' 
home  health  aide  regarding  the  lack  of 
documentation  in  the  ciinical  record  by  the  home 
health  aide.  The  home  health  aide  stated  thai 
she  should  have  written  her  observations  on  the 
home  heaith  aide  visit  form  but  neglected  to  do 
so. 

G339  484.55(d)(1)  UPDATE  OF  THE 

COMPREHENSIVE  ASSESSMENT 

Tha  comprehensive  assessment  must  be 
updated  and  revised  (includinc  the  administration 
of  the  OASIS)  the  last  5  days  of  every  50  days 
beginning  with  the  start  of  care  date;  unless  there 
is  a  beneficiary  elected  transfer;  or  significant 
change  in  condition  resulting  in  a  new  case  mix 
assessment;  or  cischarce  and  return  to  the  same 
HHA  during  the  50  cay  episode. 


PROVIDER'S  PLAN  OF  CORRECTION 
(cACH  CORRECTIVE  ACT/ ON  SHOULD  3E 
CROSS-REFERENCED  TC  THE  APPROPRIATE 
DEFiCIENCY) 


G  228! 


taken  to  IDT  meetings,  The 
Nurse  Manager  (MCP)  will 
ensure  patients  discussed 
that  have  a  Home  Health 
Aide  will  have  a  review  of 
their  current  HHA  plan  of  care 
to  assess  for  whether 
meeting  patient  needs  or  if 
interventions  need  to  be 
modified. 

The  clinical  record  for  the  patient  identified  in 
this  report  was  reviewed.  Conferences  with 
staff  identified  as  deficient  in  practice  were 
held. 

Pt  #  1  is  now  discharged  from  the  agency 
and  is  receiving  24  hour  nursing  home  care. 
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This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  the  clinical  record  for  patient 
#1  and  interviews  with  the  agency  Administrator, 
evidence  is  lacking  that  the  agency  is  accurately 
completing  an  updated  comprehensive 
assessment  of  the  patient  which  reflects  the 
current  status  of  the  patient. 

Failure  to  provide  a  comprehensive 
re-assessment  of  the  patient  may  lead  to  unmet  I 
patient  needs.  I 

Patient  #1  was  admitted  to  the  agency  on. 
07/23/06  with  a  primary  diagnosis  of  an  upper 
gastrointestinal  bleeding  and  secondary 
diagnoses  of  cerebral  vascular  accident, 
hypothyroidism,  dementia  and  replacement  of  the 
percutaneous  endoscopic  gastrostomy  (PEG) 
tube.  Although  the  skilled  nurse  completes  a 
document  labeled  Adult  Re-Assessment  and 
OASIS  Follow-up  Assessment,  the  information 
contained  in  the  documents  completed  on 
05/18/07  and  07/15/07  failed  to  provide  a  , 
complete  and  accurate  description  of  the  patient's 
status. 

The  comprehensive  re-assessment  document 
dated  05/1 S/07  failed  to  include  the  following: 

-  a  complete  assessment  of  the  patient's  ability  to 
communicate.  Specifically,  the  skilled  nurse 
documented  that  there  were  no  problems 

-  a  complete  assessment  of  the  patient's 
neurological  status.  The  skilled  nurse 
documented  that  "no  problems  assessed" 
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The  Acting  Interim  Administrator  will  retain 
overall  responsibility  for  ensuring  that  all 
systems  are  in  place  to  ensure  that  all 
patient  symptoms  are  identified,  addressed 
and  immediately  reported  to  the  physician; 
that  initial  nursing  assessments  are 
complete,  accurate,  individualized;  that 
supervisory  functions  are  being  performed 
and  that  effective  communication  and 
coordination  between  all  discipline  occurs. 
The  following  actions  have  been 
implemented  for  the  Start  of 
Care/Resumption  of  Care/Recertification 
Process  and  are  inclusive  of  a-review  of  the 
HHA  POC  when  applicable  and  identification 
of  HHA  needs  if  not  addressed; 

o    Admitting  clinician  performs 
SOC/ROC/Recertification 
Assessment  selects  the 
appropriate  protocol'and 
individualizes  it  to  the  specific 
patient  needs. 

o    Primary  clinician  contacts  the 
physician  regarding  the  Plan  of 
Care,  receives  approval  for  the 
Plan  of  Care  and  clarifies  any 
identified  issues. 

o    Documentation  of  physician 
contact  is  made  on  the  OASIS 
Assessment  From,  Visit  note, 
Case  Communication  note  or 
Interim  Order  Form  as  appropriate. 


Ongoing 


Ongoing 
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STRE-i  ADDRESS,  CITY,  STATE.  ZIP  CODE 
14  FOERY  DRIVE 


This  STANDARD  is  not  met  as  evidenced  by:  | 
Based  on  a  review  of  the  clinical  record  for  patient  | 
#1  and  interviews  with  the  agency  Administrator, 
evidence  is  lacking  that  the  agency  is  accurately 
completing  an  updated  comprehensive 
assessment  of  the  patient  which  reflects  the 
current  status  of  the  patient. 

Failure  to  provide  a  comprehensive 
re-assessment  of  the  patient  may  lead  to  unmet 
patient  needs. 

Patient  #1  was  admitted  to  the  agency  on 
07/23/06  with  a  primary  diagnosis  of  an  upper 
gastrointestinal  bleeding  and  secondary 
diagnoses  of  cerebral  vascular  accident, 
hypothyroidism,  dementia  and  replacement  of  the 
percutaneous  endoscopic  gastrostomy  (PEG) 
tube.  Although  the  skilled  nurse  completes  a 
documentjabeled  Adult  Re-Assessment  and 
OASIS  Follow-up  Assessment,  the  information 
contained  in  the  documents  completed  on 
05/13/07  and  07/16/07  failed  to  provide  a  . 
complete  and  accurate  description  of  the  patient's 
status. 


J  he  comprehensive  re-assessment  document 
dated  05/1 9/07  failed  to  include  the  following:  v> 

-  a  complete  assessment  of  the  patient's  abiiiry  to- 
communicate.  Specifically,  the  skilled  nurse 
documented  thai  there  were  no  problems 


f 


-  a  complete  assessment  of  the  patient's 
neurological  status.  The  skilled  nurse 
documented  that  "no  problems  assessed" 


Managers  and  primary  clinician 
occur  at  SOC/ROC/  Recertification 
and  documented  on  a  Case 
Conference  Form. 
Utilizing  the  SOC/ 
ROC/Recertification  audit  tool  to 
trigger  the  reviewer  to  review  all 
areas  of  assessment  and  the  plan 
of  care  development.  1 00%  of  all 
SOC/ROC/Recertificatton  records 
will  be  reviewed  within  72 
business  hours, 
o  ,  Areas  found  to  be  insufficient  are 
reviewed  and  addressed  with  the 
individual  clinicians  by  the  Nurse 
Managers.  This  will  be  signed 
documenting  that  this  took  place, 
o    Physician  is  contacted  for 
additional  clarifications  as 
necessary  and  corrections  are 
made  by  the  primary  clinician  to 
the  Plan  of  Care, 
o    Final  485  review  by  the 

DPS/Nurse  Manager  or  Designee 
for  physician's  review  and 
signature  will  occur  within  7  days, 
o    The  need  to  alert  the  physician 
when  changes  in  the  patient's 
condition  suggest  the  need  to 
modify  the  Plan  of  Care  will  be 
monitored  during  the  bi-  weekly 
case  manager  conferences, 
multidisciplinary  case  conferences 
Ongoing  monitoring  will  occur  during. the 
established  clinical  record  review  audits. 
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j  -  s  complete  assessment  of  the  patient's 
i  musculoskeletal  system.  The  skilled  nurse 
documented  that  "no  problems  assessed" 
However,  the  patient  is  described  as  bedfast  and 
unable  to  turn  self.  There  is  no  assessment  of  the 
patient's  upper  body  strength  or  ability  to  move 
her  lower  extremities. 

-  documentation  of  an  assessment  of  the  skin 
surrounding  the  PEG  tube  insertion  site  or 
documentation  that  the  patient  has  a  PEG  tube 
for  enteral  feedings 

-  a  'description  of  the  patient's  nutritional  status 

i  including  the  patient's  abiiity  to  take  food  and  fluid 
by  mouth  or  an  assessment  of  how  the  patient 
receives  tube  feedings  4  to  S  cans  a  day  including 
the  person  responsible  for  this  task. 

-  an  assessment  of  the  patient's 
neurological/emotional/behavioral  status,  the 
skilled  documented  "no  problems  assessed" 


-  an  assessment  of  how  the  patient's  needs  are 
being  met  and  identification  of  who  is  resDonsible 
'  for  each  aspect  of  care.  Specifically,,  the  skilled 
nurse  documented  that  the  daughter  is  unable  to 
provide  24  hour  care  for  the  patient.  There  is~no 
plan  in  piace  to  meet  the  needs  of  the  patient. 

The  comprehensive  re-assessment  document 
dated  07/15/07  failed  tc  include  the  following: 

-  a  complete  assessment  of  the  oaiient's 
neuroiogical.staius.  The  skilled  nurse 
documented  that  the  patient  was  alert  however 
Lhere  is  nc  assessment  of  the  catient's  orientation 
status. 
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•     Process  to  review  and/or  revise  the  plans  of 
care: 

o    Nurse  managers  are  meeting  bi- 
weekly with  all  RN  case  managers 
to  complete  the  case  conference 
summary  record.  Any  need  to 
change  or  revise  the  plan  of  care 
is  addressed  at  this  time.  Ongoing 
reviews  will  continue  to  identify 
need  for  revisions  to  the  plan  of 
care. 

'  o    Plans  of  care  will  be  reviewed  by 
the  Nurse  Manager  prior  to  being 
mailed  to  the  physician, 
o    SOC,  Recertification  and  ROC 
audit  process  and  tool  have  been 
implemented, 
o    Administrator  or  Interim  Agency 
Director  will  meet  with  the 
Management  staff  on  a  weekly 
basis  to  provide  additional  over- 
site,  on  going  education  and 
training. 

o    SOC/Recertification/ROC  Audits 
are  being  completed  to  monitor  for 
adequacy  and  revisions  to  the  plan 

.  of  care  as  appropriate  In  this 
review,  the  results  are  trended  to 
identify  any  areas  needing 

■  additional  focus  and  in-service 
education. 

In  addition  to  the  previously  developed  and 
implemented  educational  plan  new  in- 
services  have  been  planned: 

o    The  following  in-servlces  are 
scheduled 

°     A  presentation  for  the  9/25/07 
Home  Health  Aides 


Ongoing 
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-  a  complete  assessment  of  the  patient's 
musculoskeletal  system.  The  skilled  nurse 
documented  that  the  patient  had  generalized 
weakness.  However,  the  patient  is  also  described 
as  bedfast  and  unable  to  turn  self.  There  is  no 
assessment  of  the  patient's  upper  body  strength 
or  ability  io  move  her  lower  extremities. 

-  a  complete  assessment  of  the  caregiver's 
(patient's  daughter)  ability  to  to  provide  turning 
and  positioning  on  a  frequent  basis. 

-  a  complete  assessment  of  the  PEG  tube 
insertion  site  including  location  and  a  description 
of  the  site. 

-  a  description  of  the  patient's  nutritional  status 
including  the  patient's  abiiity  to  take  food  and  fluid 
by  mouth.  An  assessment  of  how  the  patient 
receives  tube  feedings  4  to  5  cans  a  day  including 
the  person  responsible  for  this  task.. 


Although  [he  skilled  nurse  completed  a 
comprehensive- re-assessment  document  on 
07/1 S/Q7,  patient  care  needs  were  still  unclear.  , 
The  Administrator  documented  in  a  progress  note 
dated  07/16/07  and  informed  the  caregiver 
(  (patient's  daughter)  that  the  patient  required 
j  24-hour  care.  A  review  of  the  07/15/07  skilled 
j  nursing  comprehensive  re-assessment  is  not  of 
j  sufficient  scope  to  support  the  Administrator's 
j  claim  that  the  patient  requires  24-hour  care. 
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Facility  iD:  4?20 


completion 

3  ATS 


entitled  "Patient  Abuse:  ' 
Role  of  the  Para 
Professional"  was 
presented  by  Clinical 
Nurse  Consultant  on 
September  25,  2007, 
Evaluation  Tests  were 
completed. 


10/30/07 


10/30/07 


By  October  30,  2007  a 

representative  from  the 

Eider  Abuse  Committee 

of  Oneida  County  will 

provide  a  presentation 

on  recognizing  and 

reporting  elder  abuse, 

and  the  role  of  Elder 

Abuse  Committee  of 

Oneida  County 

By  October  30,  2007 , 

the  Risk  Manager,  from 

St  Elizabeth  Medical 

Center  and  Member  the 

Medical  Center  Ethics 
Committee  will  provide  a 
presentation  on 
complaint  processing, 
complaint  resolution  and 
the  role  of  the  ethics 
committee  in  identifying 
appropriate  actions 
when  staff  encounter 
questionable  patient 
situations  with  unmet 
patient  needs. 

A  Self  Paced  Work  Book    1 0/1 3/07 
for  the  Professional 
Clinicians  Elder  Abuse 
and  Neglect  will  be 
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!  -  a  complete  assessment  of  the  Datieni's  ■ 
j  musculoskeletal  system.  The  skilled  nurse 
documented  that  the  patient  had  generalized 
j  weakness.  However,  the  patient  is  also  described 
!  as  DedTast  and  unable  to  turn  self.  There  is  no  ' 
"  assessment  of  the  patient's  uooer  body  strength 
or  aoiiiry  to  move  her  lower  extremities. 

-  a  complete  assessment  of  the  careaiv-r's 
j  (patient's  daughter)  ability  to  to  provide  turning 
j  and  positioning  on  a  frequent  basis. 

i 

j  -  a  complete  assessment  of  the  PEG  tube 

,  insertion  site  including  location  and  a  descrioiion 

j  or  the  site. 

i 

j  -  a  description  of  the  patient's  nutritional  stat'  -s 
inducing  the  patient's  ability  to  take  food  andfluid 
oy  mourn.  An  assessment  of  how  the  patient 
receives  tube  feedings  4  to  S  cans  a  day  including 

j  the  person  responsible  for  this  task. 

j  Although  the  skilled  nurse  completed  a 

j  S??^ensive  re-assessmen:  aocument  on 
£// ,  d/07,  patient  care  needs  were  still  unclear  j 
i  ne  Aammistraior  documented  in  a  proqress  note 

|  cated  07/16/07  and  informed  the  caregiver  I 
j  (patienfs  daughter)  that  the  patient  required  I 
j  24-hour  care,  A  review  of  the  07/16/07  skills  -! 
|  nursmg  comprehensive  re-assessment  is  not  of  1 

su.ncent  scope  ic  support  the  Administrator's 
j  ^fm  tnai  rhe  patient  requires  24-hour  car- 
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OATH 


distributed  to  agency's 
'clinical  staff  on  October 
.  3,  2007  with  compieted 
competency  test  due 
October  13,  2007. 

Initiated  Sept  26,  2007,  a  copy  of  the  Home  9/26/07/ 

Health- Aide  POC  for  each  patient  will  be  Ongoing 

made  and  put  into  a  single  binder  to  be 

maintained  by  the  Nurse  Manager.  The 

binder  will  be  taken  to  IDT  meetings,  The 

Nurse  Manager  (MCP)  will  ensure  patients 

discussed  that  have  a  Home  Health  Aide  will 

have  a  review  of  their  current  HHA  plan  of 

care  to  assess  for  whether  meeting  patient 

needs  or  if  interventions  need  to  be 

modified. 

The  clinical  record  for  the  patient  identified  in  9/27/08 
this- report  was  reviewed.  Conferences  with 
staff  identified  as  deficient  in  practice  were 
held, 

Pt  #  1  is  now  discharged  from  the  agency 
and  is  receiving  24  hour  nursing  home  care. 
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INITIAL  COMMENTS 

This  Statement  of  Deficiencies  report  is  the  result 
of  a  complaint  survey  conducted  on  02/05/07. 
Complaint  #  NY00039936.  This  is  the  second 
complaint  recieved  in  this  office  regarding  the 
agency's  failure  to  provide  adequate  care  to  meet 
the  needs  of  it's  patient  population.  The  survey 
consisted  of  a  review  of  3  clinical  records,  the  on 
-call  log,  and  on-cali  policies  and  procedures. 
Additionally,  interviews  were  conducted  with  the 
Supervising  Nurse,  staff  nurse  and  the  Director  of 
Patient  Services. 

484.14(g)  COORDINATION  OF  PATIENT 
SERVICES 

All  personnel  furnishing  services  maintain  liaison 
to  ensure  that  their  efforts  are  coordinated 
effectively  and  support  the  objectives  outlined  in 
the  plan  of  care. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  3  clinical  records,  interviews 
with  agency  staff,  the  Supervising  Nurse  and  the 
Director  of  Patient  Services,  evidence  is  lacking 
in  1  record  that  ail  changes  in  the  patient's  plan  of 
care  are  communicated  to  the  on-call  staff 
responsible  to  meet  the  needs  of  the  patient. 
Patient  #1 


G  000 
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Evidence  is  as  follows: 


Patient  #1  was  admitted  to  the  agency  on 
06/08/06  with  diagnoses  of  neurogenic  bladder, 
cystostomy,  quadriplegia,  and  autonomic 
dysreflexia.  The  plan  of  care  dated  12/05/07  to 
02/02/07  states  that  the  patient  required  private 
duty  nursing  (PDN)  management  of  the  patient's 
bowel  program  every  Monday,  Wednesday  and 

LABORATORY  DIRECTOR'S  OR  PROVIDER/SUPPLIER  REPRESENTATIVE'S  SIGNATURE  TITLE  (X6)  DATE 


Any  deficiency  statement  ending  with  an  asterisk  {*)  denotes  a  deficiency,which  the  institution  may  be  excused  from  correcting  providing  it  is  determined  that 
other  safeguards  provide  sufficient  protection  to  the  patients.  (See  instructions.)  Except  for  nursing  homes,  the  findings  stated  above  are  disclosable  90  days 
following  the  date  of  survey  whether  or  not  a  plan  of  correction  is  provided:  For  nursing  homes,  the  above  findings  and  plans  of  correction  are  disclosable  14 
days  following  the  date  these  documents  are  made  available  to  the  facility.  If  deficiencies  are  cited,  an  approved  plan  of  correction  is  requisite  to  continued 
program  participation. 
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Friday  as  staff  are  available.  The  care  is  provided 
at  5:30  am  by  a  licensed  practical  nurse.  On 
11/15/06  and  11/17/06,  the  agency  failed  to 
provide  the  patient  with  her  bowel  care  stating 
that  the  plan  of  care  indicates  that  the  care  is  to 
be  provided  if  staff  is  available.  Upon  discussion 
with  the  surveyor  regarding  this  plan  of  care,  the 
agency  contacted  the  physician  and  obtained  a 
new  order  on  01/08/07  that  states  private  duty 
nursing  services  are  to  be  provided  Monday, 
Wednesday  and  Friday  as  ordered. 

On  01/15/07,  the  private  duty  nurse  called  the 
agency  stating  that  she  could  not  provide  care. 
The  on-ca!l  skilled  nurse  notified  the  patient  that 
the  private  duty  nurse  was  not  available  to 
provide  bowel  care.  The  on-call  nurse 
documented  in  the  patient  record  that  "advised 
her  (patient)  the  order  states  if  PDN  is  not 
available  to  do  the  bowel  program  public  health 
nurse  will  do  during  normal  business  hours 
according  to  the  orders  on  file."  On  02/05/07,  the 
surveyor  interviewed  the  on-call  nurse  and 
confirmed  this  conversation  between  the  nurse 
and  the  patient.  The  surveyor  asked  if  she  was 
aware  that  a  new  order  was  written  on  01/08/07 
that  eliminates  the  requirement  of  providing  care 
during  normal  business  hour.  The  on-call  nurse 
stated  that  she  was  unaware  that  the  order  had 
changed.  There  is  no  documentation  that  the 
on-call  staff  were  informed  of  this  change  in  the 
order.  An  interview  with  the  Director  of  Patient 
Services  (DPS)  was  conducted  on  02/05/07.  The 
DPS  stated  that  the  physician's  order  was  in  the 
chart  and  therefore  the  on-call  nurse  would  have 
been  aware  of  this  change. 

Failure  of  the  agency  to  ensure  changes  in  the 
plan  of  care  are  communicated  to  all  individuals 
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responsible  for  providing  care  has  !ed  to  failure  of 
the  agency  to  provide  bowel  care  for  this  patient 
when  the  PDN  is  unavailable. 
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INITIAL  COMMENTS 

This  Statement  of  Deficiencies  is  the  result  of 
complaint  investigation  #NY00041621.  During  the 
complaint  investigation  the  surveyor  inteiviewed 
staff,  the  Director  of  Patient  Services,  and 
reviewed  the  patient's  hospital  medical  record  for 
admission  dates  01/22/07  to  01/26/07. 

484.12(a)  COMPLIANCE  WITH  FED,  STATE, 
LOCAL  LAWS 

The  HHA  and  its  staff  must  operate  and  furnish 
services  in  compliance  with  all  applicable  Federal, 
State,  and  local  laws  and  regulations.  If  Sltatc  or 
applicable  local  law  provides  for  the  licensure  of 
HHAs,  an  agency  not  subject  to  licensure  is 
approved  by  the  licensing  authority  as  meeting  the 
standards  established  for  licensure. 

This  STANDARD  is  not  met  as  evidenced  by:  The 
New  York  State  Code  of  Rules  and  Regulations 
pertaining  to  Certified  Home  Health  Care 
Agencies  10NYCRR  763.5  (d)  Patient  Referral 
and  Admission  are  as  follow?: 

"Any  patient  who  is  assessed  or  reassessed  as 
inappropriate  for  agency  services  shall  be  assisted 
by  the  agency,  iti  coJ  lab  oration  with  the  discharge 
planner,  the  local  Social  Service  Departmsnt  and 
other  case  management  entity,  as  appropriate,  with 
obtaining  the  services  of  an  alternate  provider,  if 
needed,  and  the  patient's  authorized  practitioner 
shall  be  so  notified.  If  alternate  services  iire  not 
immediately  available,  and  the  local  Protective 
Services  for  Adults  Program,  the  Office  of  Mental 
Retardation  and  Developmental  Disabilities,,  the 
Office  of  Mental  Health  or  other  official  J.gency 
requests  that  home  care  services  be  provided  on  an 
interim  basis,  the  agency  may  provide  home  care 
services  which  address  minimally  essential  patient 
health  and  safety  needs  for  a  period  of  tirr  e  agreed 
upon  byitlw  agency  and  the  requesting  emiry, 
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SN  was  counseled  and  re-educated  to  the 
admission/resumption  of  care  process  per  agency 
policy  and  home  care  regulations  which  included: 

•  a  comprehensive  assessment  with  home 
safety  assessment 

•  OASrS  completion 

•  Care  plan  development  to  assure  basic 
care  needs  are  planned  for  and  in  place 
for  patient  safety 

•  Communication  with  DPS/covering 
administrators  when  safety  concerns  or 
unmet  needs  are  identified. 

Responsible  Person(s): 
Melissa  Allard,  HHHC  DPS 
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other  safeguards  provfe  sufficient  protection  to  the  patient*.  (See  instructions.)  Except  for  nursing  homes,  the  findings  stated  above  are  disposable  90  days 
following  the  date  of  survey  whether  or  not  a  plan  of  correciion  is  provided.  For  nursing  homes,  the  abovo  findings  and  plans  of  correction  are  disclosablo  14 
days  following  the  date  these  documents  are  made  available  to  the  facility.  If  deficiencies  are  cited,  an  approved  plan  of  correction  is  requisite  to  continued 
program  participation. 
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ealthcareinc. 


Certified  Home  Health  Care  Agency 

A  Partnership  of  A.L.  Lee  Memorial  Hospital  Oswego  Hospital  and  St.  Joseph's  Hospital  Health  Center 


13  Schuyler  Street,  Suite  3 
Fulton.  New  York  13069 
(3i5)  598-1544 
(866)  625-4392 
Fax  (3!  5)  598-6868 


September  14.  2007 


Lynn  Shannon 

Home  and  Community  Based  Program  Manager 
New  York  State  Department  of  Health 
217  South  Salina  Street 
Syracuse,  New  York  13202 

Dear  Ms.  Shannon: 

Enclosed  is  the  updated  Plan  of  Correction. 

Please  do  not  hesitate  to  contact  me  at  598-1544  if  you  have  any  questions  or 
need  further  information. 


RECEIVED 

SEP  1  8  200/  I 

NYS  Dept.  of  Health  j 
Central  NY  Regional  Office 


Melissa  Allard.  RN 
Director  of  Patient  Services 
Hospitals  Home  Health  Care,  Inc. 


cc:  Mark  Murphy,  Administrator 
Connie  Seiter 
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INITIAL  COMMENTS 

This  Statement  of  Deficiencies  is  the  result  of 
complaint  investigation  #NY0004162l.  During  the 
complaint  investigation  the  surveyor  interviewed 
staff,  the  Director  of  Patient  Services,  and 
reviewed  the  patient's  hospital  medical  record  for 
admission  dates  01/22/07  to  01/26/07. 

484.12(a)  COMPLIANCE  WITH  FED,  STATE, 
LOCAL  LAWS 

The  HHA  and  its  staff  must  operate  and  furnish 
services  in  compliance  with  all  applicable  Federal, 
State,  and  local  laws  and  regulations.  If  State  or 
applicable  local  law  provides  for  the  licensure  of 
HHAs,  an  agency  not  subject  to  licensure  is 
approved  by  the  licensing  authority  as  meeting  the 
standards  established  for  licensure. 

This  STANDARD  is  not  met  as  evidenced  by:  The 
New  York  State  Code  of  Rules  and  Regulations 
pertaining  to  Certified  Home  Health  Care 
Agencies  10NYCRR  763.5  (d)  Patient  Referral 
and  Admission  are  as  follows: 

:tAny  patient  who  is  assessed  or  reassessed  as 
inappropriate  for  agency  services  shall  be  assisted 
by  the  agency,  in  collaboration  with  the  discharge 
planner,  the  local  Social  Service  Department  and 
other  case  management  entity,  as  appropriate,  with 
obtaining  the  services  of  an  alternate  provider,  if 
needed,  and  the  patient's  authorized  practitioner 
shall  be  so  notified.  If  alternate  services  are  not 
immediately  available,  and  the  local  Protective 
Services  for  Adults  Program,  the  Office  of  Mental 
Retardation  and  Developmental  Disabilities,  the 
Office  of  Mental  Health  or  other  official  agency 
requests  that  home  care  services  be  provided  on  an 
interim  basis,  the  agency  may  provide  home  care 
services  which  address  minimally  essential  patient 
health  and  safety  needs  for  a  period  of  time  agreed 
upon  by  the  agency  and  the  requesting  entity, 
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SN  was  counseled  and  re-educated  to  the 
admission/resumption  of  care  process  per  agency 
policy  and  home- care  regulations  which  included: 
©     a  comprehensive  assessment  with  home 

safety  assessment 
©     OASIS  completion 
o     Cafe  plan  development  to  assure  basic 
care  needs  are  planned  for  and  in  place 
for  patient  safety 
o     Communication  with  DPS/covering 
administrators  when  safety  concerns  or 
unmet  needs  are  identified. 

Responsible  Person(s): 
Melissa  Allard;  HHHC  DPS 
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Any  deficiency  statement  ending  with  an  asterisk  (*)  denotes  a  deficiency  which  the  institution  may  be  excused  from  correcting  providing  it  is  determined  that 
other  safeguards  provide  sufficient  protection  to  the  patients.  (See  instructions.)  Except  for  nursing  homes,  the  findings  stated  above  are  disclosabie  90  days 
following  the  date  of  survey  whether  or  not  a  plan  of  correction  is  provided.  For  nursing  homes,  the  above  findings  and  plans  of  correction  are  disclosabie  14 
days  following  the  date  these  documents  are  made  available  to  the  facility.  If  deficiencies  are  cited,  an  approved  plan  of  correction  is  requisite  to  continued 
program  participation.  
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provided  that  the  patient  and  family  or  informal 
supports,  as  appropriate,  have  been  fully 
informed  of  the  agency's  intent  to  transfer  the 
patient  to  an  alternate  service,  when  available, 
and  have  been  consulted  in  the  development  of 
an  interim  plan  of  care. 11 

Based  on  a  review  of  documentation  for  patient 
#1,  received  from  the  hospital  record  for 
inpatient  stay  from  01/22/07  to  01/26/07,  the 
initial  home  care  nursing  assessment 
documentation  dated  01/27/07,  and  interviews 
with  the  Intake  Coordinator  and  the  Director  of 
Patient  Services  (DPS),  evidence  is  lacking  that 
the  agency  developed  a  plan  to  ensure  that  the 
patient's  needs  could  be  safely  met  at  home.  The 
skilled  nurse  after  conferring  with  her  supervisor 
failed  to  initiate  home  care  services  and  left  the 
patient  in  her  home  knowing  that  she  was  unable 
to  meet  her  own  basic  needs  and  lacked  a 
primary  caregiver  who  was  able  to  assist. 

Failure  to  develop  a  plan  for  this  patient  has  led 
to  the  patient  not  receiving  home  care  services 
and  the  potential  for  patient  harm. 

Specifically,  patient  #1  was  admitted  to  the 
agency  on  1 1/28/06  with  a  diagnosis  of  liver 
cancer.  On  01/22/07,  the  patient  was  admitted 
to  the  hospital  for  dehydration  and  discharged 
from  the  hospital  on  01/26/07.  An  admission 
assessment  visit  was  conducted  by  the  skilled 
nurse  (SN)  on  01/27/07.  The  SN  documented  in 
the  clinical  record  that  when  she  arrived  at  the 
patient's  home  the  patient  was:  Incontinent  of 
urine;  unable  to  independently  get  up  from  the 
couch;  and  there  was  no  caregiver  able  to  assist 
the  patient.  The  SN  made  a  determination  that 
the  patient  was  inappropriate  for  home  care 
services  and  failed  to  address  the  following 
patient  care  needs: 
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-  the  mechanism  by  which  the  patient  would 
obtain  her  medications,  including  Coumadin  (a 
blood  thinner) 

-  a  mechanism  for  the  patient  to  obtain  and 
prepare  food 

-  how  the  patient  would  exit  the  home  in  case  of 
an  emergency  situation 

-  how  the  patient  would  ambulate  to  the 
bathroom 

During  the  visit,  the  SN  called  the  physician  to 
report  that  the  agency  was  not  going  to  admit  the 
patient  and  that  the  SN  felt  that  patient  should  be 
back  in  the  hospital.  The  physician  did  not  agree 
with  the  nurse  and  refused  to  readmit  the  patient 
to  the  hospital  for  complaints  of  urinary 
incontinence. 

The  SN  failed  to  develop  a  plan  to  provide  even 
minimal  care  for  this  patient  and  no  alternate 
services  were  provided. 

This  record  was  discussed  with  the  DPS  on 
04/06/07  and  06/12/07.  No  additional 
information  was  provided. 

484.18(a)  PLAN  OF  CARE 

The  plan  of  care  developed  in  consultation  with 
the  agency  staff  covers  all  pertinent  diagnoses, 
including  mental  status,  types  of  services  and 
equipment  required,  frequency  of  visits, 
prognosis,  rehabilitation  potential,  functional 
limitations,  activities  permitted;  nutritional 
requirements,  medications  and  treatments,  any 
safety  measures  to  protect  against  injury, 
instructions  for  timely  discharge  or  referral,  and 
any  other  appropriate  items. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  documentation  in  the 
hospital  record  for  inpatient  stay  from  01/22/07 
to  01/26/07,  the  home  care  initial  nursing 
assessment  dated  01/27/07.  and  interviews  with 
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Agency-wide  education  with  review  of  this  case 
will  be  provided  and  include:  -    Q  \  t.c\ct\  -  n^.+<?( 

Admission/ROC  process 

CMS/NYS  DOH  regulations  specific  to  the 

provision  of  care  to  meet  basic  needs  when 

an  unsafe  situation  exists  and  admission 

and  assessment  criteria 

Regulatory  intent  to  assure  patient  safety 

Completion  of  comprehensive  assessment 

OASIS  completion 

Care  planning  to  meet  patient  needs 

Coordination  of  services 

Problem  solving  to  meet  essential  patient 

needs 

Clear  communication  with  agency 
■administrative  staff  when  concerns  are 
identified. 

Responsible  Person(s): 
Melissa  Allard,  HHHC  DPS 
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the  home  care  agency's  Intake  Coordinator  (a 
nurse  employed  by  the  agency  to  assess  and 
screen  patients  for  agency  admission)  and  the 
Director  of  Patient  Services  (DPS) ,  evidence  is 
lacking  that  the  agency  developed  a  plan  of  care 
to  meet  the  needs  of  the  patient  post  hospital 
discharge. 

Failure  to  develop  a  plan  of  care  for  this  patient 
has  led  to  the  patient  not  receiving  home  care 
services  and  the  potential  for  injury. 

Patient  #1  was  admitted  to  the  agency  on 
1 1/28/06  with  a  diagnosis  of  liver  cancer.  On 
01/22/07,  the  patient  was  admitted  to  the 
hospital  for  dehydration  and  discharged  to  home 
on  01/26/07.  An  admission  assessment  visit  was 
conducted  by  the  skilled  nurse  (SN)  on 
01/27/07.  The  SN  documented  in  the  clinical 
record  that  the  patient  was  incontinent  of  urine, 
unable  to  independently  get  up  from  the  couch 
and  that  there  was  no  other  person  available  to 
assist  the  patient. 

There  was  no  plan  developed  to  address  how  the 
patient  would  obtain  her  medication,  including 
Coumadin  (a  blood  thinner),  prepare  food,  exit 
the  home  in  case  of  an  emergency  situation,  and 
ambulate  to  the  bathroom  to  have  a  bowel 
movement  or  urinate.  The  only  documentation 
that  refers  to  a  plan  is  a  communication  with  the 
DPS  who  stated  that  the  patient  could  not  be 
admitted  to  the  agency  and  DPS  will  alert 
medical  social  work  on  Monday  01/29/07  and 
then  call  Adult  Protective  Services. 

The  SN,  however,  failed  to  conduct  a  complete 
and  comprehensive  assessment  and  failed  to 
develop  a  plan  to  meet  the  needs  of  the  patient. 
The  SN  called  the  physician  to  report  that  the 
patient  would  not  be  admitted  to  the  home  care  ■ 
agency  and  that  the  patient  should  be  back  in  the 
hospital.  The  physician  refused  to  readmit  the 
patient  back  to  the  hospital  for  complaints  of 
incontinence  of  urine.   
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE  CROSS- 
REFERENCED  TO  THE  APPROPRIATE  DEFICIENCY) 


^Intake)  Home  care  coordinator  counseled  and  re- 
educated to  the  referral  screening  and  planning 
process,  inclusive  of  regulatory  requirements 
specific  to: 

•     patient  evaluation  for  home  care 
o     completion  of  screening  tool 
o     need  to  call  DPS/covering  administrator 
for  assistance  in  discharge  coordinating  to 
assure  a  safe  discharge  plan  is  in  place 
when  safety  concerns  are  identified 
o     clear  and  concise  communication 
©     identification  of  same  day  visit  need,  ex 
skilled  task,  complex  care,  caregiver 
concerns,  assessment  needs 

Responsible  Person(s):  Melissa  Allard,  DPS 

Hospital  Home  Health  Care  DPS  and  St.  Joseph's 
Home  Care  DPS  reviewed  hospital  and  home  care 
documentation  and  conferenced  regarding 
management  of  the  referral  and  home  visit, 
regulatory  requirements,  appropriate  management, 
assessment,  and  care  planning.  Agency  screening, 
admissions/ROC  policies  to  be  reviewed  and 
updated  as  deemed  appropriate. 

Responsible  Person(s): 
Melissa  Allard,  HHHC  DPS 
Cherry  Bowhall,  SJCHHA  DPS 


Hospitals  Home  Health  Care  DPS  to  confer  with 
Hospitals  Home  Health  Care  Administrator  or  St. 
Joseph's  Home  Care  DPS  when  safety 
issues/concerns  arise  to  assure  appropriate  patient 
management. 

Responsible  Person(s): 
Cherry  Bowhall,  SJCHHA  DPS 
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The  skilled  nurse  left  the  patient's  residence 
without  ensuring  that  a  plan  was  in  place  to  meet 
the  patient's  needs. 

This  record  was  discussed  with  the  DPS  on 
04/06/07  and  06/12/07.  No  additional 
information  was  provided. 

484.55(d)(2)  UPDATE  OF  THE 
COMPREHENSIVE  ASSESSMENT 

The  comprehensive  assessment  must  be  updated 
and  revised  (including  the  administration  of  the 
OASIS)  within  48  hours  of  the  patient's  return 
to  the  home  from  a  hospital  admission  of  24 
hours  or  more  for  any  reason  other  than 
diagnostic  tests. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  the  clinical  record, 
information  for  patient  #1  and  interviews  with 
the  Director  of  Patient  Services  (DPS),  evidence 
is  lacking  that  the  agency  completed  a 
comprehensive  assessment  of  the  patient's  needs 
upon  discharge  from  the  hospital  as  follows: 

Patient  #1  was  admitted  to  the  agency  on 
1 1/28/06  with  a  primary  diagnosis  of  liver 
cancer  and  secondary  diagnoses  of  generalized 
weakness,  nausea,  neoplasm  related  pain  and 
esophageal  reflux.  On  01/22/07,  the  patient  was 
admitted  to  the  hospital  with  dehydration.  On 
01/26/07,  the  home  care  agency's  Intake 
Coordinator  (a  nurse  employed  by  the  agency  to 
assess  and  screen  patient's  for  agency 
admission)  was  informed  that  the  patient  would 
be  discharged  from  the  hospital  today 
(01/26/07).  The  hospital  record  was  reviewed 
by  the  surveyor  on  06/12/07.  In  the  progress 
notes  section  of  the  hospital  record  dated 
01/26/07,  the  hospital  case  manager  documented 
"the  home  care  nurse  coordinator  is  here  to 
explain  palliative  care  to  the  patient,  all 
information  given  to  the  agency  (home  care 
agency)".  


G  159 


G  340 


See  G  118  and  G  159. 

DPS/covering  administrator  to  review  all  Seen  not 
Admitted  patients  with  staff  at  time  of  in-home 
assessment  to  ensure  appropriateness  of  destination 
and  ensure  patient  has  adequate  plan  in  place  to  be 
safe.  Seen  Not  Admitted  patients  will  be  trended 
monthly  and  reported  quarterly  to  the  Professional 
Advisory  Committee. 

Responsible  Person(s): 

Melissa  Allard,  HHHC  DPS 

Kathy  Phillips,  CHHA  PI  Specialist 

Helen  Dalaker,  CHHA  Manager  Pi/Education 


6/14/07  and 
on«oins; 
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On  01/27/07  at  1 0:40  a.m.,  the  home  care 
agency  skilled  nurse  (SN)  visited  the  patient  to 
conduct  an  initial  admission  assessment  (not  a 
resumption  of  care  assessment).  The  SN 
documented  that  she  began  her  assessment  and 
noted  that  the  patient  was  lying  on  a  urine 
soaked  couch.  The  SN  also  documented  that  the 
patient  was  unable  to  stand  with  her  walker  and 
assistance  of  1  person.  The  SN  and  the  patient's 
brother  (who  just  had  surgery)  assisted  the 
patient  to  stand  and  ambulate.  The  SN  then 
provided  the  patient  with  personal  care  and 
determined  that  the  patient  could  not  be 
admitted  to  the  agency. 

The  SN  documented  that  she  called  the  patient's 
physician  and  explained  that  the  patient  needed 
to  be  readmitted  to  the  hospital  due  to  safety 
concerns.  The  SN  documented  on  the  visit  note 
01/27/07  that  UMD  (physician)  does  not  plan  on 
admitting  her  (back  to  the  hospital)  because  she 
is  lying  in  urine'\  The  skilled  nurse  failed  to 
complete  the  home  care  initial  comprehensive 
assessment  including  the  following:  vital  signs, 
cardiopulmonary,  genitourinary,  gastrointestinal 
system,  availability  of  medications  (including 
Coumadin),  nutritional  status  including  the 
availability  of  food  and  fluids. 

The  skilled  nurse  failed  to  perform  a  complete 
assessment  of  the  patient  and  the  patient  was  left 
with  no  plan  to  ensure  that  she  was  safe  in  her 
home  without  home  care  services. 

■The  skilled  nurse  did.  however,  discuss  the 
patient's  status  with  the  DPS  during  the 
admission  visit.  The  DPS  stated  that  the  agency 
"cannot  open  to  services  and  we  (the  agency) 
will  alert  MSW  (Medical  Social  Work)  on 
Monday  (01/29/07)  and  make  a  call  to  Adult 
Protective". 
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On  06/21/07.  the  surveyor  spoke  to  the  DPS  to 
discuss  the  above  findings.  The  surveyor  asked 
for  clarifications  regarding  why  care  was  not 
resumed  on  the  day  of  discharge  from  the 
hospital.  The  DPS  stated  that  the  agency  does 
not  make  visits  to  the  patients  on  the  same  day 
as  discharge  from  the  hospital.  The  DPS  also 
stated  that  when  the  patient  was  assessed  on 
01/27/07,  the  60  day  certification  period  had 
expired.  Therefore,  the  patient  was  assessed  as  a 
new  admission  and  due  to  the  lack  of  a  caregiver 
and  incontinence  identified  during  the  admission 
process,  the  patient  did  not  meet  the 
requirements  for  admission  to  the  agency. 

Failure  of  the  skilled  nurse  to  complete  a 
comprehensive  assessment  of  the  patient 
resulted  in  the  patient's  needs  not  being  met. 
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Plan  of  Correction  Due  Date:  Decern ber  31,^2009 

Dear  Lynn: 

Enclosed  please  find  our  revised  Plan  of  Correction; for  Menorah  Park  Home  Care.  The  credible 
allegation  of  compliance  as  requested  in  the  attached  document. 

Feel  free  to  contact  me  at  (315)  446-91 1 1  ext.  1 14  if  you  have  any  questions. 

Best  regards, 


Mary  Ellen  Bloodgood 
Chief  Executive  Officer 
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Initial  Comments 


I  This  statement  of  deficiencies  is  the  result  of  an 
:  Article  36  Full  survey  and  three  complaint 
i  investigations  #  NY00078274,  NY00078695  and 
|  NVQ0078682. 

|  The     vey  consisted  of  reviews  of  16  patient 
;  recx         isrvational  home  vists,  13  personnel 
!  ^cords,  pL  icies  and  procedures,  Quality 
■  durance  meeting  minutes  for  the  most  recent 
and  interviews  with  agency  staff. 
Addition.  ,  surveyors  observed  each  of  the  50 
patients  served  by  the  Licensed  Home  Care 
Services  Agency  throughout  the  survey  by 
walking  through  each  of  the  4  units. 

The  complaints  were  substantiated. 

The  above  Licensed  Home  Care  Services 
Agency  is  currently  providing  care  in  an  . 
unlicensed  residential  setting  to  many  patients 
with  complex  needs,  who  are  compromised  both 
(  physically  and  mentally,  and  who  live  on 
residential  units  in  ah  "institutional-like" 
environment.  Patients  reside  on  any  one  of  the 
following  four  distinct  units  that  are  located  on  the 
2nd  and  3rd  floors  of  a  3  story  building,  divided 
into  wings  that  are  separated  by  long  corridors:  a 
locked  dementia  unit  (25  bed  capacity);  a . 
palliative  care  unit  (8  bed  capacity)  for  end  of  life 
care;  and  2  independent  units.  Congregate  dining 
areas  are  located  on  each  unit  except  Palliative 
Care. 


[  The  Operator  is  advertising  its  "residence"  in 
|  brochures  and  newsletters  that  read  as  follows: 
j  "assistive  living  community  that  offers  security, 
support,  comfort,  and  24-hour  staff  to  care  for 
those  with  physical  and  memory  care  needs"; 
"when  you  need  home  care  ...we'fe  more  than 
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This  POC  addresses  the  deficiencies 
noted  in  patient  rights,  patient 
assessments,  plan  of  care 
development,  supervision  of  patient 
care,  staff  orientation  and  training 
■  and  emergency  preparedness  along 
with  the  negative  outcomes  for 
patients  #9,  10,  13  and  14.  Identified 
deficiencies  have  been  corrected,  all 
patients  have  been  evaluated 
regarding  being  at  risk  for 
deficiencies  and  were  immediately 
corrected,  policies/procedures  have 
been  formulated,  reviewed  and 
revised  as  indicated.  All  new  and 
revised  policies  and  procedures  have 
been  reviewed  by  the  governing 
board  on  01/26/10.  All  staff  have 
been  in-serviced  on  POC  with  signed 
attendance  sheet  for  verification. 
This  information  has  been  added  to 
new  hires  orientation.  Appropriate 
audits  of  changes  are  being 
performed  and  reported  at  Menorah 
Park  Home  Care  monthly  QA 
meetings  for  continuous 
identification,  trending  and  follow-up 
of  issues  for  six  months  then 
reevaluated. 

Responsible  Party:  CEO 
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just  a  nursing  home";  "palliative  care.. .we  are  not 
just  a  place,  but  also  a  philosophy  of  care... we 
offer  emotional,  physical  and  spiritual  guidance 
;  for  the  individual  and  family  members". 

The  survey  resulted  in  significant  deficiencies  in 
the  following  areas:  patient  rights;  patient 
assessments;  plan  of  care  development; 
supervision  of  patient  care;  staff  orientation  and 
training,  and  emergency  preparedness.  Negative 
outcomes  (death)  were  identified  for  four  patients- 
#9,  10,  13,  and  14. 


H204 


766.1(a)(1)  Patient  rights 

Section  766.1  Patient  rights. 

„  (a)  The  governing  authority  shall  establish  written 
policies  regarding  the  rights  of  the  patient  and 
shall  ensure  the  development  of  procedures 
implementing  such  policies.  These  rights,  policies 
and  procedures  shall  afford  each  patient  the  right 
to: 

(1)  be  informed,of  these  rights,  and  the  right  to 
exercise  such  rights,  in  writing  prior  to  the 
initiation  of  care,  as  evidenced  by  written 
documentation  in  the  clinical  record; 


(2)  be  given  a  statement  of  the  services  available 
fay  tne  agency  and  related  charges; 

(3)  be  advised  before  care  is  initiated  of  the 
extent  to  which  payment  for  agency  services  may 
be  expected  from  any  third  party  payors  and  the 
extent  to  which  payment  may  be  required  from 
the  patient. 


f  (i)  The  agency  shall  advise  the  patient  of  any 
'  changes  in  information  provided  under  this 
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v  Correction 

-  *™  written  patient  rights  statement  has  been 
^-4eveloped  to  meet  10NYCRR  766.1  standard. 


'ieces  that  were  revised: 
Informed  of  Patient  Rights 


Responsible  Party: 
Administrator 
12/30/09 


^3|Rights  to  exercise  such  rights 
'^♦Rights  in  writing  prior  to  care 
"-^Written  documentation  in  the  clinical  record 

^  charges 


•Given  a  statement  of  services  and  related  | 

Responsible  Partv: 
C^V^  t*Agency  shall  advise  the  patient  of  any  changesCase  Manager 


■i 


jin  information  provided  no  later  than  30 
calendar  days  from  date  agency  is  aware  of 
change 

•Information  is  provided  verbally  and  in  writing 

Ail  services  agency  is  to  provide,  when  and 
how  services  are  to  be  provided 

•Name  and  function  of  any  person  and  affiliated 
agency  providing  care  and  services 

Protection  of  Others 


This  patient  rights  statement  has  been  given  to, 
discussed  and  received  by  a II  present  patients. 
This  is  documented  in  their  clinical  records.  The 
statement  will  be  reviewed  at  each  re- 
[  assessment  of  patient. 
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paragraph  or  paragraph  (2)  of  this  subdivision  as 
soon  as  possible,  but  no  later  than  30  calendar 
days  from  the  date  the  agency  becomes  aware  of 
the  change. 


(ii)  All  information  required  by  this  paragraph  shall 
be  provided  to  the  patient  both  orally  and  in 
writing; 

(4)  be  informed  of  all  services  the  agency  is  to 
provide,  when  and  how  services  will  be  provided, 
and  the  name  and  functions  of  any  person  and 
affiliated  agency  providing  care  and  services. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  a  review  of  16  patient  records, 
interviews  with  the  Director  of  Home  Care,  and 
agency  staff,  there  is  a  lack  of  evidence  in  16 
(100%)  records  that  patient/family  was  informed 
of  the  services  the  agency  is  to  provide;  was 
given  a  statement  of  charges  associated  with 
these  services  and  was  informed  of  when  and 
how  these  services  will  be  provided. 

Failure  of  the  agency  to  inform  the  patient/family 
of  the  services  available  and  how  these  services 
will  be  implemented  has  resulted  in  the 
patient/family's  inability  to  make  an  informed 
decision  regarding  the  patient's  plan  of  care. 

Specifically,  the  agency  failed  to: 

o  identify  patient  specific  needs  during  the  initial 
nursing  assessment 

j  o  identify  changes  in  patient  needs  during  skilled 

j  nursing  re-assessments 

i 

t 

'  o  develop  a  complete  and  comprehensive  plan 
of  care  that  addresses  the  patient's  complex 
physical  and  cognitive  needs 
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Prevention  of  Reoccurrence 

Adherence  to  this  policy  is  being  monitored  by 

100%  of  clinical  record  review  for  January, 

February  and  March  2010  to  identify 

compliance,  trends  and  issues  and  reported 

monthly  at  QA  and  then  reevaluated  per  QA 

policy  and  procedures.  Responsible  Party 

Inservice  Administrator 

Patient  Rights  Statement  was  reviewed  with  all   oi|/1 2/10 

current  staff.  A  signed  staff  roster  has  been 

placed  in  our  files  and  is  available  for  DOH 

review.  This  information  will  be  incorporated 

into  orientation  for  new  hires.  „  n 

Responsible  Party 

Administrator  anc 

Director  or  Home 

Care  (jl/05,  01 /Of 

&  01/07/10 
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o  discuss  the  plan  of  care  with  the  patient/family 
and  inform  them  of  how  these  needs  will  be  met 

o  provide  the  patient  and  family  with  a  statement 
of  all  charges  for  these  services  prior  to  the 
initiation  of  care. 

On  10/23/09,  during  an  interview  with  the  Director 
of  Home  Care,  the  surveyor  requested  copies  of 
the  statements  of  services  and  charges  that  were 
given  to  the  patients  and  families.  As  of 
11/10/09,  the  information  was  not  provided  to  the 
surveyor 


766.1(a)(5)  Patient  rights 

Section  766.1  Patient  rights. 

(a)  The  governing  authority  shall  establish  written 
policies  regarding  the  rights  of  the  patient  and 
shall  ensure  the  development  of  procedures 
implementing  such  policies.  These  rights  policies 
and  procedures  shall  afford  each  patient  the  right 


(5)  participate  in  the  planning  of  his  or  her  care 
and  be  advised  in  advance  of  any  changes  to  the 
plan  of  care. 

This  Regulation  is  not  met  as  evidenced  by- 
Based  on  a  review  of  16  patient  records  and  an 
interview  with  the  Director  of  Home  Care 
evidence  is  lacking  in  16  (100%)  records'that 
patients  are  offered  the  opportunity  to  participate 
in  the  planning  of  their  care  and  that  patients  are 
advised  of  any  changes  to  the  plan  of  care 
Patients  1-16 


,  Failure  of  the  agency  to  offer  patients  the 
!  opportunity  to  participate  in  the  planning  of  their 
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,3    A  new/revised  policy/procedure  for 
Patient  Rights  has  been  developed  to 
J    meet  and  implement  the  requirements 
of  10NYCRR  766.1  (a)(5)  standard. 
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•Participate  in  the  planning  of  his/her 

care  and  be  advised  in  advance  of  any  I 

changes  to  the  Plan  of  Care.        D        L  „  ^ 
a  Responsible  Partv: 

Administrator 

12/30/09 

Protection  of  Others  [ 

All  present  patients  have  had  a  new  ! 
comprehensive  assessment  J 
completed  and  their  Plan  of  Care  J 
reviewed  and  updated.  The  Plan  of  j 
Care  has  been  reviewed  with  J 
patient/family  for  their  input.  This  is  j 
documented  in  the  clinical  records.  I 

Responsible  Partv: 
Case  Manager 
01/19/10 
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care  may  lead  to  unmet  patient  needs  and 
possible  negative  patient  outcomes. 

The  surveyor  interviewed  and  reviewed  this 
information  with  the  Director  of  Home  Care  on 
1 1/2/09.  No  new  evidence  was  provided. 

H  304  766.2(a)(1)  Patient  service  policies  and 
procedures 

766.2  Patient  service  policies  and  procedures. 

(a)  The  governing  authority  shall  ensure  for  each 
health  care  service  provided  that: 

(1)  written  policies  and  procedures  consistent 
with  current  professional  standards  of  practice 
.are  developed  and  implemented  for  each  service 
and  are  reviewed  and  revised  as  necessary. 
--This  Regulation  is  not  met  as  evidenced  by: 
Based  on  a  review  of  5  records  for  patients  who 
had  died  within  the  past  13  months  while  on 
service  in  the  home  care  agency,  policies  and 
procedures  and  interviews  with  agency  staff, 
there  is  no  evidence  in  5  records  (100%)  that  the 
agency  implemented  standards  of  practice  for 
end  of. Jife  care.  Patients  #  8,  9,  10,  T^IT 

o  In  2  of  2  records  reviewed  for  patients  who 
died  between  September  2008  and  November 
2008,  the  agency  failed  to  initiate  measures  to 
provide  emergency  medical  care  (activating  91 1) 
,  for  patients  who  did  not  have  a  physician's  order 
j  for  DNR  (Do  Not  Resuscitate).  Patient's  #  9,  10. 

j  1 .  Patient  #  1 0  was  admitted  to  the  agency  on 
j  07/06/06  with  diagnoses  of  dementia,  seizures 
I  and  syncope.  The  patient  resided  on  the  locked 
j  dementia  unit.   The  patient  record  contains 
j  conflicting  information  regarding  the  patient's  date 
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^  21(3       Prevention  of  Reoccurrence 

Adherence  to  this  policy  is  being  monitored  by 
100%  chart  review  on  present  patients  and  at! 
new  admissions  in  January,  February  and  March 
2010,  reported  at  QA  monthly,  then  monitored 
according' to  our  QA  policies  and  procedures  with 

Responsibility  Party: 
Case  Manager 
01/1$/10 

New  policy  has  been  reviewed  with  all  current 
staff.  A  signed  staff  roster  has  been  placed  in  our 
files  and  is  available  for  DOH  review.  This 
information  will  be  incorporated  into  orientation 
for  new  licensed  staff.  Responsibility  Party: 


random  chart  reviews. 
Inservice 


H  304 


Director  of 


Home  Car 


Correction 

A  written  policy/procedure  and  documentation 
sheet  has  been  developed  to  meet  10NYCRR 
766.2 

^•Written  policies  and  procedures  with  current 
'  professional  standards  of  practice 

•Deliver  of  each  service  is  documented  in  the 
clinical  record 

•To  extent  possible  services  are  provided  by 
same  person 

•Display  proper  identification 
•Storage  of  supplies 

•Evaluation  of  equipment  Resoonstlp 
•Procedure  for  new  services 
•Discharge  plan 
Protection  of  Others 


&  Administrator 
01/15/10 


le  Party: 
Administrator  / 
Director  of  Home 
Care  Ojl/11/10 


All  current  patients/families  have  had  all  relevant  J 
policies/procedures  reviewed  with  documentation  ; 
of  this  review  in  the  clinical  record.  This  review  j 
with  current  patients/families  included  Advance  j 
Directives.  '  Responsible  Party: 

Case  Manager 
01/11/10 
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of  death.  Specifically,  the  home  health  aide 
documented  in  the  activity  record  that  the  patient 
passed  away"  during  the  evening  shift  on 
11/19/08.  The  RN  case  manager  documented 
that  the  patient  passed  away  on  1 1/20/08.  The 
RN  case  manager  failed  to' document  the  the 
time  of  death  and  who  found  the  patient. 

Further  review  of  the  patient  record  identified  that 
the  patient  did  not  initiate  an  advanced  directive 
for  Do  Not  Resuscitate  (DNR).  There  is  no 
evidence  in  the  patient  record  that  in  the  absence 
of  a  DNR  orderemergency  care  was  initiated 
(91 1  called).  Additionally,  there  was  no 
documentation  of  who  pronounced  the  patient 
dead. 

This  record  was  discussed  with  the  Director  of 
Home  Care  on  10/29/09  who  stated  that  this 
issue  occurred  before  she  was  Director  and  that 
this  is  why  they  developed  the. policy  on 
"Pronouncement  of  Death"  in  February  2009. 

2.  Patient  #  9  was  admitted  to  the  agency  on 
06/04/07  with  a  diagnosis  of  dementia  and 
hypertension.  The  patient  record  failed  to  contain 
documentation  that  emergency  care  was  initialed 
{yi  1  called)  when  changes  in  the  patient 
condition  were  brought  to  the  attention  of  the 
Director  of  Home  Care.  The  patient  record 
contained  an  undated  document  written  by  the 
,  Director  of  Home  Care  labeled  "Reason  for 
I  Referral/Discharge  -  expired"  The  Director  of 
j  Home  Care  failed  to  document  the  date  or  time  of 
j  death;  the  person  that  found  the  patient  and  how 
!  the  patient  was  found.  The  only  date  on  the 
j  document  was  the  date  that  the  physician  was 
notified  of  the  death  (  09/25/09).  There  was  no 
:  documentation  in  the  patient  record  that  the 
patient  had  initiated  an  advanced  directive  for  Do 
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Prevention  of  Reoccurrence 
Adherence  to  this  policy  is  being  monitored 
by  100%  of  clinical  record  review  for 
January,  February  and  March  2010, 
reported  monthly  at  QA  for  compliance, 
trends  and  issues,  then  reevaluated  as  per 
,  QA  policies  and  procedures,  Case  Manager 
is  responsible  for  tallying  audits,  identifying 
trends  and  submitting  a  summary  monthly  at 

OA  J 

Responsible  Partv: 

Case  Mahager 
Inservice  01/15/10 
New  policy  has  been  reviewed  with  all 
current  licensed  staff.  A  signed  staff  roster  I 
has  been  placed  in  our  files  and  is  available  j 
for  DOH  review.  This  information  will  be  j 
incorporated  into  orientation  for  new  „        .J,  „ 
lirPncipH  ctaff  •        Responsible  Partv: 

licensed  staff.  Director  cjf  Home 

Care  &  Administrator 
01/12/10 
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Not  Resuscitate  and  no  documentation  that 
emergency  care  was  initiated  (911  called)  when 
the  patient's  condition  deteriorated. 


The  patient  record  contained  a  late  entry 
progress  note  that  was  not  entered  into  the 
record  until  12/15/08,  3  months  after  the  patient's 
death.  The  late  entry  progress  note  was  written 
by  the  Director  of  Home  Care  and  stated  "late 
entry  summary  for  09/25/08  7  am  to  8  am".  The 
Director  of  Home  Care  documented  that  she  was 
called  by  the  home  health  aide  to  assess  a 
|  change  in  the  patient's  mental  status.  The 
|  Director  failed  to  document  an  assessment  of  the 
patient's  status.  The  Director  documented  that 
she  called  the  physician  (who  was  the  son-in-law) 
and  "explained  assessment  findings."  The 
Director  documented  "the  physician  spoke  to  his 
wife,  the  health  care  proxy  and  they  did  not  want 
to  send  (the  patient)  to  the  hospital  even  though 
the  reported  findings  were  indication  of  end  of 
life."  The  Director  of  Home  Care  called  the 
physician/son-in-law  again  to  report  that  end  of 
life  was  imminent,  however,  the  Director  failed  to 
document  the  assessment  and  failed  to  initiate 
calling  91 1  in  the  absence  of  a  DNR  order.  The 
decision  not  to  follow  standards  of  practice  for 
emergency  treatment  was  solely  based  on  a 
verba!  discussion  with  the  patient's 
physician/son-in-law.  There  was  no  evidence 
that  the  Director  of  Home  Care  spoke  with  the 
patient's  health  care  proxy. 

j  This  record  was  discussed  with  the  Director  of 
Home  Care  on  10/29/09  who  stated  that  this 
issue  was  before  she  was  Director  and  that  this  is 
why  they  developed  the  policy  on 
"Pronouncement  of  Death"  in  February  2009. 

|  Failure  to  initiate  resuscitation  efforts  for  patients 
if  Health  Systems  Management  /  Office  of  Long  Term  Care 
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without  Advanced  Directives  for  Do  Not 
Resuscitate  resulted  in  negative  outcomes 
(death)  for  patients  #  9  and  10. 

The  failure  to  implement  agency  specific  policies 
and  procedures  developed  in  February  2009,  has 
resulted  in  a  failure  to  ensure  that  questionable 
circumstances  surrounding  patient  deaths  were 
adequately  investigated  for  2  patients  who  were 
"found"  by  agency  staff  dead.  A  third  patient 
record  failed  to  contain  any  documentation  of  her 
death. 


in  3  of  3  records  reviewed  for  patients  who  died 
in  the  October  2009,  interviews  with  agency  staff 
and  policy  and  procedure  review,  there  is  no  ' 
evidence  in  3  records  (100%)  that  agency  staff 
followed  policies  and  procedures  regarding 
patient  assessments  and  reporting  at  the  time  of 
death. 

Examples  are  as  follows: 

On  10/26/09,  during  an  interview  with  the  Director 
of  Home  Care,  surveyor  requested  a  copy  of  the 
agency's  policy  and  procedure  for  care  of  the 
patient  who  is  found  unresponsive  or  without  a 
pulse  or  respiration.  The  Director  of  Home  Care 
provided  the  surveyor  with  a  policy  dated  "02/09" 
labeled  "Pronouncement  of  Death".  The  policy 
states  that  if  the  patient  is  a  "full  code,  91 1  is 
called.  If  the  patient  is  pulseless  and  breathless 
with  a  DNR  the  physician  is  notified  with  details  of 
how  the  resident  was  found,  any  falls  within  30 
days  and  asked  if  he  would  like  to  sign  the  death 
certificate  or  does  he  want  the  Medical 
examiner's  office  notified.  Information  requested 
by  the  ME's  office  will  be  supplied  accordingly." 

The  agency  faiied  to  follow  the  above  procedure 
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in  the  following  examples; 


1 .  Patient  #1 3  was  admitted  to  the  agency  on 
04/1 0/05  with  a  diagnosis  of  dementia.  The 
clinical  record  contained  a  progress  note  dated 
10/03/09  at  "2230"  (10:30  pm)  written  by  the 
Supervising  RN  from  the  skilled  nursing  facility 
and  stated  that  the  patient  had  died.  The  RN 
documented  that  the  patient  was  found 
unresponsive  by  the  home  health  aide  on  rounds 
had  no  pulse,  heartbeat  or  respirations.  The  RN 
failed  to  document  how  the  patient  was  found  or 
how  the  death  occurred. 

Surveyor  interviews  conducted  between  10/26/09 
and  1 1/06/09,  with  agency  staff  identified  that  the 
patient  had  sustained  significant  injuries  from  her 
head  being  stuck  in  the  siderails.  The  staff 
informed  surveyors.that  the  patient's  head  was 
"stuck  in  between  the  siderails,  and  her  legs  were 
off  the  bed  with  her  feet  touching  the  floor" 
Additionally,  staff  informed  the  surveyor  that  the 
patient's  head  was  stuck  between  the  siderails 
and  they  had  a  difficulty  getting  her  head  out  of 
the  siderails.  Ail  staff  interviewed  by  the  surveyor 
verified  the  existence  of  siderails  on  the  bed, 
although  there  is  no  evidence  in  the  patient 
record  of  such. 

There  was  no  evidence  in  the  patient  record  that 
the  patient  was  checked  at  anytime  during  the 
evening  of  her  death  or  that  any  care  was 
provided. 


|  On  1 1/10/09,  the  surveyor  interviewed  the 

j  Administrator,  and  informed  her  that  there  was  no 

j  documentation  of  communication  with  the 

;  physician  to  report  the  patient's  death.  The 

I  surveyor  asked  where  the  information  would  be 
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Investigation  completed  to  extent 
possible,  investigation  report  kept  in 
Director  of  Home  Care  office. 


Responsible  Party 
Director  of  Home 
Care  12/21/09 


R75W1 1 


if  continuation  sheet  9  of  5" 


Jew  York  State  Department  of  Health 


"ATEMENT  OF  DEFICIENCIES 
JD  PLAN  OF  CORRECTION 


FORM  APPRO1 


\ME  OF  PROVIDER  OR  SUPPLIER 
IENORAH  PARK  HOME  CARE  AGENCY 


(X1)  PROVIDER/SUPPL1ER/CUA 
IDENTIFICATION  NUMBER: 

 LC0318A 


(X4)  ID 
PREFIX 
TAG 


(X2)  MULTIPLE  CONSTRUCTION 

A  BUILDING  

6.  WING 


STREET  ADDRESS,  CITY,  STATE,  ZIP  CODE 

4101  EAST  GENESEE  STREET 
SYRACUSE,  NY  13214 


(X3)  DATE  SURVEY 
COMPLETED 

c 

12/17/2009 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
{EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


H  304  Continued  From  page  9 

documented?  The  Administrator  stated  that  it 
would  be  in  the  record,  she  knows  that  the  RN 
must  have  called  and  "just  didn't  document  it." 
As  of  1 1/20/09,  no  documentation  was.provided 
to  the  surveyor. 

| 

On  1 1/24/09,  the  surveyors  interviewed  the 
Director  of  Home  Care  regarding  her  knowledge 
of  the  patient's  death.  The  Director  of  Home 
Care  stated  that  she  called  by  the  SNF 
Supervisor  at  the  time  of  the  patient's  death  The 
Director  of  Home  Care  stated  that  she  came  in  to 
the  agency  to  assist  the  SNF  Supervisor  The 
surveyor  asked  the  Director  if  this  was  normal 
procedure  for  a  patient  death  on  off  hours  She 
stated  no  but  did  not  explain  why  she  came  in 
when  this  patient  died. 

The  surveyor  asked  the  Director  if  she 
questioned  staff  regarding  how  the  patient  found 
as  outlined  in  the  agency's  policy 
"Pronouncement  of  Death  dated  02/09  "  The 
Director  stated  that  she  did  not  ask  staff,  but  the 
SNF  Supervisor  told  the  Director  that  the  "patient 
was  on  the  side  of  the  bed  somehow"  The 
Director  stated  that  she  asked  the  SNF 
Supervisor  if  there  was  a  "problem"  and  the 
Supervisor  stated  "no".  The  Director  stated  that 
she  did  not  speak  to  any  other  staff  about  the 
position  of  the  patient  when  she  was  found. 

j  The  surveyor  asked  if  she  went  in  the  patient's 
j  room  and  looked  at  the  patient?  The  Director 
j  stated  yes  "when  I  saw  her  -  she  was  in  bed  no 
I  ™arks-  no  evidence  she  had  a  traumatic  death" 
j  The  surveyor  asked  the  Director  to  clarify  what 
j  she  ment  by  marks  or  traumatic  death?  The 
|  Director-stated  "I  just  didn't  see  any  marks  I  only 
|  saw  her  upper  body,  I  didn't  look  at  her  back  " 
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The  surveyor  asked  the  Director  of  Home  Care  if 
anyone  had  contacted  the  physician  the  evening 
that  the  patient  died  10/03/09.  The  Director 
stated  that  she  called  him  that  night.  The 
surveyor  asked  where  that  was  documented  and 
what  time  she  called?  The  Director  stated  that 
she  didn't  document  the  call  and  that  she  spoke 
to  "someone"  at  about  1 1  pm.  The  surveyor 
contacted  the  physician  on  12/01/09  to  determine 
the  time  of  the  call  and  received  conflicting 
information. 

Specifically,  on  12/01/09,  2:25  pm,  the  surveyor 
contacted  the  patient's  primary  physician  and 
asked  if  he  received  a  phone  call  on  10/03/09 
informing  him  that  the  patient  had  died.  He 
stated  that  he  did  not,  but  looking  through  his 
patient's  record  found  "a  note  dated  1 1/04/09  at 
02:18  pm  -  FYI  Ms....  passed  away  10/03/09". 
This  is  a  contradiction  of  the  information  provided 
to  the  surveyor  by  the  Director  of  Home  Care  on 
11/24/09. 

2.  Patient  #  14  was  admitted  to  the  agency  on 
11/19/07  with 'a  diagnosis  of  schizophrenia.  The 
patient  record  contained  a  document  labeled 
"Progress  Note",  written  by  the  Director  of  Home 
Care,  and  dated  10/13/09.  The  document 
identified  the  reason  for  the  note  was  "death", 
however,  the  note  lacked  the  time  of  death,  the 
physical  condition  when  found  and  any  injury  that 
the  patient  may  have  sustained. 


Specifically,  through  interviews  with  agency  staff, 
the  surveyor  was  informed  that  the  patient  was 
found  by  another  patient  walking  by  the  patient's 
room  and  that  the  patient  sustained  a  forehead 
laceration  and  hematoma  above  the  laceration. 
This  information  was  not  documented  in  the 
patient  record  and  conflicting  information  was 
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obtained  through  interviews  with  agency  nursing 
staff  who  were  assigned  to  place  the  patient  back 
to  bed  after  her  death. 


The  surveyor  interviewed  the  Senior  Living 
Coordinator  on  1 1/1 0/09  who  stated  that  on 
10/13/09  around  lunch  time,  she  was  summoned 
by  a  patient  who  stated  that  someone  "fell".  The 
Senior  Living  Coordinator  stated  that  she  went 
into  the  doorway  of  the  patient's  room  called  her 
name  and  she  did  not  answer.  The  coordinator 
stated  that  she  saw  the  patient  on  the  fioor  with 
her  face  away  from  the  door  with  food  strewn 
around  her  face.  The  Coordinator  who  is  not  a 
nurse  called  the  RN  Administrator  for  help.  The 
Senior  Living  Coordinator  stated  that  she  left  the 
room  and  only  returned  to  help  clean  up  the  blood 
and  food  from  the  fioor  after  the  patient  was  in 
bed  and  before  the  patient's  family  came  in. 

On  1 1/10/09,  the  surveyor  interviewed  the  RN 
Administrator  regarding  her  knowledge  of  the 
patient's  death.  The  Administrator  stated  that 
she  was  called  to  the  patient's  room  and  found 
that  the  patient  was  on  the  floor  in  front  of  her 
chair  "like.she  just  went  down  into  her  food."  The 
Administrator  stated  that  she  was  "still  warm,  had 
no  pulse  and  was  not  breathing".  The  surveyor 
asked  if  she  had  any  marks  on  her  face?  The 
Administrator  said  "maybe  a  superficial  scratch, 
like  rug  burn."  The  surveyor  asked  her  if  if  there 
was  any  bleeding  or  blood  on  the  fioor?  The 
Administrator  stated  "maybe  a  little  blood  from 
her  nose."  The  surveyor  asked  the  Administrator 
|  why  the  laceration  was  not  documented  in  the 
l  patient  record.  The  Administrator  stated  she 

I  wasn't  aware  that  it  was  not  documented. 

i 

j  The  patient  record  also  failed  to  include  evidence 
|  that  the  patient  received  any  care  on  the  morning 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


^Health  Systems  Management  /  Office  of  Long  Term  Care 
"0RM-  Version  NYS  1 V 17/2009 


H304 


(X5) 
COMPLETE 
DATE 


R75W11 


If  continuation  sheet  12  of  51 


^ew  YorK  State  Department  of  Health 


TATEMENT  OF  OEFICIENCIES 
JO  PLAN  OF  CORRECTION 


(X1)  PROVIOER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


<ME  OF  PROVIOER  OR  SUPPLIER 

IENORAH  PARK  HOME  CARE  AGENCY 


LC0318A 


(X2)  MULTIPLE  CONSTRUCTION 

A.  BUILOING  

B.  WING  


(X4)  IO 
PREFIX 
TAG 


SUMMARY  STATEMENT  OF  OEFICIENCIES 
(EACH  OEFICIENCY  MUST  BE  PRECEoio  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


STREET  AOORESS,  CITY.  STATE.  ZIP  COOE 

4101  EAST  GENESEE  STREET 
SYRACUSE,  NY  13214 


FORM  APPRO1 


(X3)  OATE  SURVEY 
COMPLETEO 

c 

12/17/2009 


H304 


Continued  From  page  12 

of  her  death,  including  every  2  hour  visual 
checks  and  meai  preparation  as  outlined  on  the 
aide  activity  record  and  care  plan. 

On  1 1/24/09,  the  surveyor  interviewed  the 
Director  of  Home  Care  regarding  the  patient's 
death.  The  Director  stated  that  the  patient  had 
fallen  face  down  and  that  she  had  a  small  "cut  on 
her  forehead,  not  edematous"  The  Director 
stated  that  she  checked  her  mouth  for  food  to 
see  if  she  had  choked  there  was  no  evidence  that 
she  choked.  The  surveyor  asked  the  Director 
why  she  didn't  document  the  laceration  or  "small 
cut1  in  the  patient  record?  She  stated  she  "just 
didnr  The  surveyor  asked  the  Director  if  there 
was  blood  on  the  floor,  the  Director  stated  that 
she  didn't  see  any  blood  only  food. 

The  surveyor  asked  if  the  physician  was  notified 
of  the  laceration  to  the  patient's  forehead  The 
Director  stated  that  she  didn't  remember  but  that 
the  physician  asked  that  the  coroner  be  notified 
The  surveyor  further  questioned  the  Director 
about  what  the  Coroner  was  told  about  the 
circumstances  surrounding  the  patient's  death 
including  the  fall  and  laceration.  The  Director  ' 
stated  that  the  Administrator  talked  to  the 
coroner,  but  when  the  surveyor  asked  the  same 
question  again  the  Director  stated  she  spoke  to 
the  coroner  and  only  told  him  that  the  patient  had 
a  medical  collapse".  The  surveyor  asked  the 
;  Director  how  she  knew  that  it  was  a  "medical 
collapse"  when  the  fall  was  unwitnessed-?  The 
;  Director  stated  "she  had  a  medical  collapse 
r  because  her  arms  were  not  out  and  her  legs  were 
.  relaxed"  when  she  was  found.  The  surveyor 
:  .asked  for  clarification  regarding  how  she  came  to 
f  the  conclusion  that  the  patient  died  from  a 
I  medlca!  collapse.  No  further  information  was 
i  provided. 
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developed  to  address  HHA 
documentation  of  patient  care  on  the 
personal  care  record.  The  HHA  must 
document  as  care  is  provided  and 
must  have  the  personal  care  record 
reviewed  by  licensed  staff  at  the  end 
of  each  shift.  The  licensed  staff  will 
sign  the  bottom  of  the  form  indicating 
ihat  the  documentation  is  accurate  and 
complete.  The  night  HHA  must  have 
respective  personal  care  records 
reviewed  by  the  7-3  licensed  staff  to 
verify  appropriate  and  accurate      Responsible  Party: 
documentation.  Administrator 

12/3|0/09 

Prevention  of  Reoccurrence 

Adherence  to  this  policy  will  be 
monitored  by  reviewing  HHA 
documentation  sheets  3  times  per 
week  by  Case  Manager  /  Director  of  J 
Home  Care  reported  monthly  at  QA  for  j 
2  months,  then  reevaluate  based  on 

QA  policy  and  procedure.  Responsible  Party: 

Director  of  Home  Care 
Inservice  &  Administrator 

01/30/10 

HHA  documentation  policy  was  j 
reviewed  with  all  current  staff.  A 
signed  staff  roster  has  been  placed  in 
our  files  and  is  available  for  DOH 
review.  This  information  will  be 
incorporated  into  orientation  for  new 
hires. 
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3.  Patient  #  8  was  admitted  to  the  agency  on 
09/20/04  with  a  diagnosis  of  chronic  obstructive 
pulmonary  disease.  The  surveyor  reviewed  the 
patient  record  and  noted  that  there  was  no 
documentation  in  the  record  after  1 0/04/09  from 
any  home  care  staff.  On  10/30/09  and  11/24/09, 
the  surveyor  interviewed  the  Director  of  Home 
Care  and  asked  for  any  documentation  after 
1 0/04/09.  The  Director  of  Home  Care  stated  that 
there  was  no  subsequent  documentation,  that  the 
patient  died  on  10/04/09.  The  surveyor  asked  for 
documentation  of  the  patient's  death  including 
how  she  was  found,  who  was  notified  and  what 
the  results  were.  The  Director  of  Home  Care 
stated  that  the  she  is  sure  that  she  contacted  the 
physician  but  that  the  patient  was  a  hospice 
patient  "so  maybe  the  hospice  called  ihe  doctor." 
As  of  1 1/24/09,  no  further  documentation  was 
provided  by  the  Director  of  Home  Care. 


H  402  766.3(a)  Plan  of  care 
,  766.3  Plan  of  care. 

The  governing  authority  or  operator  shall  ensure 
that; 

(a)  ail  patients  are  accepted  for  health  care 
services  only  after  a  determination  has  been 
made  by  a  registered  professional  nurse  or  by  an 
i  individual  directly  supervised  by  a  registered 
professional  nurse  that  the  patient's.needs.can  be 
safely  and  adequately  met  by  the  agency. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  a  review  of  16  patient  records,  policy 
and  procedures,  and  interviews  with  agency  staff 
there  is  a  lack  of  evidence  in  1 1  records  that 
patients  are  accepted  for  care  based  on  an 
assessment  that  the  patient's  needs  can  be 
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safely  and  adequately  met  by  the  agency 
Patient*  1,  2,  3,  4f  6,  8,  11,  12,  13,  15,  16 

Failure  of  the  agency  to  admit  patients  without  an 
adequate  assessment  of  their  needs  has  the 
potential  for  negative  outcomes. 


Specifically,  the  agency  has  admitted  patients 
who  require  24  hour  supervision  and  who  can  not 
make  their  needs  known,  due  to  physical  and/or 
cognitive  reasons. 

1.  Patient  #  3  was  admitted  to  the  agency  on 
10/27/09  with  a  primary  diagnosis  of  Alzheimer's 
disease  and  a  surgical  history  of  a  colostomy. 
The  initial  nursing  assessment  completed  on 
1 0/27/09,  failed  to  identify  the  complexity  of  the 
patient's  care  needs  and  failed  to  determine  that 
the  patient's  needs  can  safely  be  met. 

The  patient  was  admitted  to  a  locked  dementia 
unit.  The  assessment  failed  to  address  the 
following  issues  and  identify  how  these  needs 
could  be  safely  met: 

-  patient's  cognitive  ability  to  respond  to 
questions.  Specifically,  the  skilled  nurse 
documented  that  the  patient  "could  not  respond 
to  questions  regarding  hearing  and  vision  due  to 
|  her  cognitive  deficits."  The  skilled  nurse  failed  to 
j  identify  how  the  patient  would  make  her  needs 
j  known  if  she  wasn't  able  to  answer  simple 
|  questions  regarding  her  ability  to  see  and  hear. 

|  -  complete  assessment  of  the  patient's 
[  dysphagia.  The  RN  documented  that  the  patient 
I  had  dysphagia  however,  there  is  no  assessment 
of  the  patient's  ability  to  swaliow  pureed  diet  and 
how  her  nutritional  needs  would  be  met. 
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Adherence  to  this  policy  will  be  monitored 
by  reviewing  100%  of  clinical  records  for  all 
new  admissions  for  January,  February  and 
March  2010,  reported  to  QA  monthly  for 
compliance,  trends  and  issues  and  then 
reevaluated  based  on  QA  policy  and 
procedure. 
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-  assessment  of  the. patient's  ability  to  feed 
herself  or  how  she  would  physically  get  her 
meals.  During  an  observational  visit  on.io/30/09, 
the  surveyor  observed  the  patient  being  fed  by  a 
staff  member.  This  was  not  part  of  the 
assessment  or  the  plan  of  care.  ' 

-  assessment  of  patient's  ability  to  transfer.  The 
RN  only  documented  that  the  patient  had 
weakness,  there  was  no  assessment  of  difficulty 
transferring.  The  RN  documented  that  the 
patient  was  dependent  for  ail  activities  of  daily 
living,  but  failed  to  document  how  these  needs 
would  be  met. 

-  assessment  of  the  management  of  the  patient's 
urinary  incontinence. 


The  registered  nurse  documented  that  the  patient 
was  totally  dependent  for  all  care  needs  however, 
there  is  no  evidence  that  the  patient  can  make 
,  her  needs  known,  and  no  plan  in  place  for  the 
agency  to  provide  frequent  safety  checks,  patient 
positioning  when  in- bed  or  to  ensure  that  there 
are  enough  staff  to  assist  the  patient  in  exiting  the 
building  in  the  event  of  an  emergency. 

On  11/24/09,  the  surveyors  interviewed  the 
Director  of  Home  Care  regarding  the  patient's 
extensive  needs.  The  surveyor  asked  the 
Director  of  Home  Care  how  she  determined  that 
the  patient  was  appropriate  for  admission  when 
she  exceeded  the  agency  criteria  as  outlined  in 
the  policy  "Admission  Criteria"  dated  February 
2009.  The  policy  states  that  the  agency  will  not 
accept  patients  "who  require  2  person  transfer  or 
is  cognitively  impaired  to  the  degree  which 
endangers  the  safety  of  the  resident". 
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The  surveyor  asked  if  the  Director  of  Home  Care 
was  aware  that  the  patient  required  feeding  2 
person  transfer  and  so  cognitively  impaired  that 
she  couldn't  speak?  The  Director  of  Home  Care 
stated  that  the  patient  was  only  there  on  respite 
and  was.only  going  to  be  there  a  couple  of 
months  and  that  when  she  was  at  home  she  was. 
"not  that  bad". 


2.  Patient  #15  was  admitted  to  the  agency  on 
07/15/09  wrth  a  diagnosis  of  type  II  diabetes  and 
a  corneal  transplant.  The  initial  nursing 
assessment  failed  to  include  an  assessment  of 
the  patient's  blindness,  and  ability  to  navigate 
new  surroundings  since  admission  to  the  agency 
The  skilled  nurse  failed  to  assess  how  the 
following  needs  will  be  met  by  the  licensed 
agency: 

-  ability  to  ambulate  to  meals  or  the  bathroom 
related  to  her  blindness 

-  use  of  an  assistive  device  including  a  cane, 

-  patient  requires  assistance  with  activities  of 
daily  living 

-  treatment  and  appropriate  monitoring  of 
dependent  edema. 

-  monitoring  of  diabetes  including  assessments 
of  blood  sugars 


I  Tfh'Sf  £at'ent  iiVSS  'n  an  aPartmer*  which  is  located 
,  at  at  the  end  of  a  long  corridor  On  11/02/09  the 
surveyor  was  walking  by  the  patient's  open  door 
and  asked  the  patient  how  she  called  for  help 
The  patient  stated  "I  press  my  call  button  but 
sometimes  I  can't  find  it  so  I  have  to  wait  for 
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someone  to  come  and  check  on  me".  The 
surveyor  asked  if  she  has  had  to  wait  fong  she 
stated  "sometimes". 

3.   Patient  #2  was  admitted  to  the  agency  on 
12/18/08  with  a  primary  diagnosis  of  Lou  Gehrig's 
disease  and  secondary  diagnoses  of  depression 
and  anxiety.  The  patient  is  also  receiving  hospice 
services.  The  initial  nursing  assessment  dated 
12/18/08  failed  to  address  the  following  patient 
needs: 

-  patient  safety:  the  RN  documented  that  the 
patient  had  flaccid  hand  grip,  foot  drop,  uses 
specialized  wheel  chair..  There  was  no' 
assessment  of  the  patient's  ability  to  transfer  or 
how  the  patient  would  evacuate  the  building  in  the 
event  of  a  fire. 

-  patient's  inability  to  swallow  and  potential  for 
aspiration.  The  RN  documented  that  the  patient 
had  dysphagia,  however,  there  was  no  plan  to 
observe  for  aspiration. 


-  ability  to  communicate  needs:  the  RN 
documented  that  the  patient  had  slurred  speech, 
however,  failed  to  document  the  degree  to  which 
the  slurred  speech  impaired  his  ability  to  to  call 
for  help. 

-  the  patient  has  a  progressive  deteriorating 
neurological  disease  which  will  result  in  the 
patient's  further  inability  to  make  his  needs  known 

j  -  cardiovascular  system  -  Although  the  RN 
|  documented  that  the  patient  had  a  "catheter  to 
|  the  left  chest  wall",  there  is  no  assessment  of  the 
j  condition  of  the  insertion  site,  type  of  dressing  or 
!  the  type  of  catheter  in  place.  There  is  no      ' '  I 
evidence  that  the  agency  has  a  policy  in  place  to 
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maintain  patency  of  the  central'venous  catheter . 


-  respiratory  system  -  The  RN  documented  that 
the  patient  has  dyspnea  and  an  intermittent 
congested  cough,  uses  bi-pap  and  "cough 
assistive  device"  The  RN  failed  to  assess  the 
person  responsible  for  assisting  with  the  bi-pap 
machine,  "cough  assistive  device"  or  the  need  for 
suctioning. 

-  endocrine  status  -  there  is  no  assessment  of 
the  atient's  current  diabetic  status  including 
monitoring  blood  sugars,  yet  he  is  taking  a 
anti-diabetic  medication. 

-  nutritional  status  including  an  assessment  of 
the  patient's  inability  feed  self  due  to  the  flaccidity 
of  the  hands. 

-  genitourinary  system  -  The  skilled  nurse  states 
that  the  patient  needs  assistance  with  using  a 
urinal  however,  there  is  no  documentation  of  how 
this  assistance  will  be  provided. 

On  10/26/09  the  surveyor  interviewed  the  RN 
case  manager  regarding  the  admission  . 
assessment.  The  case  manager  stated  that  he 
was  not  working  for  the  agency  at  that  time  and 
didn't  know  what  the  patient  looked  like  at  that 
time. 

766.3(b)  Plan  of  care 
766.3  Plan  of  care. 

The  governing  authority  or  operator  shall  ensure 
that: 
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(b)  a  plan  of  care  is  established  for  each  patient 
based  on  a  professional  assessment  of  the 
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patient's  needs  and  includes  pertinent  diagnosis 
prognosis,  mental  status,  frequency  of  each  ' 
service  to  be  provided,  medications,  treatments 
diet  regimens,  functional  limitations  and 
rehabilitation  potential. 
This  Regulation  is  not  met  as  evidenced  by- 
Based  on  a  review  of  16  patient  records 
interviews  with  agency  staff  and  policy  and 
procedure  reviews  there  is  a  lack  of  evidence  in 
16  records  (1 00%)  that  the  professional 
assessment  is  of  sufficient  scope  to  identify  the 
needs  of  the  patients. 

Failure  to  complete  an  adequate  professional 
assessment  has  resulted  in  an  inadequate  plan  of 
care  and  unmet  patient  needs. 


1 .  Patient  #  1 1  admitted  to  the  agency  on 
12/13/08  with  a  diagnosis  of  prostate  cancer  a 
colostomy  and  depression.  The  patient  currently 
resides  on  the  locked  dementia  unit.  The 
physician's  plan  of  treatment  states  that  skilled 
nursing  assessments  will  be  conducted  every  3 
months.  The  most  recent  skilled  nursing 
assessment  dated  09/1 1/09  failed  to  include  the 
following: 


I  -  complete  respiratory  assessment  -  the 

j  assessment  includes  an  occasional  cough 

|  however,  there  is  no  assessment  of  lung  sounds 

j  -  colostomy  site,functionality  and  the  person 
responsible  for  providing  colostomy  care. 

-  bladder  incontinence  is  noted  however,  there  is 
no  assessment  of  how  incontinence  is  managed. 

-  musculoskeletal  assessment  including  the 
patient's  mobility,  use  of  a  wheelchair,  use  of  a 
trapeze  for  bed  mobility 
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Protection  of  Others 

All  present  patients. have  had  a  new 
comprehensive  assessment  done,  a 
new  Plan  of  Care  developed  with  input 
from  patient/family  and  this  is 
documented  in  the  clinical  record.  All 
new  patients  will  have  a 
comprehensive  assessment 
completed  and  a  Plan  of  Care 
developed  with  input  from 
patient/family  with  this  documented  in 
the  clinical  record. 

Responsible 

Prevention  of  Reoccurrence     Case  Manager 

01/15/10 

\dherence  to  this  policy  will  be 
monitored  by  reviewing  100%  of  new 
admission's  clinical  records  for 
January,  February  and  March  2010, 
reported  at  QA  monthly  for 
compliance,  trends  and  issues  and  - 
then  reevaluated  based  on  QA  policy* 
and  procedure.  _        .U1  i 

r  Responsible  Party: 

Inservice  Director  of  Honie  Care 

01/15/10  &  ongoing 

Plan  of  Care  policy  has  been  reviewed 
with  all  current  professional  staff.  A 
signed  staff  roster  has  been  placed  in 
our  files  and  is  available  for  DOH  ! 
review.  This  information  will  be  j 
incorporated  into  orientation  for  new  | 
professional  hires.  ,  ; 

Responsible  Party: 
Director  or  Hor^ie  Care 
&  Administrator 
01/12/10 
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-  a  complete  assessment  of  the  patient's  speech 
impairment.  There  is  no  assessment  of  the 
patient's  ability  to  make  needs  known 

-  skin  assessment  -  specifically,  the  RIM 
documented  that  the  patient  had  an  open  wound 
measuring  1.5  x  1.0  cm.  The  nurse  failed  to 
document  the  wound  treatment  provided.  On. 
1 1/02/09,  the  surveyor  interviewed  the  RN  who 
assessed  the  wound  and  asked  what  wound  care 
was  ordered?  The  RN  stated  that  the  LPNs  were 
placing  DuoDerm  on  the  wound  and  changing  it 
every  3  days.  There  was  no  documentation  in 
the  clinical  record  that  this  wound  treatment  was 
provided,  or  that  the  wound  was  being 
monitored/measured. 

-  patient's  ability  to  perform  activities  of  daily 
living,  the  person  responsible  to  provide  this  care, 

On  10/30/09,  at  07:30  am,  the  surveyor  observed 
this  patient  in  his  wheel  chair  in  the  hallway 
outside  of  the  common  area  on  the  "Dementia 
Unit"  isolated  from  other  patients.   The  surveyor 
attempted  to  communicate  with  the  patient,  the 
patient  opened  his  eyes  but  did  not  speak.  At 
1 1 :45  am,  the  surveyor  again  observed  the 
patient  sitting  in  his  wheelchair  in  the  same 
position  in  the  hallway, 

The  Home  Health  Aide  Patient  Care  Plan  dated 
05/07/09  failed  to  address  how  the  above  patient 
needs  will  be  met. 


j  2.  Patient  #  13  was  admitted  to  the  agency  on 
j  04/10/05  with  a  primary  diagnosis  of  dementia 
;  and  secondary  diagnoses  of  hypertension  and' 
|  depression.  The  patient  resided  on  a  locked 
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A  new  Skin  Surveillance  Policy  has 
teen  developed  to  address  skin 
assessments  and  wound  treatment. 
HHA  will  complete  a  "skin  sheet"  with 
each  bath  and  give  to  the  nurse.  Skin 
ijssues  will  be  given  to  the  Case 
Manager  for  follow:up  with  physician 
I  Responsiblfe  Partv: 

protection  of  Others  Administrator  01/15/10 

All  patients  on  the  agency  roster  as  of 
12/30/09  have  had  their  most  recent 
skilled  nursing  visit  assessment  re-done 
to  ensure  complete  and  accurate 
<^assessment.  This  is  documented  in  the 
clinical  record. 

Responsible  Partv: 
Prevention  of  Reoccurrence         Director  of  Home  Care 


01/15 


/10 


adherence  to  this  policy  will  be 
onitored  by  reviewing  100%  of  current 
patients  and  all  new  admission's  clinical 
records  for  January,  February  and 
March  2010,  reported  at  QA  monthly  for 
compliance,  trends  and  issues  and  then 
reevaluated  based  on  QA  policy  and 
procedure. 

Responsible  Partv: 
Inservice  Case  Manager 

VI.  01/1!5/10 

Skin  Surveillance  Policy  has  been  j 
■  reviewed  with  all  current  professional  j 
staff,  A  signed  staff  roster  has  been  [ 
placed  in  our  files  and  is  available  for  | 
DOH  review.  This  information  will  be  j 
incorporated  into  orientation  for  new  j 
professional-hires.  Responsible  Partv: 

Director  ofj  Home  Care 
&  Administrator 
_   .   01 /jl  2/10 
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dementia  unit.  The  physician's  pian  of  care  dated 
04/13/09  to  10/13/09  included  skilled  nursing 
assessment  visits  every  3  months.  The'nursing 
assessment  dated  09/28/09  failed  to  include  an 
assessment  of  the  following:- 

-  musculoskeletal  status.  Specifically,  the  RN 
documented  on  09/28/09  that  the  patient  was 
non-ambulatory  and  had  unspecified  weakness  of 
the  upper  and  Jower  extremities. 

-  patient  safety  while  in  bed.  The  RN 
documented  that  the  patient  was  non-ambulatory 
however,  failed  to  assess  the  patient's  bed 
mobility,  use  of  half  siderails  including 
parameters  for  use'and  guidelines  for  patient 
supervision  when  in  use.  Specifically,  the  home 
health  aide  care  plan  dated  04/1 3/09  failed  to 
include  the  use  of  side  rails  or  the  need  for  visual 
checks  and/or  repositioning  while  in  bed.  In  fact 
the  patient  record  failed  to  include  the  use  of 
siderails  at  all.  Surveyor  interviews  conducted 
with  agency  staff  between  1.0/26/09'and  -1 1/24/09 
confirmed  the  patient's  use  of  siderails. 

Additionally,  the  RN  documented  that  the.patient 
had  a  high  potential  for  falls,  however,  the  nurse 
failed  to  assess  how  trie  patient  would  be  kept 
safe  from  falls. 


-  cardiovascular  system  -  there  is  no  assessment 
of  the  patient's  use  of  therapeutic  anti-emboiitic 
stockings  (TED  stockings),  no  assessment  of 
peripheral  pulses  or  edema.  The  RN 
documented  cardiovascular  "within  normal  limits". 

-  neurosensory  status  including  a  description  and 
assessment  of  the  patient's  tremors,  speech, 
hearing  and  visual  impairment.  Specifically,  the 
RN  documented  that  the  patient  had  tremors 
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however,  there  was  no  assessment  of  the 
location  of  the  tremors.  Additionally,  there  was 
no  assessment  of  severity  of  the  patient's  speech 
impairment  and  her  ability  to  made  her  needs 
known. 

-  nutritional  status  -  there  is  no  assessment  of 
the  patient's  diet,  nutritional  intake  or  physical 
ability  to  self  feed  or  an  assessment  of  the 
patient's  ability  to  chew  and  swallow  food 
Specifically,  the  plan  of  care  dated  04/13/09 
indicates  that  the  patients  medications  must  be 
crushed,  this  was  not  assessed  in  the  09/28/09 
assessment.  ■  i 

-  personal  care  needs  assessment  -  there  is  no 
assessment  of  the  patient's  ability  to  perform  own 
personal  care  and/or  the  person  responsible  to 
provide  the  care. 


3.  Patient  #2  was  admitted  to  the  agency  on 
12/08/08  with  a  primary  diagnosis  of  Lou  Gehrig's 
disease  and  secondary  diagnoses  of  depression 
and  anxiety  and  requires  24  hour  skilled  nursing 
care  and  supervision.  The  patient  is  also  a 
hospice  patient.  The  nursing  assessment  dated 
09/30/09  failed  to  include  an  assessment  the 
following: 


-  patient  safety:  the  RN  documented  that  the 
patient  had  weakness,  and  a  speech  impairment 
The  RN  failed  to  assess  the  severity  of  the 
patient's  neuromuscular  deficits.  Specifically  on 
10/26/09,  the  surveyor  observed  the  patient 
sitting  in  his  motorized  wheelchair  which  he  can 
control  with  the  slight  movement  of  the  right  hand 
between  the  thumb  and  forefinger.  The  surveyor 
also  observed  the  patient  attempting  to  verbally 
caM  for  help.  His  voice  was  weak  and  the  volume 
soft.  The  09/30/09  assessment  failed  to  include 


Health  Systems  Management  /  Office  of  Long  Term  Care 
0RM  Version  NYS  11/1 7/2009 


•  PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTiON'SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(X5) 
COMPLE1 
DATE 


Patient  #  2  was  transferred-to  the 
Jewish  Home  of  CNY  on  12/02/09. 


asm 


R75W11 


If  continuation  sheet  23  of  51 


Jew  York  State  Department  of  Health 

ATEMENT  OF  DEFICIENCIES 
ID  PLAN  OF  CORRECTION 


iME.OF  PROVIDER  OR  SUPPLIER 

ENORAH  PARK  HOME  CARE  AGENCY 


:X4)  ID 
'REFIX 
TAG 


STREET  ADDRESS.  CITY.  STATE.  ZIP  CODE 


4101  EAST  GENESEE  STREET 
SYRACUSE,  NY  13214 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
{EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING ..INFORMATION) 


H404 


Continued  From  page  23 
the  above  observations. 

-  cardiovascular  system  -  There  was  no 
assessment  of  the  patient's  Hickman  catheter 
inserted  into  the  right  anterior  chest  wall  that 
requires  daily  flushes.  The  RN  failed  to  assess 
the  patency  of  this  vascular  access  device 
There  is  also  no  assessment  of  the  patient's 
pulse. 

-  respiratory  system  -  There  was  no  assessment 
of  the  patient's  lung  sounds  or  the  patient's  ability 
to  clear  his  own  secretions.  Additionally  the 
patient  has  Bi-PAP  -  respiratory  support,'  ordered 
at  night,  there  is  no  assessment  of  the  patient's 
use  this  device. 

-  digestive  system  -  There  was  no  assessment 
of  the  patient's  bowel  status  including  the  last 
bowel  movement. 


-  nutritional  status  including  an  assessment  of 
the  patient's  diet,  food  intake,  the  need  to  be  fed 
all  meals 

j  -  genitourinary  system  -  there  was  no 
assessment  of  the  patient's  urinary  continence 
use  of  timed  voiding  or  use  of  a  urinal. 

This  record  was  reviewed  with  the  RN  case 
,  manager  on  10/23/09,  the  surveyor  asked  the 
I  ^se  manager  to  describe  the  patient's  status, 
j  The  case  manager  stated  that  the  patient  has 
j  very  little  movement,  states  that  the  patient  can 
i  move  his  legs.  The  surveyor  asked  him  to 
j  describe  this  movement,  the  case  manager 
!  stated  that  he  can  flex  his  muscles  in  his  legs  a 
i  little.  He  stated  that  he  has  some  trouble 
j  swallowing  but  can  still  eat  moistened  food.  None 
f  Qfth,s  descnption  was  included  in  the  patient 
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record. 

766.5(a)  Clinical  supervision 


766.5  Clinicai  supervision.  The  governing 
authority  shall  ensure  for  all  health  care  services 
that: 

(a)  sufficient  numbers  of  appropriately  trained 
and  oriented  supervisory  staff  are  available  to 
ensure  the  quality  of  patient  care  services 
provided  by  the  agency.  Such  supervision  shall 
include: 

(1)  ongoing  review  of  cases  and  delegation  of 
assignments  by  appropriate  health  care 
professionals; 

(2)  in-home  visits  to  direct,  demonstrate  and 
evaluate  the  delivery  of  patient  care; 

(3)  provision  of  clinical  consultation;  and 

(4)  professional  consultation  on  agency  policies 
and  procedures. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  review  of  16  patient  records  and  12 
personnel  records,  policies  and  procedures,  job 
descriptions  for  the  RN  Case  Managers,  staffing 
schedules  and  interviews  with  agency  staff,  there 
is  no  evidence  in  16  of  16  patient  records  that 
the  governing  body  employs  sufficient  numbers  of 
appropriately  trained  and  oriented  supervisory 
staff  to  oversee  the  provision  of  patient  care. 


j  Failure  to  ensure  adequate  supervisory  staff  has 
resulted  in  a  lack  of  patient's  assessments,  failure 
to  provide  adequate  and  safe  patient  care  on 
evenings,  and  nights  and  the  potential  for  unmet 
patient  needs. 
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Policies  and  procedures  have  been  revised  and 
developed  to  meet  requirements  of  10NYCRR 
766.5 

•Sufficient  number  of  appropriately  trained  and 
oriented  supervisory  staff 
•On-going  reviews  of  cases  and  delegation  of 
assignments  by  appropriate  professions 
•In-home  visits  to  evaluate  delivery  of  care 
•Professional  consultation  on  agency  policy 
and  procedures 
•Staff  adequately  supervised 
•Evidence  of  adequate  supervision 
•Appropriate  delegation 

•Appropriate  and  complete  documentation  in  Director 
clinical  records 

•Plan  of  Care  revised  as  needed 
•HHA  supervised  as  appropriate  by  professional 
staff  - 

•Orientation  of  HHA  to  treatment  with  re-  Responsible  Party 
demonstration  if  needed  Case  Manager/ 

•Instruction  of  aides  as  to  the  observations  Directof  of  Home  C; 
■and  written  reports  to  be  made  01/26/10  &  ongoin 


Responsible  Party 
Directorlof  Home  C; 
&  Licensed  Staff 
01/26/30  &  ongoin 


Responsible  Party 


of  Home  C; 
ongoing 


Responsible  Part\ 


O 


Protection  of  Others 

Staffing  schedule  has  been  and  will  be  reviewed 

daily  to  ensure  sufficient  staffing  to  meet 

patient  care  needs  identified  on  plans  of  care.^. 

Director  of  Home  C; 

Prevention  of  Reoccurrence  01/12/10  &  ongoin 

Adherence  to  766.5  new  On-call  Supervision 
Policy  and  Procedures  will  be  monitored  for 
January,  February  and  March  2010,  reported 
monthly  at  OA  to  identify  adherence  to 
policy/procedure,  compliance,. trends  and  issues 
and  reevaluated  based  on  OA  policy  and        Responsible  Party 
Procedure  Case  Manager 


Inservice: 


01/15/10 


New,poiicies  have.been  reviewed  with  all  current 
staff.  A  signed  staff  roster  has  been  placed  in  our  j 
files  and  is  available  for  DOH  review.  This       Responsible  Party 
information  will  be  incorporated  into  .  Director  of  Home  C; 

orientation  for  new  hires.  &  Administrator 

101/12/10 
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Specifically,  the  agency  failed  to: 

o  ensure  patient  needs  can  be  safely  met  when 
admitted  to  the  agency  See  766.3  (a) 

o  ensure  skilled  nursing  assessment  are 
complete  and  plans  of  care  are  developed  to 
meet  those  needs.  See  766.3  (b) 

o  ensure  adequate  staff  are  available  on  ail  shifts 
to  implement  plans  of  care  See  766.5  (b)(1) 

o  ensure  services  are  provided  in  accordance 
with  agency  policies,  especially  with  respect  to 
advance  directives  and  patient's  found  ' 
unresponsive.  "See  766.2  (a)(1) 

o  ensure  that  the  agency  employs  RN  ■  ^ 
supervisory  staff  who  are  readily  accessible  on  all 
shifts  to  evaluate  patient  condition  and  safety. 

o  ensure  that  agency  staff  have  the  ability  to  call 
[  911  m  an  emergency  situation,  Specifically  the 
phone  system  is  internal  and-agency  staff.does 
have  the  capability  to  call  outside  the  facility  to 
reach  a  home.care  Supervisor  after  hours  or  for 
emergency  medical  services.'  ' 

The  agency  employs  a  Director  of  Home  Care 
and  2  RN  case  managers  who  are  responsible  for 
patient  assessments  and  supervision  of  home ' 
health  aides  as  outlined  in  the  Job  Description  for 
Case  Manager/RN".  However,  the  Director  of 
Home  Care  and  2  RN  case  managers  are  only 
scheduled  on  the  day  shift. 


I  On  10/26/09,  the  surveyor  interviewed  the 
I  Director  of  Home  Care  and  asked  how  staff 
contacted  the  agency's  on-cal!  system  during  the 
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evening  and  night  shift.  The  Director  of  Home 
Care  stated  that  staff  call  the  nursing  office  in  the 
attached  Skilled  Nursing  Facility  (SNF)  who 
would  come  and  assess  the  patient's  needs. 
This  procedure  is  in  direct  contradiction  to  the 
agency  policy  dated  05/03. labeled  "24  hour 
On-Caii  Clinical  and  Professional  Consultation." 
This  policy  states  "An  agency  RN  will  be  available 
to  both  the  client  and  staff  24  hours  per  day,  7 
days  per  week"  There  is  no  mention  of  the  RN 
being  an  employee  of  the  SNF.  Furthermore,  this 
policy  cannot  be  followed  due  to  the  disabled 
phone  system  for  outside  calls. 


The  surveyors  interviewed  the  Director  of  Home 
Care  on  1 1/24/09  and  again  asked  about  how  the 
on-call  system  worked  for  the  home  care  agency. 
The  Director  of  Home  Care  stated  that  the  on  call 
coverage  is  provided  by  the  Supervisor  in  the 
attached  "skilled  nursing  facility  because  they  are 
here  and  it  just  makes  sense."  The  Director  of 
Home  Care  stated  that  there  is  also  a  home  care 
nurse  on  call  during  the  week  and  on  the 
weekend  that  the  SNF  Supervisor  can  cat)  if 
needed.  The  Director  of  Home  Care  stated  that 
she  is  on  call  Monday  through  Friday  and  the  RN 
case  managers  cover  the  weekends.  The 
Director  of  Home  Care  provided  the  surveyor  with 
an  on-call  log  for  the  weekends,  the 
documentation  in  the  log  was  minimal,  and  there 
j  was  no  record  of  on-calf  communication  during 

i  the  week. 

i 

The  surveyor  asked  the  Director  of  Home  Care 
where  calls  go  for'aides/nurses  calling  in  sick?  1 
She  stated  that  the  person  would  cai!  into  the 
SNF  office  .and  the  SNF  supervisor  would  take 
care  of  finding  coverage.  ,  - 

Home  health  aide  staff  were  interviewed 
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throughout  the  survey  from  10/26/09  to  1 1/10/09. 
A  home  health  aide  who  primarily  cares  for 
patients  on  the  third  floor  evenings  was 
interviewed.  The  surveyor  asked  the  aide  to 
explain  what  her  procedure  is  if  she  found  that  a 
patient  had  fallen  out  of  bed  and  needed 
emergency  care.  The  aide  stated  that  she  has 
"had  to  leave  the  patient  on  the  floor,  run  down  a 
long  corridor  to  find  a  licensed  practical  nurse  or 
find  a  phone  in  the  common  area  to  call  the 
nursing  office  in  the  attached  SNF,"  The 
surveyor  asked  approximately  how  long  it  takes 
for  the  Supervisor  to  assess  the  patient.  The 
home  health  aide  states  that  some  times  it  is 
quick  but,  it  could  take  a  long  time  for  a 
Supervisor  from  the  SNF  to  assess  the  patient 
and  call  91 1  for  emergency  treatment. 


On  1 1/06/09,  the  surveyor  interviewed  a 
Supervising  Nurse  employed  by  the  skilled 
nursing  facility  weekend  evenings.  The  surveyor 
asked  if  she  was  oriented  to  home  care  policies 
and  procedures.  She  stated  that  she  knew  of 
them  because  she  worked  with  the  current 
Director  of  Home  Care,  but  she  had  no  formal 
orientation  to  home  care  and  has  had  no  current 
home  care  inservice. 

The  Supervising  Nurse  from  the  SNF  also  stated 
that  she  receives  calls  from  the  staff  in  an 
emergent  situation  including  patient  death.  The 
Supervising  Nurse  stated  that  she  is  responsible 
for  pronouncing  death  if  a  patient  should  die 
during  her  shift. 
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766.5  Clinical  supervision.  The  governing 
authority  shall  ensure  for  all  health  care  services 
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•Staff  to  provide  services  a  times  and  ! 
frequencies  specified  in  Plan  of  Care  j 
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„   .  Administrator 
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(b)  all  staff  delivering  care  in  patient  homes  are 
adequately  supervised.  The  department  shall 
consider  the  following  factors  as  evidence  of 
adequate  supervision: 

(1)  staff  regularly  provide  services  at  the  times 
and  frequencies  specified  in  the  patient's  plan  of 
care  and  in  accordance  with  the  policies  and 
procedures  of  their  respective  services. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  a  review  of  16  patient  records,  and 
interviews  with  the  Director  of  Home  Care  and 
the  Director  of  Human  Resources,  evidence  is 
lacking  in  16  patient  records  records  (100%)  that 
the  agency  staff  provides  care  at  the  times  and 
frequencies  specified  in  the  plan  of  care. 
Patients  #1-16 

Failure  of  the  agency  to  provide  care  as  specified 
in  the  patient  plan  of  care  may  lead  to  unmet 
patient  needs  and  possible  negative  patient 
outcomes. 

Specifically: 


1 .  Patient  #13  was  admitted  to  the  agency  on 
4/1 0/05  with  a  diagnosis  of  dementia.  The  Home 
Health  Aide  care  plan  dated  4/13/09  states  the 
patient  needs  assistance  on  each  shift  with  partial 
bath  with  AM  and  PM  care,  shower  every 
Tuesday  and  Saturday  evening,  dressing, 
transfers,  ambulation,  and  feeding.  The  nursing 
assessment  dated  09/28/09  states  that  the 
|  patient  was  non-ambulatory,  had  unspecified 
weakness  of  the  upper  and  lower  extremities, 
required  medications  crushed  for  swallowing 
difficulties,  and  that  the  patient  had  tremors. 

Surveyor  interviews  with  staff  were  completed 
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Protection  of  Others 

All  current  patients  personal  care 
records  (aide  activity  record)  are 
reviewed  on  each  shift  by  a  licensed 
staff  to  ensure  staff  provides  services  at 
the  times  and  frequencies  specified  in 
the  patient's  Plan  of  Care  and  in 
accordance  with  the  policies  and 
procedures  of  the  respective  services.  . 

•  *;  Responsible  Party: 


Prevention  of  Reoccurrence 


Case  Manager 
01/15/10 


Adherence  to  new  policy/procedure  will 
be  monitored  3  times  per  week, 
Reported  monthly  at  QA  to  monitor 
compliance,  trends  and  issues,  then 
reevaluated  based  on  QA  policy  and 
procedure.  Responsible  Party: 


Director  of 


01/1 5/10  &  ongoing 


Inservice 


Home  Care 


New  policy  has  been  reviewed  with  all 
current  staff.  A  signed  staff  roster  has 
been  placed  in  our  files  and  is  available 
for  DOH  review.  This  information  will  be 
^  incorporated  into  orientation  for  new 
U  professional  hires. ' 

Responsible  Party: 
Director  ofjHome  Care 
&  Administrator 
01/j)9/10 
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between  10/26/09  and  1 1/24/09  with  staff  who 
were  summoned. to  the  patient's  room  when  she 
was  found  dead,  entangled  inthe'siderails  of  her 
bed  at1 0:30  pm. 

The  aide  activity  record  for  the  evening  shift 
dated  10/03/09, was  reviewed  and  failed  to 
include  evidence  that  any  care  was  provided 
during  the  evening  prior  to  her  death.  The  aide 
activity  record  was  blank  for  toileting  every  2 
hours- and  visual  checks  every  2  hours. 


Aide  Activity  Records  for  August  and  September 
2009  (Day,  Evening,  and  Night  shiftsjwere 
reviewed,  there  is  no  evidence  that  care  was 
provided  in  accordance  with, the  aide  care  pfan  as 
follows:  . 

-  Toileting  not  provided  every  2  hours  around  the 
clock: 

o  14  out  of  61  day  shifts 
o  45  out  of  61  evening  shifts 
o    8  out  of  61  night  shifts 

-  Visual  checks  every  2  hours  around  the  clock: 

o  14  out  of  61  day  shifts 
o  45  out  of  61  evening  shifts 
o    8  out  of  61  night  shifts 


-  Showers  not  provided  Tuesdays  and  Saturday 
evenings: 

j       o  1 8  out  of  1 8  evenings 

i 

!  -  Dressing  assistance  not  provided: 

i 
j 

]       o  42  out  of  61  day  shifts 
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o  18  out  of  61  evening  shifts 

-  Assistance  with  transfers  not  provided: 

o  35  out  of  61  day  shifts, 
o  52  evenings  out  of  61  evenings 

-  Ambulation  assistance  not  provided: 


o  61  out  of  61  day  shifts 
o  36  out  of  61  evenings 

-  Feeding  assistance  not  provided  during  each 
meai: 


o  14  out  of  61  day  shifts. 

o  60  out  of  61  evening  shifts. 

The  surveyor  interviewed  the  Director  of  Home 
Care  on  10/26/09.  No  new  information  was 
provided. 

2.  Patient  #2  was  admitted  to  the  agency  on 
12/18/08  with  a  diagnosis  of  ALS  (Lou  Gehrig 
Disease).  The  patient  requires  total  care  and  is 
dependent  on  staff  for  alt  of  his  personal  car. 
positioning,  feeding  and  transferring  needs. 

The  Home  Health  Aide  care  plan  dated  07/02/09 
states  the  patient  is  to  receive  AM  and  PM 
|  assistance  7  day  a  week  for  partial  bath,  mouth 
|  care  on  each  shift,  shave  daily,  getting  dressed, 
j  and  transfer  assistance  of  2  people  with  a 
mechanical  lift  to  his  electric  wheel  chair. 


!  The  aide  care  plan  failed  to  include  repositioning 
!  this  patient  while  in  bed. 

! 

|  Aide  Activity  Records  for  August  (Day,  Evening, 
|  and  Night  shifts)  and  September  2009  (Day  and 
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Evening  Shifts)  were  reviewed,  there  is  no 
evidence  that  care  was  provided  in  accordance 
with  the  aide  care  plan  as  follows: 

*  The  agency  failed  to  produce  documentation  of 
any  care  provided  during  the  night  shift  for  the 
month  of  September.  This  information  was 
requested  by  the  surveyor  from  the  Director  of 
Home  Care  on  10/26  and  again  12/03/09.  No 
■  document  was  provided. 


-  visual  _ 
the  clock 


check  not  provided  every  2  hours  around 


o  5  out  of  61  day  shifts, 
o  34  out  of  61  evening  shifts 


34  out  of  61  evening  shifts 
1 7  out  of  31  night  shifts  for  August  only. 

-  toileting  assistance  not  provided  every  2  hours 
around  the 


o  5  out  of  61  day  shifts, 
o  38  out  of  61  evening  shifts  < 
o  1 7  out  of  31  night  shifts  for  August  only. 


-  partial  bath  not  provided  with  am  and  pm  care 


o  34  out  of  61  day  shifts, 
o  20  out  of  61  evening  shifts 


-  mouth  care  not  provided  with  am  and  pm  care 

o  31  out  of  61  day  shifts 
o  61  out  of  61  evening  shifts 

|  -  shaving  the  patient  not  provided  daily 

|       o  34  out  of  61  day  shifts 

it  Health  Systems.  Management  /  Office  of  Long  Term  Care  

FORM  Version  NYS  11/17/2009 


ID 
PREFIX 
TAG 


H614 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO. THE  APPROPRIATE 
DEFICIENCY) 


(X5) 
COMPLE" 
DATE 


R75W11 


If  continuation  sheet  32  of  £ 


cw  mm  ouue  uepartment  ot  Health 


ATEMENTOF  DEFICIENCIES 
D  PLAN  OF  CORRECTION 


{X1J  PROVIDER/SUPPLIER/CUA 
IDENTIFICATION  NUMBER: 


LC0318A 


ME  OF  PROVIDER  OR  SUPPLIER  ■  ■ 

ENORAH  PARK  HOME  CARE  AGENCY 


X4)  ID 
REFIX 
TAG 


(X2)  MULTIPLE  CONSTRUCTION 

A,  BUILDING  

SWING 


STREET  ADDRESS;  CITY,  STATE.  ZIP  CODE 

4101  EAST  GENESEE  STREET 
SYRACUSE,  NY  13214 


(X3)  DATE  SURVEY 
COMPLETED 

c 

12/17/2009 


SUMMARY  STATEMENT  OF  DEFICIENCIES  * 
{EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


H614 


Continued  From  page  32 


-  getting  the  patient  dressed  was  not  provided 
each  shift 

o  19  out  of  61  day  shifts 
o  30  out  of  61  evening  shifts 
o  31  out  of  31  night  shifts  for  the  month  of 
August. 

-  transfers  out  of  bed  with  the  use  of  a 
mechanical  lift  and  2  aide  assistance  not 
provided  on 

each  shift 

o  32  out  of  61  day  shifts 
o  46  out  of  61  evening  shifts 
o  30  out  of  31  night  shifts  for  the  month  of 
August 

The  surveyor  interviewed  the  Director  of  Home 
Care  on  10/26/09  No  new  information  was 
provided.  * 


3.  Patient  #  16  wasadmitted  to, the  agency  on 
3/21/06  with  diagnoses, of  Diabetes  and' 
Dementia.  The  patient's  Home  Health  Aide  care 
.plan  states  the  patient  is  to  receive  assistance  ■ * 
with  showers  2- times  a  week,  (no  specific  days), 
shampoo  with  showers,  mbuth  once  a  shift ,  and. 
Boost  (no  amount  given),  once  ashift. 

Aide  Activity  Records  for  September  and.October 
2009*(Day,- Evening,  and  Night  shifts)  were 
reviewed,  there  is  no  evidence  that  care  was  v \ 
provided  in' accordance "With  the  aide  care  plants 
follows: 

-  showers  and.shampoo  were  not'prpvided  2 . . ' 
times  a  week.  In  fact  there  is  no  evidence  that  ' 
the  patient  received  a  shower  or  shampoo  at  all 
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Patient  #16  was  transferred  to  the 
hospital  on  1 1/30/09. 
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during  the  months  of  September  and  October. 

-  toileting  not  provided  every  2  hours  around  the 
dock 

o  23  out  of  61  day  shifts 
o  52  out  of  61  evening  shifts 
o  13  out  of  61  night  shifts 

-  visual  checks  not  provided  every  2  hours 

o  23  out  of  61  day  shifts 
o  53  out  of  61  evening  shifts 
o  12  out  of  61  night  shifts 


The  surveyor  interviewed  the  Director  of  Home 
Care  on  11/2/09.  No  new  information  was 
provided. 


H614 


■11002  766.9(a)  Governing  authority 

Section  766.9  Governing  authority. 


The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall:  .  *  ' 

(a)  be  responsible  for  the  management  and 
operation  of  the  agency; 

(b)  ensure  compliance  of  the  home  care  services 
agency  with  all  applicable  Federal,  State  and 
local  statutes,  rules  and  regulations. 

This  Regulation  is  not  met  as  evidenced  by; 
Based  on  a  review  of  the  agency's  Annua! 
Statistical  Reports  and  an  interview  with  the  staff 
from  the  department  of  health,  there  is  no 
evidence  that  the  agency  submitted  the  required 
2005,  2006,  and  2007  Annual  Statistical  Reports. 


;orrection 
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Responsible  Party: 


Jew  policy  has  been  developed  to  meet 
"requirements  of  1 0-NYCRR  766.9 

'rote'ctioh  of  Others  Administrator 
"T             ■  :  •  ■      ■            '  12/^0/09  l 

Annual  statistical  reports  will  be  submitted  for  >"w* 
2005,  2006,  2007.  It  is  the  responsibility  of  ! 
^Director  of  Home  Care  to  submit  the 
,nnual  statistical1  report  upon  the  request  of 
JYSDOH.  The  Director  of  Finance  for 
Menorah  Park  will  provide  the  financial  ResponsibJe  #arU: 
information.  s   

Prevention  of -Re  occurrence' 


Director  of  Homb  Care 
1/12/10  &  ongoing 


Adherence  to  this  reporting  requirement  will 
be  monitored  and  reported  annually  at  OA, 
.  ^  date  depending  on  when  report  can  be  _! 
^transmitted.  •      "•      "  "    Responsible  Party: 

^1  Administrator  & 

\J  Inservice        '  ongoing 
New  policy  has  been  reviewed  with  all  current  1 
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professional  staff.  -A  signed  staff  roster  has  : 
been  placed  in  our  files  and  is  available  for  J 
DOH  review.  This  information  will  be  i 
incorporated  into  orientation  for  new      Responsible iparty: 
professional  hires.  \  Director  of  Home  Care 

"  "   "  ■  &  Administrator 

.  .  ■  .oi/09/rb 
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Failure  of  the  Governing  Body  to  ensure  that  the 
agency  complies  with  all  Federal,  State  and  local 
regulations  and  laws  may  lead  to  unmet  patient 
needs  and  possible  negative  patient  outcomes. 

H1006  766.9(c)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


(c)  ensure  the  development  of  a  written 
emergency  plan  which  is  current  and  includes 
procedures  to  be  followed  to  assure  health  care 
needs  of  patients  continue  to  be  met  in 
emergencies  that  interfere  with  delivery  of 
services,  and  orientation  of  all  employees  to  their 
responsibilities  in  carrying  out  such  a  plan. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  a  review  of  the  agency's  emergency 
preparedness  plan  and  an  interview  with  the 
agency's  Director  of  Home  Care,  evidence  is 
lacking  that  the  agency  has  established  ah 
emergency  preparedness  plan  that  includes  ail 
critical  elements  as  required  by  the  New  York 
State  Department  of  Health  Dear  Administrator 
Letter  dated  May  10,  2005: 

Specifically  evidence  is  lacking  for  the  following:  v. 


i  1. That  the  current  patient  roster  includes  the 
J  identification  of  patient's  dependent  on  electricity 
and  the  ability  to  vacate  the  building. with  or 
without  assistance.,  „    ,.  , 

2.  Thatthe  agency  has  collaborated  with 
community-partners  in  emergency  preparedness 
planning  .and  thatthe  agency  has  participated  in 
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Correction 
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New  Emergency  Procedure 
Manual/Triage  Book  has  been 
developed  to  meet  requirements  of 
10NYCRR  766  9c  and  DAL  dated 


Responsible  Party: 
Director  of  Err  ergency 
Planning  /Maintenance 
12/30/(9 


May  10,  2005 

Prevention  of  Reoccurrence 

Adherence  to  this  Triage  Book 
requirement  will  be  monitored  in 
January  February  and  March  2010, 
reported  annually  at.QA,  then 
reevaluated  based  .on  QA  policy  and 
procedure.    ,  Responsibly  Party: 


12/30, 


09 


Director  of  Emergency 
Ihservice  planning/Maintenance 
Emergency  Procedure  Manual  has  . 
been  reviewed  with  all  current  staff. ,:. 
A  signed  staff  roster  has  been  placed- 
in  our  files  and,  is  available  for  DOH 
review:  This  information  will.be 
incorporated  into  orientation  of  new 
hires. 

Triage  Book  and  policy  has  been 
reviewed  with  all  professional  staff  j 
and  a  signed  staff  roster  of  this  j 
inservice  has  been  placed  on  file  in       -  j 
'the'Director  of -Home  Care's  office 
and  is  available  for  DOH  review:  Easm^Si 

Director  or  Home  Care 
&  Administrator 
01/1*9/10 
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3.  That  the  agency  has  policies  and  procedure 
addressing; 

-  how  the  patient  roster  and  staff  call  down  list 
are  kept  current.   ,    ,  . 

-  how  the  patientroster  and  staff  call  down  list 
are  to  be  us.edjn  an  .emergency.  . 

-  response  for  information  from  community 
partners  in  *an  emergency. 

-  annual  review  and  update  of  the  plan 

-  review  of  plan  with  staff  at  orientation  and  . 
.  annually. 

Failure  of  the  agency  to  .established  ant 
emergency  plan  may  lead  to  unmet  patient  needs 
and  possible  negative  patienrputcomes.V 

The  surveyor  interviewed  the  Director  of  Home 
Care  on  10/26/09  and  11/02/09.  The  Director  of 
Home.Care  stated  that  the  agency  does  not  have 
an  emergency  plan  and  that  they  would  follow  the 
skilled  nursing  facility  emergency  plan.-  -The 
Surveyor  reviewed  thetskiifed  nursing  facility 
emergency  plan.  The  plan  does  not  address  the 
significant  number  of  physically  and  cognitiveiy 
complex  patients  served  by  the  Licensed  Home 
Care  Services  Agency.. 
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Section  766.9  Governing  authority.  ' 

The  governing  authority  or  operator,  as  defined  in 
(  Part  700  of  this  Title,  of  a  licensed' home  care 
j  services  agency  shall:  - 

|  (g)  employ  or  contract  for  a  sufficient  number  of 
i  staff  to  coordinate,  direct  and  deliver  services  to 
j  patients  accepted  for  care  in  accordance  with 
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to  meet  the  requirements  of  10NYCRR  7669(g) 

•Sufficient  number  of  staff" 

•Employ  qualified  RN  j 

•Accept  and  retain  only  those  persons  whose  f 
health  care  needs  can  be  safely  and  adequately  ! 
^  met  by  Menorah  Park  Home  Care  ReSDOnsiblL  Partv: 

"  '  Administrator 

Protection  of  Others.  .  12/30/09 


O 


Daily  staffing  levels  are  matched  to  patient  care  j 
needs  as  identified  in  their  Plans  of  Care.  .  j 

Responsible  Partv: 
•  Director  of  Home  Care 

ongoing 
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prevailing  standards  of  professional  practice. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  a  review  of  the  agency  staffing  and  an 
interview  with  the  Director  of  Home  Care 
evidence  is  lacking  that  the  agency  employs 
enough  staff  to  adequately  provide  services  to 
patients  as  required  by  the  patient's  plans  of  care 
and  standards  of  professional  practice. 

Failure  of  the  agency  to  provide  services  as 
required  may  lead  to  unmet  patient  needs  and 
possible  negative  patient  outcomes. 

Currently  the  agency  serves  50  patients  with 
complex  needs,  many  of  whom  are  compromised 
both  physically  and  mentally,  and  who  live  on 
residential  units  in  an  "institutional-like" 
environment. 


Patients  reside  on  any  one  of  the  following  four 
distinct  units  that  are  located  on  the  2nd  and  3rd 
floors  of  a  3  story  building  and  are  separated  by 
long  corridors:  a  locked  dementia  unit  (21  current 
patients);  a  palliative  care  unit  (5  current 
patients)  for  end  of  life  care;  and  2  independent 
units  which  house  the  other  24  patients. 
Congregate  dining  areas  are  located  on  each  unit 
except  Palliative  Care. 

The  patient's  needs  identified  in  the  skilled 
nursing  assessments  are  beyond  the  availability 
of  agency  staff,  and  the  units  are  configured  in 
such  a  manner  that  precludes  staff  from 
communicating  with  one  another  and  assisting 
with  one  another. 

Specifically,  the  staff  are  assigned  to  specific 
units  as  identified  on  the  staff  assignment  sheets 
for  10/30/09  -  1 1/15/09.  The  staffing  for  the 
Locked  Dementia  Unit  on  the  2nd  Floor  which 
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Prevention  of  Reoccurrence 

Adherence  to  this  policy  will  be  monitored 
by  reviewing  staffing  schedule  for  January, 
February  and  March  2010  to  ensure 
staffing  is  adequate  to  meet  the  needs  of 
:he  patients'  plans  of  care,  reported 
*  monthly  at  QA,  then  reevaluated  basecfeggponsib,e  party. 
QA  policy  and  procedure.  Director  of  Hj)me  Care 

Inservice  01/15<10 

This  policy  has  been  reviewed  with  all 
.current  professional  staff.  A  signed  staff 
roster  has  been  placed  in  our  files  and  is 
available  for  DOH  review. 

This  information  will  be  incorporated  into 

orientation  for  new  professional  hires. 

Responsfb  e  Partv: 
Director  of  Hjome  Care 
and  Administrator 
01/15/10 
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serves  21  patient's  is  as  follows: 

Days 


1  LPN 
2HHA 

Evenings 

1  LPN 
2HHA 

Nights 

2  HHA 

Please  note  that  the  one  LPN  scheduled  was. 
responsible  for  medication  administration  and* 
treatments  for  all  patients  with  the  exception  of 
those  patients  on  the  Palliative  Care  Unit. 

The  agency  serves  21  patients  who  reside  on  a 
locked  dementia  unit  on  the  2nd  floor.  Each 
patient  requires  24  hour  supervision  and  direction 
for  alt  activities  of  daily  living  including;  toileting; 
bathing;  and  medication  administration.  All  of 
these  patients  have  moderate  to  severe  forms  of 
dementia  which  render  them  incapable  of  making 
decisions,  a  number  of  these  patient's  also  have 
physical  disabilities  requiring  the  assistance  of  2 
people  for  cares. 


There  is  no  evidence  that  there  is  enough  staff  to 
ensure  that  patients  can  be  evacuated  in  the 
event  of  an  emergency  or  to  ensure  that  ail 
patients  that  require  physical  assistance  with 
personal  care  are  having  their  needs  met. 

Additionally,  there  is  no  evidence  that  home 
health  aides  can  contact  RN  supervisory  staff  in  a 
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timely  manner  for  assistance  in  the  event  of  an 
emergency  on  evenings  and  nights.  RN 
supervision  is  provided  by  . staff  of  the  attached 
Skilled  Nursing  Facility,  which  results  in  delays  of 
assessments  when  there  is  a  change  in  the 
patient's  condition.  Additionally,  there  is  no 
mechanism  for  staff  to  call  91 1  in  an  emergency 
situation.  Specifically,  the  Operator  has  disabled 
the  phones  from  calling  outside  the  Facility  (SNF) 
and  the  only  way  for  staff  to  contact  a  Supervisor 
is  to  call  the  nursing  office  in  the  Skilled  Nursing 
Facility. .  If  the  staff  leave  a  message,  the  number 
is  relayed  to  a  beeper  carried  by  the  Supervising 
Nurse  in  the  SNF. 

This  was  reviewed  with  the  Administrator  on 
1 1/10/09.  No  further  information  was  provided. 

766.9(1)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


(I)  appoint  a  quality  improvement  committee  to 
establish  and  oversee  standards  of  care.  The 
quality  improvement  committee  shall  consist  of  a 
consumer  and  appropriate  health  professional 
persons  including  a  physician  if  professional 
health  care  services  are  provided. The  committee 
|  shall  meet  at  least  four  times  a  year  to: 

(1)  review  policies  pertaining  to  the  delivery  of  the 
health  care  services  provided  by  the  agency  and 
recommend  changes  in  such  policies  to  the 
governing  authority  for  adoption; 

(2)  conduct  a  clinical  record  review  of  the  safety, 
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Correction 

Policies  and  procedures  have  been  developed . 
to  meet  the  req  uirements  of  1 0NYCRR 
766.9(1).'  ' 

Monthly  OA  meeting  with  set  agenda. 
Director  of  Home  Care  will  summarize  findings 
citing  trends,  issues  and  improvement 
strategies  to  Medical/Dental  Advisory 
Committee  quarterly.  Minutes  of 
Medical/ Dental  Advisory  Committee  are 
forwarded  to  Board  for  review  and  action. 

All  policies  and  procedures  are  reviewed 
annually  by  OA/Board.  Monthly  10%  of 
policies  are  presented  at  OA  for  review  with 
date  of  review  indicated  on  policy. 

Responsible  Party. 
Director  of  Home  Care 
ongding 
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adequacy,  type  and  quality  of  services  provided 
which  includes: 

(i)  random  selection  of  records  of  patients 
currently  receiving  services  and  patients 
discharged  from  the  agency  within  the  past  three 
months;  and 


(ii)  all  cases  with  identified  patient  complaints  as 
specified  in  subdivision  (j)  of  this  section; 

(3)  prepare  and  submit  a  written  summary  of 
review  findings  to  the  governing  authority  for 
necessary  action;  and 

(4)  assist  the  agency  in  maintaining  liaison  with 
other  health  care  providers  in  the  community. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  a  review  of  the  agency's  Quality 
Improvement  Committee  minutes  and. Governing 
Body  meeting  minutes  for- the  most  recent  12 
months  and  an  interview  with  the  agency's 
Director  of  Home  Care,  evidence  is  lacking  that 
the  Quality  Improvement  Committee  oversees  the 
agency's  standards  of  care/ 

Specifically,  the  Quality  Improvement  meeting, 
minutes  failed  to  include  the  following  significant 
components: 

-  There  is  no  evidence  the  Quality  Improvement 
Committee  reviews  the  agency's  policies  and 
makes  recommendations  for  changes  as  needed. 

-  That  at  each  meeting  the  agency's  Quality 
Improvement  Committee  makes  a  random 
selection  of  current  patient  records  and 
discharged  patient  records  for  the  last  3  months, 
for  a  review  of  quality  of  services,  including  safety 
and  adequacy. 
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Prevention  of  Reoccurrence 
Adherence  to  the  policy/procedure  will  be 

demonstrated  through  the  use  of  a  set 
format  for  minutes,  data  finding,  clinical 
record  review;  policy  reviews, 
admissions  and  discharges  and 
complaints.  Meeting  dates  have  been 
,  set  for  the  coming  year  and  distributed 
to  OA  members  and  written  quarterly 
'  summaries  of  findings  wilt  be  prepared" 
and  forwarded  to  the  governing  board. 
Random  clinical  record  review  will  be  peer 

completed  according  to  tracking  sheet 
and  presented  at  QA  for  identification  of 
trends,  issues  and  opportunities  to 
improve. 

3  clinical  records  will  be  randomly'selejffiffff      1  „ 

wilt  be  a  discharged  patient.  bire^  °f  Hre  Care 

and  Administrator 

01/15/10  &  ongoing 
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.-  That  the  results  of  the.  record  reviews  are  used 
to  track  issues  and  that  trending  of  these  issues 
is  discussed  and  recommendations  are  made  to 
resolve  these  issues.  1  ;  < 


-  That  patient  complaints  are  addressed  and 
resolved.  - 

-  That  the  agency's  Quality  Improvement  ■ 
Committee  prepares  and  submits  a  written  ,  • 
summary  of  the. review  of  policies  and. patient 
record  reviews  to  the  Governing  Body  for 
necessary  review  and  action  by  the  Governing 
Authority. 

-  That  Inequality  Improvement  Committee' 
maintains  a  liaison  .with  other  community  health 
providers.  ,  -  , 

Further  review  of  the  Governing  Body  meeting^ 
minutes  included  the  exact  information  from  the 
Quality  Improvement  Committee,  and  lacked  an 
action  plan  to  address  the  items  listed  above. 

Failure  of  the  agency's  Governing  Authority  to 
ensure  that  the  agency's  Quality  Improvement 
Committee  oversee's  the  agency's  standards  of 
care  may  lead  to  unmet  patient  needs  and 
possible  negative  patient  outcomes. 

The  surveyor  interviewed  the  Director  of  Home 
Care  on  1 1  /02/09.  No  new  evidence  was 
provided. 


1142  766.9(o)  Governing  Authority 

Section  766.9  Governing  authority 
|  (o)  Health  Provider  Network  Access  and 
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Reporting  Requirements.  The  governing  authority 
or  operator  of  an  agency  shall  obtain  from  the 
Department '  s  Health.  Provider  Network  (HPN), 
HPN  accounts  for  each  agency  that  it  operates' 
and  ensure  that  sufficient,  knowledgeable  staff 
will  be  available  to  and  shall  maintain  and  keep 
current  such  accounts.  At  a  minimum,  twenty-four 
hour,  seven-day  a  week  contacts  for  emergency 
communication  and  alerts,  must  be  designated  by 
each  agency  in  the  HPN  Communications 
Directory.  A  policy  defining, the  agency '  s  HPN 
coverage  consistent  with  the  agency  '  s  hours  of 

i  operation  shall  be  created  and  reviewed  by  the 
agency  no  less  than  annually.  Maintenance  of 

|  each  agency '  s  HPN  accounts  shall  consist  of 

■  but  not  be  limited  to,  the  following: 

(1)  sufficient  designation  of  the  agency  *  s  HPN 
coordinators)  to  allow  for  HPN  individual  user 
application; 

(2)  designation  by  the  governing  authority  or 
operator  of  an  agency  of  sufficient  staff  users  of 
the  HPN  accounts  to  ensure  rapid  response  to 
requests  for  information  by  the  State  and/or  local 
Department  of  Health; 


(3)  adherence  to  the  requirements  of  the  HPN 
user  contract;  and 


j  (4)  current  and  complete  updates  of  the 

[  Communications  Directory  reflecting  changes 
that  incfude,  but  are  not  limited  to,  general 
information  and  personnel  role  changes  as  soon 

|  as  they  occur,  and  at  a  minimum,  on  a  monthly 

;  basis. 


This  Regulation  is  not  met  as  evidenced  by: 
Based  on  an  10/20/09  on-line  review  of  the 
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DATE 


Responsible  Party: 


Finance 


3 

0 


'irectorof  Finance  is  the  Directory 
'Coordinator  for  Home^Care 

the  present  Director  of  Home- Care 
listed  on  HPN  " 

"evention  of  Reoccu  rrence  Director  o 

~    ~    r  ~ — " — • — '.  ~  •  •  -  •  "01/1#10 
Adherence  to  this  policy  will  be 
monitored  for  January,  February  and 
March  201,0,  reported  monthly  at  QA 
via  the  set -format  of  the  ' 
minutes/agenda,'  then  reevaluated 
based  on  Q/C  policy  and  procedure! 

Responsive  Partv: 


if 


Jn^rwi^  Director  of  Home  Care 

lnserVlce  10/lfc/10 

HPN  Policy  has  been  reviewed  with  all 
current  professional  staff.  A  signed 
staff  roster  has  been  placed  in  our  files 
and  is  available  for  DOH  review. 
-This  information  will  be  incorporated ' 
into  orientation" for  new  professional 

hires.  '  Responsible  Party- 

Director,  of  Finance 
  ■  ongoing 
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agency's  Health  Provider  Network  account  and 
an  interview  with  the  agency' Director  of  Home 
Care  evidence  is  lacking  ,for  the. following: 

1.  That  the  agency  has  assigned  a  HPN24  hour, 
seven  day  a  week  contact.  ' 

2.  That  the  account  is  kept  current.-  j 

-  the  account  lists  a  former  employee  as  the 
agency  Director;  ' Emergency  Response  ■ 
Coordinator, rypN  Coordinator  and  HPN  Security 
Coordinator  s. 

3.  That  the  agency  has  policies  relating  to  the 
HPN. 


Failure  of  the  agency  to  establish  a  HPN  account 
that  is  current  and  complete  may  lead  to  unmet 
patient  needs  and  possible  negative  patient 
outcomes. 

The  surveyor  interviewed  the  Director  of  Home 
Care  on  10/30/09.  No  new  evidence  was 
provided. 

766.11(c)  Personnel 

t 

766. 1 1  Personnel. 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel:        '  '  ' 


1306 


(c)  that  the  health  status  of  all. new  personnel  is 
assessed  and  documented  prior  to  assuming 
patient  care  duties.The_assess.ment  shairbe  of 
sufficient  scope. that  no  person  shall  assume 
his/her  duties  unless  he/she. is  free  from  a  health ■ 
'impairment  which  is  of  potential  risk 'to  the,  patient 
or  .which  might  interfere  with  the  performance  of 


H1142 


Correction 

Policies  and  procedures  were  ■ 
developed  to  meet  the  requirements 
of  10NYCRR  766.11(c) 


Res pons 


ble  Party: 


Director  of  Hum  an 

Protection  of  Others  Resources  12/30/09 

All  present  employees  have  had 
their  personnel  records  reviewed  , 
and  the  records  are  compliant  with 
requirement  10NYCRR  766.11(c) 

5  Responsible  Partv: 


Director 


of  Human 
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Resources  12/30/09 


R75W11 


If  continuation  shedt  43  of  f 


ew  York  State  Department  of  Health 


ATEMENT  OF  DEFICIENCIES 
D  PLAN  OF  CORRECTION 


(X1)  PROVfDER/SUPPLlER/CLIA 
IDENTIFICATION  NUMBER: 


1X031 8A 


(X2)  MULTIPLE  CONSTRUCTION 

A.  BUILDING   

B.  WING  . 


(X3)  DATE  SURVEY 
COMPLETED 

c 

12/17/2009 


ME  OF  PROVIDER  OR  SUPPLIER 

ENORAH  PARK  HOME  CARE  AGENCY 


STREET  ADDRESS,  CITY/STATE,  2IP  CODE 

41 01  EAST  GENESEE  STREET 
SYRACUSE,  NY  13214  ! 


X4)  ID  •    SUMMARY  STATEMENT  OF  DEFICIENCIES 

RE  FIX  .  (EACHDEFICIENCY  MUST.BE  PRECEDED  BY  FULL 

TAG  REGULATORY  OR, LSC  IDENTIFYING  INFORMATION) 


ID 
PREFIX 
TAG 


PROVIDER'S  PLAN  OF  CORRECTION 
* .  /{EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


.(X5) 
COMPLE1 
DATE 


H1306  Continued  From  page  43 

his/her  duties,  including  the  habituation  or 
addiction  to  depressants,  stimulants,  narcotics, 
alcohol  or  other  drugs  or  substances  which  may 
alter  the  individual's  behavior. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  a  review  of  13  employee  records  and 
interviews  with  the  Director  of  Home  Care  and 
the  Director  of  Human  Resources,  there  is  no 
evidence  in  4  records  that  the  health  status  of 
each  employee  is  assessed. and  documented 
before  the  employee  begins  patient  care. 
Employees:  #  E6,  E8,  E11,  E12 


Specifically:  The  health  records  for  employees  # 
E6,  E8,  E1 1 ,  and  E12  lack  an  initial  physical  by  a 
physician  to  ensure  that  each  employee  is  free  of 
any  health  impairments  which  might  put  patients 
at  risk. 

Failure  of  the  agency  to  ensure  that  employees 
receive  a  physical  and  are  free  of  any  health 
impairment  before  starting  care  of  patients,  may 
lead  to  unmet  patient  needs  and  possible 
negative  patient  outcomes. 

The  surveyor  reviewed  this  information  with  the. 
Director  of  Home  Care  and  the  Director  of 
Human  Resources  on  1 1/3/09.; No  hew, 
information  was  provided!       ''"  ' 

766.11(d)(2)  Personnel  '        '    '  '  ' 

766.11  Personnel.  '    '  - 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care: personnel:  '  *    '    '•■  -v 
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(d)  that  a  record  of  the  following  tests, 
examinations  or  other  required  documentation  is 
maintained  for  all  personnel  who  have  direct 
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Prevention  of  Reoccurrence 
AH  new  hires  will  have  the  personnel' 
record  reviewed  for  adherence  to 
requirements  0NYCRR766.1 1(c). 

Responsible  Party: 


nservice 


Director  of 
Resources 


Policy  has,  been  reviewed. with  all 
Human  Resources  staff.  A  signed 
staff  roster  has  been  placed  in  our  files 
and  is  available  for  DOH  review:  • 
This'  information  will  be  incorporated  . 
into  orientation  for  new  hires  in  Human 
Resources. 


Human 
2/30/09 


Responsib 


Director  of 
Resources 


e  Party: 


Human 
h  2/30/09 


Correction 

.  Policies  and  procedures  have  been 
developed  to  meet  the  requirements  of 
10NYCRR  766.1 1(d)(2)  Responsible  Party: 

v  «  Director  df  Human 

Protection  of  Others      " \     Resources,  12/30/09 

"All  present  employees-records  have 
been  reviewed  to  ensure  they  meet 
the  requirements'Of  10NYCRR   '    Responsible  Party: 
-766.11(d)(2)       '  '■  '-V*  '     *      Director  of  Human 

-  ,  ■        1  *■   ■'•"*  :      *  '  Resource^  1 2/30/09 
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Continued  From  page  44 
patient  contact: 


(2)  a  certificate  of  immunization,  against  measles 
for  all  personnel  born  on  or  after  January  1,  1957, 
which  means: 

(i)  a  document  prepared  by  a  physician,  physician 
assistant,  specialist  assistant,  nurse  practitioner, 
licensed  midwife  or  a  laboratory  possessing  a 
laboratory  permit  issued  pursuant  to  Part  58  of 
this  Title,  demonstrating  serologic  evidence  of 
measles  antibodies;  or 

(ii)  a  document  indicating  two  doses  of  live  virus 
measles  vaccine  were  administered  with  the  first 
dose  administered  on  or  after  the  age  of  12 
months  and  the  second  dose  administered  more 
than  30  days  after  the  first  dose  but  after  15 
months  of  age  showing  the  product  administered 
and  the  date  of  administration,  and  prepared  by 
the  health  practitioner  who  administered  the 
immunization;  or  1 

(iii)  a  document  indicating  a  diagnosis  of  the 
person  as  having  had  measles  disease  prepared 
by  the  physician,  physician  assistant,  specialist 
assistant,  licensed' midwife  or  nurse  practitioner 
who  diagnosed  the  personls  measles;  or 

(iv)  -a  copy  of  the  document  described  in 
subparagraph  (i),  (ii),  or  (iii)  of  this  paragraph 
which  comes  from  a  previous  employer  or  the 
school  which  the  person  attended  as  a  student. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  a  review  of  13  employee  records  and 
interviews  with  the  Director  of  Home  Care  and 
Director  of  Human  Resources,  there  is  no 
evidence  in  4  records  that  the  employees  had 
proper  certification  of  immunization  against 
measles  [rubeola]  before  beginning  patient  care. 
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Inservice 

Policy  has  been  reviewed  with  all 
Human  Resources  staff.  A  signed 
staff  roster  has  been  place  in  our  files 
and  ■is  available  for  DQH  review. 
This  information  will  be  incorporated 
into  orientation  for  new  hires  in 
Human  Resources. 


Responsible  Party: 


Director  of  human 
Resources 
12/30/b9 
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Continued  From  page  45 
Employees:  #E1,  E9t  E10,  E11 

Specifically:  The  health  records  for  employees  # 

E1.E9.  _E10,  and  E11  lack  documentation  that 

each  employee  received  administration  of  2 

doses  of  live  measles  vaccine  or  serological 

evidence  of  measles  antibodies: 

■   ■  ■  i< 

Failure  of  the  agency  to  ensure  that  employees 
have  received  proper  immunizations  may  put 
patients  at  risk  and  possible  negative  patient 
outcomes. 

The  surveyor  reviewed  this  information  with  the 
Director  of  Home  Care  and  the  Director  of 
Human  Resources  on  11/3/09.  No  new 
information  was  provided. 


766.11(d)(4)  Personnel 
766.11  Personnel. 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 


ID 
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TAG 
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(d)  that  a  record  of  the  following  tests, 
examinations  or  other  required  documentation  is 
maintained  for  all  personnel  who  have  direct 
patient  contact: 
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(4)  ppd  (Mantoux)  skin  test  for  tuberculosis  prior 
to  assuming  patient  care  duties  and  no  less  than 
every  year  thereafter  for  negative 
findings  Positive  findings  shall  require  appropriate 
i  clinical  follow  up  but  no  repeat  skin  test  The 
agency  shall  develop  and  implement  policies- 
regarding  follow  up  of  positive  test  results  • 
This  Regulation  is  not  met  as  evidenced  by- 
Based  on  a  review  of  13  employee  records  and 
,  interviews  with  the  Director  of  Home  Care.and 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(X5) 
COMPLE 
DATE 
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s  Policies  and  procedures  have  been 
developed  to  meet  the  requirement  of  j 
10NYCRR  766.1 1(d)(4)  :  Responsible  Party- 

.[  •     .  ■  .  .Director  of  Human 

Protection- of  Others    ,  ..     R^ourc^s  12/30/09 

All  present  employees'  personnel  ' 
files  are  compliant  with  the 
requirements  of  10NYCRR 
766.11(d)(4). 


Responsible  Partv: 
Directorlof  Human 
Resources  12/30/09 


FORM*  SyStemS  Mana9ernent  ' 0ffice  °'  ^ng  Term  Care 

Version  NYS  11/17/2009 


| 

Prevention  of  Reoccurrence  ! 
All  new  hires  personnel  records  will 
be  monitored  for  January,  February 
and  March  2010  for  compliance  to 
10NYCRR 766.1 1(d)(4),  then  every 
3rd  new  hire's  personnel  record  will 
be  monitored  for  one  year  and     Responsible  Partv: 
reported  monthly  at  QA.  Director  of  Human 

Resources  12/30/09 
&  ongoing 
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the  Director  of  Human  Resources,  there  is  no 
evidence  in  2  records  that  the  employees  had 
yearly  skin  testing  for  tuberculosis.  Employees:  # 
E4,  E6 

Failure  of  the  agency  to  ensure  that  employees 
receive  annual  tuberculosis  testing  may  put 
patients  at  risk  and  possible  negative  patient 
outcomes. 

The  surveyor  reviewed  this  information  with  the 
Director  of  Home  Care  and  the  Director  of 
Human  Resources  on  11/3/09.  No  new 
information  was  provided. 

766.11(e)  Personnel 
766.11  Personnel. 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 


(e)  that  personal  identification  is  produced  by 
each  applicant  and  verified  by  the  agency  prior  to 
retention  of» an  applicant  by  the  agency.^ 
This  Regulation  is  not  met  as  evidenced  by:  " 
Based  on  a  review  of  13  employee  records  for  . 
professional  and  para  professional  employees  ''■ 
and  an  interviews  with  the. Director  of  Home  Care 
and  the  Director  of  Human  Resources,  9  records 
lacked  evidence  of  verification  of  employee 
identification. 

Employee's  .#  E1,  E3.E4,  E6,  E8,  E9,  E10  E11 

E12  '  ,  .  ' 

Specifically: 

-  Six  employee  personnel  records  lack  a  date  of  >■ 
hire  on  .the  US  Department  of  Justice  I-9  Form! ' 
Employee  #  E4,  E6,  E8,  E'10,  El1;E12i 
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Inservice 


,    Policy  has  been  reviewed  with  all  Human 
/    Resources  staff."  A  signed  staff  roster 
I    has  been  placed  in  our  files  and  is 
(    available  for  DOH  review. 
\  This  information  will  be  incorporated  into 

orientation  for  new  hires  in  Human 
^-Resources. 
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Responsible  Part 


Direcor  of  Huma 
Resources  12/30/ 


Responsible  Party: 
Director  6f  Human 

Resources 

12/30/09 


Correction 

New  policies  and  procedures  have  been 
iveloped  to  meet  the  requirements  of 
10NYCRR  766.11(e)  ' 
Protection  of  Others 

All  present  employees''  personnel  files  12/3 
have  been  reviewed  to  ensure  J 
compliance  with  10NYCRR  766.11(e).  ^sponsible  Party: 
Prevention  of  Reoccurrence 
All  new  hires  personnel  records  will  be  12/30/09 
monitored  for  January,  February  and 
March  2010  for  compliance  to  10NYCRR 
766.1 1  (d)(4),  then  every  3rd  new  hire's 
personnel  record  will  be  monitored  for  ResDons!ible  Party- 
one  year  and  reported  monthly  at  QA.  Director 
Inservice 


of  Human 
Resources 
12/3b/09& 
ongoing 


Policy  has  been  reviewed  with  all  Human 
Resources  staff.  A  signed  staff  roster 
has  been  placed  in  our  files  and  is 
available  for  DOH  review. 
This  Information  will  be  incorporated  into 
orientation  for  new  hires  Human         Responsible  Party: 
Resources.  Director]  of  Human 

Resources 

12/30/09 
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-  One  employee  record  lacked  the  required  birth 
date  on  the  US  Department  of  Justice  i-9  Form. 
Employee  #■  El. 

-  One  employee  record  contained  the  wrong 
form  of  identification  to  verify  citizenship  on  the 
US  Department  of  Justice  1-9  Form.  Employee 
#E3 

-  One  employee  record  did  not  contain  a  US 
Department  of  Justice  1-9  Form. 
Employee  #E9. 

Failure  to  verify  employee  identification  may  lead 
to  unmet  patient  needs  and  possible  negative 
patient  outcomes. 

The  records  were  reviewed  with  the  Director  of 
Home  Care  and  the  Director  of  Human 
Resources  on  1 1/3/09  .  No  further  evidence  was 
provided. 

(1336  766. 1 1  (f)(i)  Personnel 
766.11  Personnel. 

The  governing  authority  or  operator  shall  ensure 
for  ail  health  care  personnel: 

(f)'(i)  that  prior  to  patient  contact,  employment 
history  from  previous  employers,  if  applicable, 
and  recommendations  from  other  persons 
unrelated  to  the  applicant  if  not  previously 
employed,  are  verified. 


This  Regulation  is  not  met  as  evidenced  by: 
Based  on  a  review  of  5  Home  Health  Aide 
records  and  an  interviews  with  the  Director  of 
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Resources 
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Correction 

'olicies  and  procedures  have  been 
leveloped'to  meet  the  requirements  Responsible  Party: 
of  10NYCRR  766.1 1(f)(i) 
Protection  of  Others  . 
All  present  employees'  employment 
files  have  been  reviewed  and  are  in  win* 
compliance  with  10NYCRR 

766. 11(f)(1)    •  Resources 
Prevention  of  Reoccurrence  1 2/^0/09 


Monitoring  of  all  new  hires'  personnel 
records  for  January,  February  and 
March  2010  for  compliance  with 
Sij  10NYCRR  766.1 19(f)(i)  and  reported 
it  QA  then  every  3rd  new  hire 
personnel  record  will  be  monitored 
ior  i  year  then  reevaluated. 


Responsible  Party: 
Director;  of  Human 
Resources 

12/2io/09& 
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Home  Care  and  Director  of  Human  Resources,' 5 
records  (100%)  lacked  evidence  of  verification  of 
employment  history. .  Employee's  #  E1 ,  E4t  E8, 
E10.E12  • 


The  Home  Health  Aide, records  did  not  contain 
documentation  of  3  employment  history 
references  as  required  by  1991  Onondaga 
County  Local  Law  #4. 

Specifically: 

1.  Employee  records  for#  E1,  E8,  E10,  E12  each 
contained  2  references. 

2.  Employee  record  for  #  E4  contained  no 
references. 

Failure  to  verify- employee  employment  history 
may  lead  to  unmet  patient  needs  and  possible 
negative  patient  outcomes.  ' 

The  records  were  reviewed  With  the  Director- of 
Home  Care  and  the  Director  of  Human  ' 
Resources  on  1 1/3/09.-  No  further  evidence  was 
provided: 

766.11(i)  Personnel 
766.11  Personnel. 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 


H1336 
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(i)  that  all  personnel  receive  orientation  to  the 
policies  and  procedures  of  the.  home  care 
services  agency  operation  and  in-service 
education  necessary  to  perform  his/her 
responsibilities.  At  a  minimum: 

(1)  home  health  aides  must 'participate  in  12 
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'olicy  has  been  reviewed  with  all 
Human  Resources  staff.  A  signed 
staff  roster-  has  been  placed  in  our 
Files  and.  is  available  for  DOH 
review.  This  information  will  be 
incorporated  into  orientation  for  new 
hires  in  Human  Resources. 


Responsib 


Director  o1 


Resou  "ces 
12/3CK09 


e  Party: 


Human 


Correction  ■ 

Policies  and  procedures  have  been 
developed  to  meet  the  requirements 


of  10NYCRR  766.11(i) 

Protection  of  Others 

All  present  employees  have  met  the 
requirements  of  10NYCRR 
766,1 1(i)  and  have  received  12 
hours  of  inservice.  The  Director  of 
Home  Care  has  received  her  job 
description  and  10NYCRR  766 
regulations.  There  is  a  memo 
regarding,  her  appointment  to  her 
position  in. her  personnel  file. 


Responsible  Party: 


Director  of  Human 
Resources 


12/: 


0/09 
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Director  |of  Human 
Resources 
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hours  of  in-service  education  per  year;  and 

(2)  personal  care  aides  must  participate,  in  six 
hours  of  in-service  education  per  year. 
This  Regulation  is, not  met  as  evidenced  by: 
Based  on  a  review  of  13l  personnel  records  for 
professional  and  paraprofessional  Dersonnel 
records,  and  interviews  with  the  Director  of  Home 
Care  and  the  Director  of  Human  Resources, 
there  is  no  evidence  in  13  records  (100%)  that 
agency  staff  received  orientation  to  home  care.  . 
Employees  1-13. 

Additionally,  5  Home  Health  Aide  records  lacked 
evidence  that  each  aide  received  12  hours  of 
in-service  education  each  year. 
Employee's  #  E1.  E4,  68,  E10,  E12 

Specifically: 

Each  personnel  record  contained  documentation 
that  the  staff  received  an  orientation  manual, 
there  is  no  specifics  stating  that  the  orientation  is 
for  home  care  or  for  the  attached  Skilled  Nursing 
Facility.  Additionally  on  12/03/09,  the  surveyor 
interviewed  the  Director  of  Home  Care  and 
reviewed  her  personnel  record.  The  surveyor 
asked  the  Director  of  Home  Care  if  she  was 
oriented  to  home  care.  The  Director  stated  that 
she  was  oriented  by  the  former  Director  of  Home 
Care.  The  Director  of  Home  Care  stated  that 
when  she  was  appointed  to  her. current  position, 
she  was  verbally  informed  of  her  duties  by  the  RN 
;  Administrator  and  did  not  receive  anything  in 
;  writing.  The  surveyor  asked  the  Director  of  Home 
!  Care  if  she  received  a  written  Job  Description. 
I  She  stated  no. 

;  Furthermore,  the  personnel  record' for  the 
]  Director  failed  to  inciude  documentation  of  her 
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is  available  for  DOH  review. 
This  information  will  be  incorporated 

into  orientation  for  new  hires  in  Human 

Resources.  Responsible 


Party: 


'Director  of  l-uman 
Resources  1:1/30/09 


-Personnel  record  for  the  Director  of 
"Home  Care  includes  documentation  of 
orientation  to  job  description,,  review  of 
the  DOH  Regulations  for  licensed  home 
care  agencies  and  has  been  assigned 
Administrator  role,  HPN  Directory 
changed. 

•Search  has  begun  for  Administrator  / 
Director  of  Patient  Services  who  has 
ficenwd  home  care  expenen^^^^ 

01/22/10  fif  ongoing 

Director  of  Home  Care  /  Administrator  j 
positions  have  been  combined.  Director ; 
of  Home  Care  /  Administrator  reports  to  | 
CEO.  °1/2f/1° 

Job  description  for  Administrator  of  i 
Home  Care  developed.  Presently  ; 
advertising  for  position.  ■        .  01/29/10  ^ongoing 
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hours  of  in-service  education  per  year;  and 

(2)  personal  care  aides  must  participate  in  six 
hours  of  in-service  education  per  year. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  a  review  of  13  personnel  records  for 
professional  and  paraprofessional  personnel 
records,  and  interviews  with  the  Director  of  Home 
Care  and  the  Director  of  Human  Resources, 
there  is  no  evidence  in  13  records  (100%)  that 
agency  staff  received  orientation  to  home  care 
Employees  1-13. 

Additionally,  5  Home  Health  Aide  records  lacked 
evidence  that  each  aide  received  12  hours  of 
in-service  education  each  year. 
Employee's  #  Ei,  E4,  E8,  E10,  E12 

Specifically: 

Each  personnel  record  contained  documentation 
that  the  staff  received  an  orientation  manual, 
there  is  no  specifics  stating  that  the  orientation  is 
for  home  care  or  for  the  attached  Skilled  Nursing 
Facility.  Additionally,  on  12/03/09,  the  surveyor 
interviewed  the  Director  of  Home  Care  and 
reviewed  her  personnel  record.  The  surveyor 
asked  the  Director  of  Home  Care  if  she  was 
oriented  to  home  care.  The  Director  stated  that 
she  was  oriented  by  the  former  Director  of  Home 
Care.  The  Director  of  Home  Care  stated  that 
when  she  was  appointed  to  her  current  position, 
she  was  verbally  informed  of  her  duties  by  the  RN 
Administrator  and  did  not  receive  anything  in 
writing.  The  surveyor  asked  the  Director  of  Home 
Care  if  she  received  a  written  Job  Description. 
She  stated  no. 

Furthermore,  the  personnel  record  for  the 
Director  failed  to  include  documentation  of  her 
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Policy  has  been  reviewed  with  all 
Human  Resources  staff.  A  signed  staff 
roster  has  been  placed  in  our  files  and 
is  available  for  DOH  review. 
This  information  will  be  incorporated 
into  orientation  for  new  hires  in  Human 
Resources.  Respcnsi 


ale  Party: 


Director  6f  Human 
Resource:.  12/30/09 


Personnel  record  for  the  Director  of 
Home  Care  includes  documentation  of 
orientation  to  job  description,  review  of 
the  DOH  Regulations  for  licensed  home 
care  agencies  and  has  been  assigned 
Administrator  role,  HPN  Directory 
changed.*  HffecA^r- j/^yj/a 
•Search  has  begun  for  Administrator/ 
Director  of  Patient  Services  who  has  | 

licensed  home  care  experience.  ; 

Responsible  Party: 
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01/22/10  &  ongoing 
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appointment  to  her  position/ orientation  to  the 
position  or  a  Job  Description.  ■    v  ' 

Additionally,  a  review  of  the  personnel  records 
farted  to  include  documentation  that  home  health 
aides  receive  12  hours  of  education  each  year. 

Failure  of  the  agency  to  provide  Home  Health 
Aides  with  12  hours  of  inservice  a  year  may  lead 
to  unmet  patient  needs  and  possible  negative 
patient  outcomes. 

The  records  were  reviewed  with  the  Director  of 
Home  Care  and  the  Director  of  Human 
Resources  on  1 1/3/09  .  No  further  evidence  was 


Contacted  a  NYAHSA  Consultant 

Activities  included:' 

•Off-site  review  of  written  Plan  of 
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•On-site  observational' rounds  with 
suggestions  for  improvement 
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to  discuss  Plan  of  Correction 
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INITIAL  COMMENTS 


The  following  statement  of  deficiencies 
represents  the  results  of  a  full  recertification 
survey  and  an  on  site  investigation  of  2 
complaints,  #  NY00048827  and  NY00045947. 

A  post  certification  survey  of  the  agency's 
Certified  Home  Health  Agency  (CHHA)  was 
commenced  October  12.  The  post  certification 
survey  was  initiated  as  a  follow-up  survey  tqKthe 
recertification  survey  completed  on  January  24,^ 
2007,  event  N3Q41 2. 

On  October  17,  2007  it  was  determined  that  none 
of  the  citations  identified  on  the  January  24,  2007 
survey  had  been  corrected,  and  additional 
deficiencies  were  identified.  The  survey  was 
converted  to  a  standard  level  recertification 
survey,  on  October  17,  2007,  and  an  additional  17 
clinical  records  were  reviewed,  and  an  additional 
4  home  visits  were  made.  As  a  result  of  the 
standard  level  survey,  and  the  complaint 
investigation,  systemic  problems  with  skilled 
nursing  were  identified,  and  resulted  in  an 
extended  level  survey  on  November  06,  2007. 

After  further  investigation,  deficient  practices  were 
identified  at  condition  level  in  the  following  6 
Conditions  of  Participation:  Patient  Rights, 
Organization,  Services,  and  Administration;  Plan 
of  Care;  Skilled  Nursing  Services;  Clinical 
Records;  and  Evaluation  of  the  Agency's 
Program. 

During  the  survey,  a  total  of  15  clinical  records 
j  were  reviewed  (1-15)  for  the  recertification  survey 
I  with  5  observational  home  visits.  An  additional  7 
|  (16-22)  clinical  records  were  reviewed  as  part  of 
I  complaint  investigation  #NY00045947. 
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Additionally  reviewed  during  the  survey  were  the 
agency's:  policy  and  procedure  manual; 
Professional  Advisory  Committee,  and  Governing 
Body,  meeting  minutes  for  the  most  recent  twelve 
months;  Quality  Assurance  program;  complaint 
investigation  log;  on-call  log;  contracts; 
emergency  disaster  plan,  and  16  personnel 
records.  Interviews  were  conducted  with:  the 
Agency  Administrator,  Director  of  Nursing, 
Agency  Consultant,  and  agency  staff. 
484.10  PATIENT  RIGHTS 

This  CONDITION  is  not  met  as  evidenced  by. 
The  agency  failed  to  protect  and  promote  the 
rights  of  all  patients.  Specifically,  the  agency 
failed  to  include  patients  in  developing  their  plan 
of  care,  and  failed  to  ensure  patient's  rights  to 
access  services  provided  through  medicare  and 
medicaid.  See  G  109 

The  cumulative  effect  of  these  systemic  problems 
resulted  in  the  home  care  agency's  failure  to 
ensure  the  provision  of  quality  health  care. 
Additionally,  this  failure  to  promote  patient's  rights 
in  negative  outcomes  for  patients  #  8, 1 3. 
484.10(c)(2)  RIGHT  TO  BE  INFORMED  AND 
PARTICIPATE 

The  patient  has  the  right  to  participate  in  the 
planning  of  the  care. 

The  HHA  must  advise  the  patient  in  advance  of 
the  right  to  participate  in  planning  the  care  or 
treatment  and  in  planning  changes  in  the  care  or 
treatment. 


This  STANDARD  is  not  met  as  evidenced  by: 
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Gl  00  PATIENT  RIGHTS 

The  DPS  and  or  Designee  will  | 
implement  revised  PATIENT  j 
RIGHTS  policies  and  procedures  by  j 
1/15/08  with  sufficient  detail  to  j 
ensure  that  agency  staff  promote  and  j 
protect  all  patient  rights.  A  focus  will  | 
be  directed  at  patient  participation  in 
care  planning  development  and 
changes  prior  to  implementation  and 
ensuring  that  patients  receive  access 
to  services  provided  through 
Medicare  and  Medicaid. 

G109  RIGHT  TO  BE  INFORMED 
AND  PARTICIPATE 

The  DPS  and/or  Designee  will  review 
and  or  revise  where  appropriate 
policies  and  procedures  related  to 
protecting  and  promoting  patient 
rights  by  01/08/08.  The  DPS  and  or 
AA  will  present  the  revised  policies 
and  procedures  to  the  Professional 
Advisory  Committee  (PAC)  by 
01/09/08  for  review  and  approval  and 
to  the  Governing  Authority  for 
review  and  approval  by  01/10/08. 
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Based  on  a  review  of  22  clinical  records,  5 
observational  home  visits,  and  interviews  with  the 
Agency  Administrator  (AA)  and  the  Director  of 
Nursing  (DON),  evidence  is  lacking  in  2  records 
the  agency  is  adequately  including  patients  in 
developing  their  plan  of  care,  and  ensuring 
patients  rights  to  access  services  provided 
through  Medicare  and  Medicaid.  Patients*  8, 13 

Failure  to  include  the  patient  in  developing  their 
plan  of  care,  and  failure  to  support  patients  in 
accessing  Medicare  and  Medicaid  services,  has 
resulted  in  a  negative  outcome  for  patients  #  8 
and  13,  and  has  the  potential  for  agency  wide 
unmet  patient  needs,  and  possible  negative 
patient  outcomes. 


Evidence  is  as  follows: 


1.  HV 

Patient#8isa  alert  and  onented 

wheelchair  bound  male  who  was  admitted  to  the 
CHHA/LTHHCPon  11/16/04.  He  has  lived  alone 
since  January  2007  and  is  diagnosed  with: 
Metabolic  Bone  Disease;  End  Stage  Renat 
Failure;  Benign  Hypertension;  and  two  Decubitus 
Ulcers  on  his  buttocks  (one  stage  4  and  one 
unstageable),  requiring  daily  dressings.  He  also 
has  excoriated  skin  on  both  lower  legs,  feet,  and 
toes,  requiring  daily  wound  care.  He  receives 
hemodialysis  three  times  a  week. 

The  Agency  has  failed  repeatedly  to  include  this 
patient  in  decisions  involving  his  care,  as 
evidenced  by:  clinical  record  review;  interviews 
with  the  patient,  the  patient '  s  mother,  the 
Administrator,  the  DPS,  and  the  skilled  nurse 
case  manager,  and  investigation  of  complaint 
#NY00048827. 
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The  DPS  met  with  staff  on  12/20/07 
to  provide  an  overview  of  the 
Statement  of  Deficiencies  issued  by 
DOH  to  the  agency  on  12/19/07,  and 
at  this  time  patient  rights  were 
discussed  and  reviewed.  Another 
review  of  patient  rights  with  staff  is 
planned  prior  to  implementation  of 
the  revised  policies  and  procedures 
by  1/15/08. 

Policy  and  procedure  revisions  will 
include,  but  not  be  limited  to  the 
following: 

Discussion  with  patient  and  or 
caregiver  prior  to  the  start  of  care  and 
ongoing  encouraging  participation. in 
care  planning  and  treatment 
Accurate  initial  and  ongoing 
assessment  of  patient  and  or  care 
giver  willingness  and  ability  to 
participate  in  the  care  plan 

Identification  of  responsibilities  that 
the  patient  and  or  caregiver  has 
agreed  to  assume  and  assessment  of 
teaching  needs  with  a  final 
assessment  by  the  nurse  prior  to 
implementation  of  the  plan  that  the 
patient  and  or  caregiver  are 
competent  in  the  area  of 
responsibility. 

Documentation  in  the  case  conference  j 
section  of  the  patient  medical  record 
by  the  case  manager  at  the  start  of 
care  and  ongoing  related  to  changes 
that  reflects  patient  or  caregiver 
participation  in  care  planning,  an 
understanding  of  his  or  her  . 
responsibilities  in  the  care  and 
agreement 
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Specifically: 

Prior  to  January  2007,  the  patient  was  able  to 
transfer  independently  from  wheelchair  to  bed 
and  to  toilet  with  a  slide  board.  On  1/18/07,  the 
VNS  skilled  nurse  (SN)  case  manager 
documented  that  he  received  a  phone  call  from 
the  dialysis  unit  stating  that  the  patient  has  an 
open  area  on  his  "  butt " .  however  the  dialysis 
unit  was  unable  to  visualize  the  wound  to  assess 
it.  Evidence  is  lacking  that: 

-  the  SN  had  been  visiting  the  patient  1-2  times 
per  month  per  the  plan  of  care.  Specifically,  the 
SN  failed  to  visit  from  1 1/02/06  -  12/28/06. 

-  the  SN  assessed  the  patient '  s  skin  integrity 
when  visits  were  made 

-  skin  breakdown  had  been  reported  to  the  SN  by 
the  aides  who  were  bathing  the  patient  3  times 
per  week  per  the  plan  of  care. 

-  the  SN  visited  the  patient  until  02/02/07,  which 
was  2  weeks  after  receiving  the  phone  call  from 
the  dialysis  unit. 


On  02/02/07  the  SN  documented  about  the 
patient  "  his  mother  has  been  able  to  change  the 
dressings  daily  this  week  ....he  feels  he  may  need 
more  aide  hours  " .  The  SN  documented:  "  #1 
R.  buttocks:  4cm  x  5cm  x  1.0cm  deep  ...bloody 
wound  bed.  Surrounding  area  excoriated  and 
tender  to  touch;  #2  to  R  side  of  coccyx  4cm  x 
2cm  skin  tear;  #3  left  buttocks  6cm  x  4.5cm 
...skin  tender  and  excoriated  as  well. "  Although 
the  SN  documented  she  would  visit  weekly  for 
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Revision  in  Patient  Satisfaction 
Survey  to  clearly  solicit  patient  or 
caregiver  perception  related  to 
participation  in  care  planning 
Ensuring  access  to  payment  sources 
such  as  Medicare  and  Medicaid 

Patient  #8  is  still  on  service  and  as 
documented  in  this  report,  following 
the  DOH  staff  visit  to  the  patient's 
home  on  11/08/07  a  discussion  with 
agency  staff  resulted  in 
implementation  of  an  appropriate  care 
plan.  The  patient  agreed  to  receive 
shift  nursing  at  night  during  which 
time  wound  care  and  transfers  are 
performed.  The  above  plan  continues. 
Although  patient  #8  does  not  appear 
under  other  standards  in  this  report, 
the  deficiencies  identified  under  the 
Patient  Rights  section  are  identified 
in  other  patients  and  are  addressed  in 
the  Plan  of  Correction. 

Patient  #13  is  no  longer  on  service; 
however  areas  of  concern  are  to  be 
addressed  in  policy  and  procedure 
revisions 

Evaluation  of  promotion  and 
protection  of  patient  rights  on  a 
concurrent  basis: 

The  DPS  and  or  Designee  will  assess 
compliance  with  the  above  on  a 
concurrent  basis  through  start  of  care, 
restart  of  care,  and  recertification  and 


ORM  CMS-2567{02-99)  Previous  Versions  Obsofete 


Event  ID:  D2U 11 


Facility  ID:  3537 


If  continuation  sheet  Page  4  of  87 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  *  MFDICAID  SERVICES 


PRINTED:  12/19/2007 
FORM  APPROVED 
OMB  NO.  0938-0391 


"ATEMENT  OF  DEFICIENCIES 
iO  PLAN  OF  CORRECTION 


(X1)  PROVlDERVSUPPUERyCLIA 
IDENTIFICATION  NUMBER: 


337212 


(X2)  MULTIPLE  CONSTRUCTION 
A.  BUILDING   


B.  WING . 


(X3)  DATE  SURVEY 
COMPLETED 

c 

12/19/2007 


IAME  OF  PROVIDER  OR  SUPPLIER 

VNS  ITHACA  TOMPKINS  CO  CHHA 


STREET  ADDRESS.  CITY.  STATE.  ZIP  CODE 
138  CECIL  A  M ALONE  DRIVE 
ITHACA,  NY  14850 


(X4) ID 
PREFIX 
TAG 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


■G  109 


ID 
PREFIX 
TAG 


Continued  From  page  4 

wound  assessments,  evidence  is  lacking  that  the 
patient '  s  request  for  additional  HHA  services 
were  addressed,  or  the  SN  discussed  a  plan  for 
wound  care  with  the  patient,  including  the  agency 
'  s  role  and  responsibilities. 

On  02/07/07,  the  SN  documented  the  mother 
called  the  SN  at  home  at  5:45  PM,  reporting  that 
the  patient '  s  wounds  appeared  reddened  and 
sore  and  left  buttock  had  greenish  fibers.  The  SN 
documented:  (the  SN)  "  suggested  that  she  take 
the  patient  to  the  ER  for  a  good  wound  evaluation 
because  there  isn  '  t  anything  this  nurse  can  do  in 
the  patient '  s  home  " .  The  SN  failed  to: 

-  make  a  home  visit 

-  evaluate  the  effectiveness  of  the  current  plan  of 
treatment 

-  discuss  the  mother '  s  ability  to  continue  to 
perform  wound  care  daily 

-  discuss  with  the  patient  the  need  for  additional 
services  and  adaptive  equipment. 

On  2/16/07,  the  supervising  nurse  documented 
the  presence  of  2  stage  3  pressure  ulcers  on 
bilateral  buttocks,  requiring  daily  dressing 
changes.  The  patient '  s  lower  legs  were  also 
excoriated,  "  mother  doing  dressing  change 
[daily]  ...will  go  to  doctor  for  [evaluation  of  wound] 
"  .  Evidence  is  lacking  the  supervising  nurse: 
reviewed  the  care  plan;  evaluated  the  need  for 
additional  services;  addressed  the  patient '  s 
request  for  additional  HHA  services 

On  02/26/07,  the  supervising  nurse  documented 
she  discussed  with  the  SN  case  manager 
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case  management  audits  and  case 
conferences  by  01/15/08  (see  G143) 

Evaluation  of  promotion  and 
protection  of  patient  rights  on  a 
retrospective  basis  is  incorporated 
into  the  2  to  4  week  record  review 
process,  the  quarterly  clinical 
record  review  process,  and  Patient 
Satisfaction  Survey  (see  G250). 
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problem  with  mother  being  overwhelmed  with 
care  needs  and  requiring  more  frequent  SN 
....possible  increase  aide  frequency  to  alleviate 
mother  of  that  need  and  set  up  [wound  care  clinic] 
for  Wednesday,  RN  for  Tuesday  and  Thursday; 
and  mother  M,F,S,Sun  " .  There  is  no  evidence 
that  either  the  patient  or  patient 1  s  mother  were 
involved  or  given  a  choice  in  the  development  of 
this  plan. 

On  3/21/07,  the  Supervising  Nurse  documented  " 
concerns  re:  healing,  possibility  of  infection  from 
stool  ...needs  hospital  bed  with  air  mattress  " . 
Up  until  3/21/07,  the  patient  was  on  a  transplant 
list  for  a  new  kidney.  He  was  removed  from  the 
list  due  to  the  status  of  the  multiple  wounds. 

On  March  22,  2007  the  SN  documented  "  He  is 
motivated  to  have  great  improvements  in  his 
wound  status  ....  He  needs  to  pursue  air  mattress 
on  his  bed  and  a  different  wheelchair  that  allows 
him  to  recline  for  pressure  relief  ....discussed  with 
patient  our  concerns  about  his  living  by  himself 
and  not  being  able  to  transfer  himself  ....he 
currently  has  an  aide  who  can  wash  him  from  his 
waist  up.  ...if  he  is  incontinent  of  stool,  he  has 
been  lying  or  sitting  in  it  until  skilled  nurse  or  mom 
comes  for  next  dressing  change  ,..SN  explored 
the  patient '  s  feelings  re:  nursing  home 
placement  even  short  term  ...explained  benefits 
of  having  nursing  staff  available  for  wound  care 
when  needed  and  prompt  care  of  bowel 
incontinence  ....Patient  is  adamantly  against 
nursing  home  placement.  He  feels  he  has  fought 
hard  for  his  independence.  He  wants  to  keep  the 
time  he  has  to  visit  with  his  children  in  his  home. " 

There  was  no  evidence  the  VNS  made  an 
attempt  to  work  with  the  patient  to  develop  a  plan 
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that  would  provide:  sufficient  home  care  services 
to  support  the  patient  in  his  home;  emotional  and 
physical  support  for  the  patient  and  the  patient '  s 
mother,  who  was  providing  the  bulk  of  his  care; 
and  a  plan  for  repositioning  to  facilitate  wound 
healing.  Documentation  in  the  record  reinforces 
the  fact  that  the  patient  consistently  voiced  his 
desire  to  remain  in  his  home,  and  his  motivation 
to  work  towards  that  goal  is  well  documented. 
However,  the  VNS  neglected  to  identify  his 
needs  and  work  cooperatively  with  him  in  an 
attempt  to  achieve  his  goal.  Instead,  the  VNS 
continued  to  advocate  for  and  propose  nursing 
home  placement,  knowing  it  was  inconsistent  with 
the  patient '  s  wants  and  needs. 

On  04/02/07,  05/16/07,  and  06/22/07  the  SN  and 
supervising  nurse  documented  through  phone 
calls  to  the  physician  and  patient  care  meetings 
the  patient  had  numerous  and  serious  unmet 
needs  in  the  home.  Specifically,  the  patient:  was 
unable  to  transfer  out  of  the  wheelchair, 
sometimes  for  18  hours  at  a  time;  was  often 
incontinent  of  stool;  had  slow  healing  of  stage  3  . 
and  stage  4  ulcers;  was  isolated  and  unable  to 
toilet  himself;  had  not  had  a.  shower  in  months; 
needed  to  have  2  nurses  or  an  aide  present  to 
assist  nurse  each  day;  was  at  high  risk  for 
infection  and  needs  to  have  more  aggressive 
care  for  decubiti. 

Additionally,  the  SN  and  supervising  nurse 
repeatedly  documented  the  patient  was  adament 
in  wanting  to  remain  at  home  and  was  agreeable 
to  get  all  equipment  needed,  but  there  was  a 
delay. 

Despite  the  patient '  s  adamant  statements 
indicating  he  wished  to  remain  at  home,  the 
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agency  failed  to: 

-  document  why  the  patient  had  not  been 
included  in  the  05/16/07  patient  care  conference 

-  consider  the  patient 1  s  choice.  Specifically,  the 
agency  continued  to  advocate  for  nursing  home 
placement 

-  consult  with  the  patient  to  develop  a  plan  that 
would  meet  his  needs  and  provide  him  with  not 
only  the  opportunity,  but  the  support  to  make 
decisions  regarding  his  own  care 

-  develop  a  plan  to  provide  additional  services  to 
meet  the  patients  needs,  promote  his  right  to 
participate  in  the  planning  of  his  care,  and  support 
the  patient '  s  ultimate  goal  to  remain  at  home 

-  ensure  immediate  intervention  to  address  the 
patient 1  s  unmet  safety  needs 

On  06/22/07,  althoughh  the  agency  had  identified 
and  documented  a  risk  for  injury  of  their  staff  in 
physically  providing  care  for  the  patient,  the 
agency  failed  to  identify  the  patient '  s 
mother/family  was  equally  at  risk,  and 
documented  "  we  will  ask  parents  to  provide 
wound  care  on  Tuesday  and  Thursday  (mother 
already  doing  M,  Fri.,  Sat,  Sun  care)  ...spoke 
with  mother  -  asked  her  if  she  can  perform 
dressing  change  until  equipment  is  avail " 

On  6/25/07,  the  supervising  nurse  documented: 
All  caregivers,  MD,  supervisors  ....have  been 
informed  SN  visits  on  hold  until  further  notice 
except  for  aide  supervision  " .  The  supervising 
nurse  documented  a  phone  call  to  the  wound 
care  clinic  nurse  "  ...need  for  higher  level  of  care 
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that  we  can  '  t  provide  enough  services  in  home 
for  his  safely  and  caregivers  safety  still  waiting  on 
equipment  to  be  approved  "  . 

Despite  VNS  '  acknowledgement  that  the  patient 
was  motivated  to  stay  at  home,  the  VNS 
relinquished  their  responsibilities  to  provide  care. 
The  agency  failed  to  work  diligently  with  the 
patient  to  develop  a  safe  plan  to  meet  his  needs. 
There  was  no  evidence  the  agency  worked  with 
the  patient.  Instead,  the  agency  withdrew 
services  from  the  patient,  thereby  decreasing  his 
chances  for  healing  and  increasing  his  safety 
risks.  Additional  nursing  responsibilities  were 
assigned  to  the  mother,  who  was  already 
overwhelmed.  VNS  failed  to  provide  support  to 
the  patient '  s  mother  who  was  working  full  time 
and  trying  to  care  for  her  ailing  son. 

The  VNS  Administrator  notified  the  Department  of 
Health  on  6/26/07  of  the  agency  '  s  decision  to 
discontinue  wound  care  for  the  patient:  "  We  can 
continue  to  provide  nursing  assessments,  but  not 
wound  care  ...I  wanted  to  explain  the  situation  in 
case  mom  calls  to  complain  " .  In  response,  DOH 
directed  the  Administrator  on  6/27/07  to  continue 
wound  care  and  to  procure  the  necessary 
equipment  immediately. 

On  6/28/07,  the  patient  received  a  hospital  bed 
and  hoyer  lift.  The  agency  resumed  skilled 
nursing  visits  twice  per  week  to  perform  dressing 
changes  on  the  buttock  wounds. 

Nursing  notes  dated  7/3/07,  7/5/07,  7/10/07,' 
7/12/07,  7/17/07,  and  7/19/07  all  contain  a 
statement  "  no  safety  hazards  " .  However,  the 
progress  notes  stated  the  patient  was  chair 
bound,  required  assistance  of  one  to  transfer,  and 
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required  a  wheelchair.  The  Home  Assessment 
Abstract,  the  assessment  tool  used  for  the 
LTHHCP,  which  was  completed  by  the  VNS 
supervising  nurse  and  dated  8/9/07,  stated:  " 
Mother  does  care  to  buttocks  and  feet  on  M,  F,  S, 
Su,  SN  does  care  on  T/TH  ....if  in  bed  is  unable  to 
leave  home  in  case  of  emergency  ....[continues] 
to  try  to  find  someone  to  help  put  him  into  bed  in 
evening  ....[frequently]  spends  ail  night  in  his 
wheelchair  which  causes  increased  pressure  on 
buttock  decubiti " .  The  assessment  tool  stated 
that  the  Home  Health  Aide  was  assigned  five, 
days  a  week  for  two  hours  each  visit.  However, 
based  on  documentation  in  the  clinical  record  and 
interview  with  the  patient,  HHA  services  were 
provided  only  two  to  three  days  per  week. 

Despite  the  patient '  s  requests  for  needed 
services,  there  is  no  evidence  the  agency 
discussed  this  plan  with  the  patient  and  attempted 
to  secure  additional  services  to  meet  his  needs. 

On  October  1,  2007,  the  agency  received  a 
complaint  that  the  agency  was  discharging  the 
patient  from  the  LTHHCP.  The  agency 
documented  that  they  responded  to  the  to  the 
complainant  that  the  patient  would  be  transferred 
to  the  CHHA  and  would  received  skilled  nursing 
services  from  the  CHHA.  VNS  informed  the 
patient  of  this  plan  rather  than  give  him  an 
opportunity  to  participate  in  the  plan.  This  plan 
would  result  in  termination  of  the  Medical  Social 
Worker.  There  is  no  indication  that  the  patient 
participated  in  this  decision  or  that  he  was  given 
an  opportunity  to  voice  his  point  of  view 


|  In  a  memorandum  to  the  local  Department  of 
Social  Services,  dated  10/05/07,  the 
I  Administrator  documented:  "  In  regard  to  the 
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waivered  service,  our  Quality  Assurance 
consultant  and  Licensed  Social  Worker  on  our 
Professional  Advisory  Committee  have 
determined  that  the  social  work  services  received 
in  the  long  term  program  are  not  justified  as 
revealed  by  the  lack  of  progress  in  these  sessions 

This  statement  is  in  direct  contradiction  to  the 
MSW  summary  documented  on  the  recertification 
plan  of  treatment  (HCFA  485)  dated  9/2/07  until 
10/31/07:  "  Pt.  is  cooperative  with  treatment  plan. 
He  has  done  well  with  parenting  over  the 
summer.  Still  coping  with  frustration  of  his 
situation. " .  The  Social  Worker  documented  in 
the  patient '  s  record  on  10/23/07:  "  met  with  Pt. 
He  is  concerned  with  the  possible  change  of 
program.  He  does  not  want  to  iose  Long  Term 
Care  Program.  Wants  to  continue  to  get  all  the 
services  the  program  provides.  He  vented  his 
frustrations  about  the  current  situation.  He 
seemed  very' concerned  and  angry  at  the 
situation.  " 

On  1 1/08/07  a  home  visit  was  conducted  by  the 
surveyor.  During  the  visit,  the  patient  informed 
the  surveyor  that  he  wanted  to  remain  in  the 
LTHHCP.  He  said  he  did  not  want  to  lose  the 
Social  Work  service  because  it  is  helpful.  He  said 
if  he  had  to  go  without  it  he  could,  but  he  didn  '  t 
want  to  go  without  it  or  have  to  start  with 
someone  new. 


The  patient  further  explained  that  he  has  been 
attempting  to  receive  more  services.  He  stated  j 
that  he  does  not  want  to  be  a  burden  to  his  j 
parents.  His  parents  leave  their  home  every  j 
'  Monday,  Wednesday,  and  Friday  at  5  am  and  j 
drive  to  the  patient '  s  home,  and  transport  him  to  j 
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dialysis.  His  parents  then  go  to  work.  After 
dialysis  he  goes  to  the  wound  care  center  for 
dressing  changes  and  takes  a  van  home.  He 
doesn  '  t  arrive  back  home  until  around  2:30  PM. 
He  stated  that  he  wouid  prefer  to  have  his 
dressing  changed  at  home,  but  he  was  directed 
by  the  agency  to  go  to  the  wound  center  on 
dialysis  days.  He  receives  aide  services  only  on 
Monday  and  Friday  at  about  3  PM.  He  has  asked 
for  an  aide  in  the  evening  who  can  put  him  in  bed 
around  9  PM,  because'  he  doesn  '  t  want  to  go  to 
bed  at  5  PM.  He  informed  the  surveyor  he  was 
told  there  were  not  enough  aides.  He  said,  as  a 
result,  he  stays  in  his  wheelchair  all  night. 

The  patient  informed  the  surveyor  that  he  was 
told  by  the  DSS  caseworker  that  he  would 
approve  additional  services  if  the  agency 
informed  him  of  the  services  needed.  Although 
the  SN  documented  on  05/16/07  "  DSS  will  look 
at  budget  to  see  what  we  can  afford  " ,  evidence 
is  lacking  the  SN  followed  up  with  the  DSS 
regarding  additional  services. 

In  addition  to  the  agency  failing  to:  promote  the 
patient '  s  right  to  participate  in  the  planning  of  his 
care;  support  the  patient '  s  ultimate  goal  to 
remain  at  home;  and  ensure  immediate 
intervention  for  unmet  safety  needs;  the  agency 
also  failed  to  understand  their  role  for  care 
coordination  and  case  management. 

it  was  not  until  the  Department  of  Health  directed 
the  agency  to  work  collaboratively  with  the  patient 
and  the  Department  of  Social  Services,  that  an 
appropriate  plan  was  developed  and  implemented 
to  meet  the  patient 1  s  needs.  The  revised  plan  of 
care  includes:  shift  nursing  care  during  the  night 
shift,  enabling  the  patient  to  transfer  to  bed;  and 
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medical  social  work  services.  The  shift  nurse 
also  provides  prescribed  wound  care,  which 
provides  relief  for  the  patient '  s  mother. 

2.  Patient  #13  was  admitted  to  the  agency  on 
09/07/07  with  a  primary  diagnosis  of  left  lower  leg 
ulceration.  The  plan  of  care  included  daily 
dressing  changes  by  the  Skilled  Nurse  (SN). 
Evidence  is  lacking  that  the  SN  considered  the 
patient/family's  reluctance  and  inability  to  perform 
the  dressing  changes,  supported  by  the 
physician's  reluctance  to  decrease  the  SN  visits, 
in  developing  the  plan  of  care:  The  SN  persisted 
in  developing  a  plan  that  required  the  family  to 
perform  the  daily  dressing  changes.  Specifically: 

On  09/12/07  The  SN  documented  communicating 
the  following  with  the  RN  team  leader:  "due  to  the 
chronic  nature  of  the  patient's  wounds,  copious 
wound  drainage,  and  simple  dressing  change,  the 
patient  was  not  qualifying  for  continued  daily  visits 
from  an  RN".  The  SN  faxed  the  above  findings  to 
the  physician,  and  requested  the  patient  be  seen 
by  the  wound  care  center  so  that  the  patient  could 
be  discharged  from  home  care.  The  SN  also 
inquired  as  to  whether  the  patient  could  drive 
himself.  Evidence  is  lacking  that  the  SN: 

-  discussed  the  plan  to  discontinue  daily  dressing 
changes  by  the  SN  with  the  patient,  or  that  the 
patient  was  in  agreement  with  the  plan  to  drive  to 
the  wound  care  center  for  the  dressing  changes 

-  identified  that  a  dressing  change  tnvolveing  8 
step  dressing  was  not  a  simple  dressing 

-  identified  the  patient's  wounds  were  not  stable 
since  admission  to  the  agency  only  5  days  prior, 

j  due  to  copious  drainage. 

!  -  considered  the  patient  may  not  be  able  to 

j  physically  drive  himself  to  the  wound  care  center. 
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On  09/13/07  and  09/14/07  the  SN  documented 
that  the  physician  ordered  the  patient  should  not 
drive,  and  the  SN  should  continue  daily  dressing 
changes  due  to  the  constant  drainage,  and  that 
the  patient  could  not  drive. 

On  09/17/07  and  09/24/07  the  SN  had  re  faxed 
the  request  she  had  made  to  the  physician  which 
specified  the  patient  was  a  candidate  for  the 
wound  care  center,  and  the  agency  would  like  to 
discharge  the  patient ,  the  fax  also  included  a 
conflicting  statement  indicating  the  SN  could  see 
the  patient  one  time  per  week  for  assessment. 

On  09/25/07  the  SN  documented  she  had  sent 
the  patient  to  the  emergency  room  because  the 
patient's  leg  was  covered  with  maggots.  The 
wound  was  cleansed,  and  the  patient  was  given 
one  dose  of  IV  cephalexin  (antibiotic)  and  sent 
home.  The  patient  was  to  continue  antibiotics  by 
mouth  at  home. 

The  physician  signed  the  conflicting  orders  on 
09/27/07. 

On  09/28/07  the  SN  documented  she  had 

explained  to  the  patient  that  Medicare  will  not  pay 

for  daily  visits  with  a  chronic  non  healing  wound,  \ 

and  she  had  the  patient  sign  the  "paperwork".  j  j 

The  SN  left  a  message  for  the  daughter  that  j 
starting  10/01/07  either  she  or  her  brother  will  j 
need  to  learn  the  wound  care.  Evidence  is  j 

lacking  that  the  SN  included  the  patient,  or  the  j  j 

patient's  children  in  developing  the  plan  to  make  j  j 

the  children  responsible  for  their  father's  wound    j  .  j 

care.  |  I  j 

Additionally,  the  SN  attempted  to  obstruct  the       j  j  j 

I  i  !  !  
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patient's  access  to  Medicare  services  by  advising 
the  patient  and  the  physician  that  the  daily  wound 
care  could  not  be  provided  through  Medicare, 
despite  the  deteriorating  wound  status  and 
complicated  dressing  change. 

On  09/30/07  the  SN  documented  she  had  stated 
to  the  patient  the  dressing  change  needed  to  be 
taught  to  his  son  or  daughter.  The  patient  stated 
he  was  not  sure  they  would  do  it  for  him,  as  they 
never  had  in  the  past.  Evidence  is  lacking  the 
patient  was  in  agreement  with  the  change  in  the 
plan  to  decrease  the  SN  visits. 

On  10/01/07  the  SN  documented  teaching  the 
son  to  perform  the  dressing,  and  he  was  to 
perform  the  dressing  change  on  10/02/07. 
Evidence  is  lacking  the  patient  was  in  agreement 
with  his  son  being  made  responsible  for  the 
dressing  changes. 

On  10/05/07  the  SN  obtained  a  physician  order  to 
decrease  the  SN  visits  to  one  time  per  week  for 
wound  assessment  and  dressing  change,  and 
that  the  son  and  daughter  are  willing  to  perform 
the  daily  dressing  changes.  Evidence  is  tacking, 
however,  that  the  patient's  daughter  was  willing  to 
perform  the  daily  dressing  changes. 

On  10/12/07  the  SN  visited  the  patient,  and 
documented  the  patient  was  not  clear  as  to  the 
status  of  the  agency's  home  visits.  The  SN 
reminded  him  he  had  signed  a  document 
indicating  the  agency  believed  the  services  being 
provided  will  no  longer  be  covered  by  medicare 
(HHBN  -  Home  Health  Advance  Beneficiary 
Notice),  that  the  SN  would  visit  1-2  times  per 
week,  that  the  daily  dressings  would  be  stopped, 
and  that  the  son  and  daughter  would  be  helping. 
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The  patient  then  stated  he  must  have 

misunderstood.  Evidence  is  lacking  that: 

-  the  patient  was  in  agreement  with  the  plan  for 
his  son  to  perform  the  daily  dressing  changes 

-  the  daughter  was  taught  how  to  perform  the 
dressing  changes,  or  was  willing  to  assist  in 
dressing  changes 

-  the  SN  identified  the  patient  may  have  been 
confused  about  the  plan  of  care  because  the  SN 
had  faxed  multiple  requests  to  the  physician 
which  indicated  the  agency  would  like  to 
discharge  the  patient,  as  well  as  the  SN  could 
continue  weekly  visits  for  assessment. 

Despite  the  family  being  unable  or  unwilling  to 
assist  in  dressing  changes,  and  the  physician's 
reluctance  to  make  the  family  responsible,  the  SN 
persisted  in  developing  a  plan  which  made  the 
family  responsible  for  the  patient's  daily  dressing 
changes.  Specifically,  on  10/15/07  the  SN 
documented: 

-  a  phone  call  to  the  daughter  indicating  the 
daughter  stated  she  could  not  get  to  the  patient's 
home  easily  until  8:00  PM  to  do  the  dressing 
changes  as  she  worked,  The  SN  also 
documented  on  1 0/1 5/07,  the  daughter  had 
stated  to  the  son  she  was  not  willing  to  assist  with 
the  dressing  changes  because  "the  wounds  were 
hard  to  look  at,  and  she  did  not  have  the  stomach 
for  it'. 

-  the  physician  had  recommended  to  the  family 
that  they  see  if  another  agency  would  do  the 
dressing  changes,  as  this  agency  would  not. 

-  the  son  stated  he  did  not  mind  the  wound  care, 
and  agreed  to  SN  visits  1-2  times  per  week, 
however,  had  made  several  subsequent  phone 
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calls  to  the  SN,  and  advised  her  he  would  not  be 
able  to  perform  dressing  changes  on  10/16/07, 
10/17/07,  10/18/07,  10/22/07,  10/23/07,  10/25/07 
or  10/26/07. 

This  record  was  reviewed  with  the  AA  and  DON 
on  1 1/13/07,  no  additional  information  was 
provided. 

484.14  ORGANIZATION,  SERVICES  & 
ADMINISTRATION 


This  CONDITION  is  not  met  as  evidenced  by: 
o  Failure  of  the  governing  body  to  assume 
responsibility  for  the  overall  management  of  the 
agency.  G128 

o  Failure  to  ensure  all  patient  rights  are  protected 
and  promoted.  G109 

o  Failure  to  develop  and  implement  a  system 
which  ensures  that  significant  patient  symptoms 
are  identified;  that  priority  needs  are  addressed, 
and  immediately  reported  to  the  physician.  G164, 
G172 

o  Failure  to  implement  a  system  which  ensures: 
that  initial  nursing  assessments  are  complete  and 
accurate;  plans  of  care  are  individualized  and 
provide  specific  interventions  to  meet  patient's 
needs;  the  written  plans  of  care  are  being 
followed;  physicians  are  consulted  in  the 
development  and  modification  of  the  plan  of  care; 
changes  in  patients  condition  are  readily  identified 
and  physicians  are  promptly  notified; 
documentation  of  reassessment  visits  are 
complete  and  reflect  the  patient's  current  status; 
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G122  ORGANIZTION, 
SERVICES  & 
ADMINISTRATION 

The  Agency  Administrator  (AA)  and 
Director  of  Patient  Services  (DPS) 
met  with  the  Governing  Authority  on 
01-/31/08  lo  discuss  the  draft  Plan  of 
Correction  developed  to  address 
deficiencies  identified  as  a  result  of 
the  DOH  statement  of  deficiencies 
issued  pursuant  to  a  survey  completed 
at  the  Visiting  Nurse  Service  of 
Ithaca  on  12/19/07.  The  draft  Plan  of 
Correction  was  approved  as  presented 
including  the  resources  required  to 
implement  the  plan. 

AA,  DPS,  or  Designee  will  revise  and 

intensify  the  agency's  quality  | 

improvement  program  and  to  review  j 

and  revise  as  appropriate  all  other  j 

policies  and  procedures  identified  in  j 

the  POC  by  1/08/08,  with  overall  j 

policy  and  procedure  and  i 
administrative  review  by  3/01/08. 

The  Governing  Authority  agreed  with 
the  recommendation  by  the  AA  and 
DPS  that  until  further  notice  no  new 
patients  should  be  admitted  to  the 
agency,  unless  under  special 
circumstances  as  approved  by  the  AA 
and  DPS.  The  agency  will  open  to 
admissions  only  after  the  agency  has 
come  back  into  full  compliance  with 
the  Conditions  of  Participation  and 
the  AA  and  DPS  report  that  the 
agency  had  made  acceptable  progress 
in  correcting  quality  of  care  issues. 
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and  quality  care  is  provided  to  each  patient.  G 
158,0159,0160,0164,0171,0172. 

o  Failure  to  ensure  administrative  and 
supervisory  functions  are  being  performed 
effectively  and  ensuring  that:  agency  policies  and 
procedures  are  implemented  consistently;  case 
management  activities  are  being  performed 
consistently;  the  plan  of  care  is  reviewed  to 
ensure  that  it  addresses  all  identified  patient 
needs;  the  plan  is  being  followed  as  written; 
nursing  assessments  and  reassessments  are 
complete.  See  G  133,  G140 

o  Failure  to  ensure  effective  communication  and 
coordination  between  all  disciplines  including 
supervisory  staff  as  outlined  in  agency  policy. 
G143 

o  Failure  to  ensure  complete,  accurate,  and 
current  documentation  is  readily  available.  G  236 

0  Failure  to  ensure  internal  quality  improvement 
audits  are  provided  to  the  governing  body  and  are 
of  sufficient  scope  to  identify  the  areas  in  need  of 
improvement.  See  G250 

The  cumulative  effect  of  these  systemic  problems 
resulted  in  the  home  care  agency's  failure  to 
ensure  the  provision  of  quality  health  care. 
Additionally,  this  failure  to  provide  oversight  of  the 
agency  resulted  in  a  negative  outcome  for 
patients  #  1 ,  2,  6,  8,  11 ,  13,  and  potential  negative 
outcomes  for  the  agency's  entire  patient 
population. 

1  Three  previous  recertification  surveys,  dated 

I  01/24/07,11/08/04  and  03/29/04  identified  the 
agency's  failure  to;  ensure  adequate  initial  skilled 
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actions  to  ensure  that  the  assessments 
and  care  plans  for  all  patients  who 
remain  on  service  are  current, 
accurate,  complete,  and 
comprehensive  by  1/15/08. 

The  Governing  Authority  will 
communicate  on  a  weekly  basis  with 
the  Agency  Administrator  (AA)  and 
Director  of  Patient  Services  (DPS)  to 
discuss  progress  made  toward 
implementing  the  Plan  of  Correction 
to  address  deficiencies  identified  by 
New  York  State  Department  of 
Health  (DOH)  in  past  surveys  and  the 
most  recent  survey  completed 
12/19/07. 

I 

The  DPS  and  or  Designee  will  review  j 
the  policies  and  procedures  identified  \ 
below  to  determine  if  they  are  of  j 
sufficient  scope  to  address  areas 
identified  to  be  deficient  in  the 
12/19/07  DOH  survey  and  in  past 
surveys.  Revisions  will  be  made  as 
required  and  staff  will  receive 
required  education  in  the  revisions 
and  in  related  professional  standards 
of  practice  by  1/15/08. 

©Promotion  and  protection  of  Patient 
Rights  by  agency  staff  with  a  focus 
on,  but  not  limited  to  ensuring  that 
patient's  participate  in  care  plan 
development  and  changes  and  that  no 
care  plan  is  implement  prior  to  patient 
approval  (see  G109) 
9  Case  management  and  coordination 
to  include  structured  case 
conferencing  (see  G 143) 
1  Provision  of  care  as  specified  in  the 
plan  (see  G 158) 
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and  quality  care  is  provided  to  each  patient.  G 
158,  G159,  G160,  G164,  G171,  G172. 

o  Failure  to  ensure.administrative  and 
supervisory  functions  are  being  performed 
effectively  and  ensuring  that:  agency  policies  and 
procedures  are  implemented  consistently;  case 
management  activities  are  being  performed 
consistently;  the  plan  of  care  is  reviewed  to 
ensure  that  it  addresses  all  identified  patient 
needs;  the  plan  is  being  followed  as  written; 
nursing  assessments  and  reassessments  are 
complete.  See  G  133,  G140 

o  Failure  to  ensure  effective  communication  and 
coordination  between  all  disciplines  including 
supervisory  staff  as  outlined  in  agency  policy. 
G143 

o  Failure  to  ensure  complete,  accurate,  and 
current  documentation  is  readily  available.  G  236 

o  Failure  to  ensure  internal  quality  improvement 
audits  are  provided  to  the  governing  body  and  are 
of  sufficient  scope  to  identify  the  areas  in  need  of 
improvement.  See  G250 

The  cumulative  effect  of  these  systemic  problems 
resulted  in  the  home  care  agency's  failure  to 
ensure  the  provision  of  quality  health  care. 
Additionally,  this  failure  to  provide  oversight  of  the 
agency  resulted  in  a  negative  outcome  for 
patients  #  1,  2,  6,  8,  11,  13,  and  potential  negative 
outcomes  for  the  agency's  entire  patient 
population. 

Three  previous  recertification  surveys,  dated 
01/24/07,11/08/04  and  03/29/04  identified  the 
agency's  failure  to:  ensure  adequate  initial  skilled  j 


G  122 


©Development  of  complete  and 
accurate  care  plans  (see  G159) 

^Complete  and  accurate  nursing 
assessments  and  reassessments  that 
identify  significant  patient  symptoms, 

"  address  priority  needs  and  immediate 
reporting  of  changes  in  patient 
condition  to  the  physician  (see  G  171, 
GI72) 

Q  Qualified  and  knowledgeable  nursing 
:   staff  (see  G 1 74) 
*  Nursing  Supervision 

<»  Readily  available  complete,  accurate 
clinical  records  that  reflect  current 
patient  status  (see  G236) 

The  DPS  and  or  Designee  will 
develop  and  implement  by  01/15/08  a 
plan  to  audit  each  case  managers  case 
load  every  2  weeks  (weekly  at 
present)  for  effective  case 
management  and  to  audit  each  case 
managers  patient  start  of  care,  restart 
of  care,  and  recertification  assessment 
and  plan  of  care  for  completeness  and 
accuracy  (See  GI09,  GI43,  GI58, 
GI59,GI7I,GI72,GI74,  G236). 

The  DPS  or  Designee  will  trend  audit 
^data  bygroup^and  by  individual.  This 
^  datawTllbe  presented  to  the  PAC  and 
Governing  Authority.  Areas  in  need 
of  improvement  will  be  identified, 
corrective  action  planed, 
implemented,  and  monitored.  The 
above  audits  will  begin  by  01/15/08 
(see  G250). 
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nursing  assessments;  ensure  adequate  skilled 
nursing  reassessments;  develop  complete  and 
accurate  plans  of  care. 

Two  previousl  recertification  surveys  dated 
1 1/08/04  and  03/29/04  identified  the  agency's 
failure  to:  coordinate  patient  care;  provide 
adequate  nursing  supervision. 

The  agency  has  demonstrated  a  repeated  failure 
to  develop  strategies  to  comply  with  the 
requirements  pertaining  to:  development  and 
implementation  of  the  plan  of  care;  coordinate 
patient  care;  performing  adequate  initial  and 
follow  up  nursing  assessments;  supervise  the 
nursing  staff. 

484.14(b)  GOVERNING  BODY 

A  governing  body  (or  designated  persons  so 
functioning)  assumes  full  legal  authority  and 
responsibility  for  the  operation  of  the  agency. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  22  clinical  records,  5 
observational  home  visits,  review  of  PAC  meeting 
minutes,  and  governing  body  meeting  minutes, 
and  interviews  with  the  Agency  Administrator 
(AA),  Director  of  Nursing  (DON),  and  Agency 
Consultant,  and  agency  staff,  evidence  is  lacking 
in  20  records  the  governing  body  effectively 
oversees  the  operation  and  management  of  the 
agency.  Patients  #1  - 17,  19,  21,  22 

Failure  of  the  governing  body  to  provide  adequate 
oversight  and  direction  of  the  agency  resulted  in 
negative  patient  outcomes  for  patients  #  1,  2,  6, 
8,  11,  13,  multiple  repeat  standard  level 
deficiencies,  and  multiple  condition  level 
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G128  GOVERNING  BODY 


The  Governing  Authority  met  on  12/14/07 
and  appointed  Mary  Elizabeth  Harrington  as 
Interim  Agency  Administrator. 

The  Agency  Administrator  met  with  the 
Governing  Authority  on  12/3 1/07  and; 

*  Reviewed  and  accepted  the  draft 
Plan  of  Care  Correction  (POC)  developed  to 
address  deficiencies  identified  as  a  result  of 
the  NYS  DOH  survey  completed  on 
12/19/07.  The  POC  will  also  address 
deficiencies  identified  as  a  result  of  past 
DOH  surveys.  Resources  required  to 
implement  the  plan  were  also  approved. 

*  Reviewed  and  accepted  the 
resignation  of  Karen  Haesloop,  Director  of 
Patient  Services  (DPS).  Karen's  last  day  will 
be  1/4/08. 

*  Approved  the  appointment  of 
Carol  J.  Henderson  to  the  position  of  DPS 
after  review  and  approval  by  NYS  DOH. 
*  Addendum:  1/2/08,  Lynn  Shannon,  NYS 
DOH  notified  the  agency  Administrator  that 
Carol  Henderson  could  fill  the  role  of  DPS  in 
an  acting  capacity  while  the  agency  continues 
their  recruitment  efforts.  Carol  Henderson  j  j 
was  offered  the  position  and  she  accepted  it.  ;  [ 
The  agency  continues  their  recruitment  |  j 
through  Career  Builder  and  ads  will  appear  in  j  j 
the  Ithaca,  Rochester,  and  Binghamton  j  j 
newspapers.  • 
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nursing  assessments;  ensure  adequate  skilled 
nursing  reassessments;  develop  complete  and 
accurate  plans  of  care. 

Two  previousl  recertification  surveys  dated 
1 1/08/04  and  03/29/04  identified  the  agency's 
failure  to:  coordinate  patient  care;  provide 
adequate  nursing  supervision. 

The  agency  has  demonstrated  a  repeated  failure 
to  develop  strategies  to  comply  with  the 
requirements  pertaining  to:  development  and 
implementation  of  the  plan  of  care;  coordinate 
patient  care;  performing  adequate  initial  and 
follow  up  nursing  assessments;  supervise  the 
nursing  staff. 

484.14(b)  GOVERNING  BODY 

A  governing  body  (or  designated  persons  so 
functioning)  assumes  full  legal  authority  and 
responsibility  for  the  operation  of  the  agency. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  22  clinical  records,  5 
observational  home  visits,  review  of  PAC  meeting 
minutes,  and  governing  body  meeting  minutes, 
and  interviews  with  the  Agency  Administrator 
(AA),  Director  of  Nursing  (DON),  and  Agency 
Consultant,  and  agency  staff,  evidence  is  lacking 
in  20  records  the  governing  body  effectively 
oversees  the  operation  and  management  of  the 
agency.  Patients  #1  -  17,  19,  21,  22 

Failure  of  the  governing  body  to  provide  adequate 
oversight  and  direction  of  the  agency  resulted  in 
negative  patient  outcomes  for  patients  #  1,  2,  6, 
8,  1.1,  13,  multiple  repeat  standard  level  . 
deficiencies,  and  multiple  condition  level 
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G128  GOVERNING  BODY 


*  Agreed  wiin  tne  recommendation 
by  the  AA  and  DPS  that  until  further  notice 
no  new  patients  should  be  admitted  to  the 
agency,  unless  under  special  circumstances 
as  approved  by  the  AA  and  DPS.  The 
agency  will  open  to  admissions  only  after  the 
agency  has  come  back  into  full  compliance 
with  the  Conditions  of  Participation  and  the 
AA  and  DPS  report  that  the  agency  has  made 
acceptable  progress  in  correcting  quality  of 
care  issues. 

•  *Directed  the  DPS  and  or  Designee 
to  take  required  actions  to  ensure  that  the 

C   ?fl  2586881116111  ^  care  Plans  for  patients 

who  remain  on  service  are  current,  accurate, 
complete,  and  comprehensive  by  1/15/08. 

*  Directed  the  AA,  DPS,  or 
Designee  to  revise  and  intensify  the  agency's 
quality  improvement  program  and  to  review 
and  revise  as  appropriate  all  other  policies 
and  procedures  identified  in  the  POC  by 

0 1/08/08,  with  overall  policy  and  procedure 
and  administrative  review  by  03/01/08. 
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nursing  assessments;  ensure  adequate  skilled 
nursing  reassessments;  develop  complete  and 
accurate  plans  of  care. 

Two  previousl  recertification  surveys  dated 
1 1/08/04  and  03/29/04  identified  the  agency's 
failure  to:  coordinate  patient  care;  provide 
adequate  nursing  supervision. 

The  agency  has  demonstrated  a  repeated  failure 
to  develop  strategies  to  comply  with  the 
requirements  pertaining  to:  development  and 
implementation  of  the  plan  of  care;  coordinate 
patient  care;  performing  adequate  initial  and 
follow  up  nursing  assessments;  supervise  the 
nursing  staff. 

484.14(b)  GOVERNING  BODY 

A  governing  body  (or  designated  persons  so 
functioning)  assumes  full  legal  authority  and 
-responsibility  for  the  operation  of  the  agency. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  22  clinical  records,  5 
observational  home  visits,  review  of  PAC  meeting 
minutes,  and  governing  body  meeting  minutes, 
and  interviews  with  the  Agency  Administrator 
(AA),  Director  of  Nursing  (DON),  and  Agency 
Consultant,  and  agency  staff,  evidence  is  lacking 
in  20  records  the  governing  body  effectively 
oversees  the  operation  and  management  of  the 
agency.  Patients  #1  -  1 7,  1 9,  21 ,  22 

Failure  of  the  governing  body  to  provide  adequate 
oversight  and  direction  of  the  agency  resulted  in 
negative  patient  outcomes  for  patients  #  1,  2,  5, 
8,1.1,13,  multiple  repeat  standard  level 
deficiencies,  and  multiple  condition  level 
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The  Governing  Authority  will  meet 
communicate  weekly,  until  further 
notice,  with  the  AA  and  or  DPS. 
The  AA  will  1)  designate  a  recorder 
to  take  minutes  at  all  meetings,  2) 
review  the  minutes  for  accuracy, 
clarity,  and  actions  to  be  taken 
regarding  problems  identified,  3)  take 
steps  ensure  that  appropriate  action  is 
taken,  4)  be  prepared  to  report  on  the 
actions  taken  at  the  next  meeting,  and 
5)  maintain  a  copy  of  all  minutes  of 
the  meetings  in  a  location  that  ensures 
ready  availability  and  accessibility, 
AA's  office. 
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deficiencies  as  outlined  in  the  body  of  this  report. 

Specifically,  evidence  is  lacking  that  the  following 
governing  body  responsibilities  are  being  - 
performed: 


o  Ensuring  that  supervision  of  all  patient  care  is 
provided  and  readily  available.  Specifically  that  . 
supervisors  are  ensuring  that:  patient  rights  are 
being  protected  and  promoted;  case  coordination 
is  being  performed;  plans  of  care  are  complete 
and  being  implemented;  changes  in  patient 
condition  are  being  reported  to  the  physician; 
nursing  assessments  are  complete  and  accurate; 
nurses  are  qualified  and  knowledgeable;  clinical 
records  are  complete,  accurate,  and  readily 
available.  See  G  109,  G  143,  G158,  G159,  G 
164,  G171,  G172,  G  174,  G  229,  G  236 

On  10/12/07  the  surveyor  interviewed  the  AA.  The 
AA  stated  the  Nursing  Supervisor  had  resigned 
the  end  09/21/07,  and  she  had  been  fulfilling  the 
roles  of  Agency  Administrator,  Director  of  Patient 
Services,  Director  of  Nursing,  and  Nursing 
Supervisor. 

o  Ensuring  that  services  provided  are  of 
sufficient  quality  to  meet  the  needs  of  its  patient 
population.  See  G  143,  G158,  G159,  G164, 
G171.G172,  G  174,  G250 

o  Ensuring  all  complaints  are  adequately 
documented,  investigated,  and  resolved.  See  G 
133 

o  Ensuring  internal  agency  audits  are  of  sufficient 
scope  to  identify  quality  of  care  issues  and  that 
resolutions  are  developed  and  implemented  See 
G250 
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The  following  will  be  discussed: 

1)  Overall  Progress  made  toward 
implementation  of  the  Plan  of 
Correction  to  address  deficiencies 
identified  on  the  DOH  survey 
completed  12/19/07  at  the  agency 

2)  Status  of  assessment  and  care 
planning  review  and  or  revisions  for 
all  patients  who  remain  on  service  to 
be  completed  by  1/15/08 

3)  Status/results  of  skills  competency 
assessment  to  include  observational 
visit  for  all  nurses  on  staff  to  be 
completed  by  1/04/08 

4)  Results  of  complaint  investigation  or 
of  patient  satisfaction  surveys 

5)  Data  related  to  compliance  with 
requirement  that  nurses  complete 
documentation  within  24  hours  of 
patient  visit 

6)  Progress  made  toward  developing 
strategies  to  ensure  that  patient  rights 
are  protected  and  promoted  by  agency 
staff  (see  G 1 09). 

7)  Progress  made  toward  developing 
description  of  roles  and 
responsibilities  of  the  Agency 
Administrator,  Director  of  Patient  ! 
Services,  Supervising  Nurse  and  j 
Quality  Improvement  nurse  to  be  i 
completed  by  l/15/08.\ 

8)  Results  of  quality  assurance  audits,  >  j 
concurrent  and  retrospective,  of 
sufficient  scope  to  ensure  that  care  is  ;  j 
of  sufficient  quality;  patient  rights  are  :  j 
being  protected  and  promoted;  case  j 
coordination  is  being  performed;  i 
plans  of  care  are  complete  and  being  ! 


(X5) 
COMPLETION 
DATE 


1/4/0? 


ORM  CMS-2567[02-99)  Previous  Versions  Obsolete 


Event  iD:D2U1t 


Facility  ID:  3537. 


If  continuation  sheet  Page  20  of  87 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  &  MEDICAID  SERVICES 


PRINTED:  12/19/2007 
FORM  APPROVED 
OMB  NO.  0938-0391 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER'. 


337212 


(X2)  MULTIPLE  CONSTRUCTION 
A,  BUILDING 


B.  WING 


(X3)  DATE  SURVEY 
COMPLETED 

C 

12/19/2007 


NAME  OF  PROVIDER  OR  SUPPLIER 

VNS  ITHACA  TOMPKINS  CO  CHHA 


(X4)  ID 
PREFIX 
TAG 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


STREET  ADDRESS.  CITY.  STATE.  ZIP  CODE 
138  CECIL  A  M ALONE  DRIVE 
ITHACA,  NY  14850 


ID  ■ 
PREFIX 
TAG 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY, 


(X5) 
COMPLETION 
DATE 


G  128  Continued  From  page  20 

o  Ensuring  that  the  agency's  record  keeping 
system  provides  a  mechanism  to  ensure  the 
patient  record  includes:  an  accurate  plan  of  care 
which  addresses  each  patient's  needs; 
assessments  which  readily  identify  the  patient's 
response  to  treatment  and  change  in  status;  a 
current  representation  of  the  patient's  condition. 
SeeGl43,  G159,  G164,  G168,  G171,  G172, 
G236,  G  250 

o  Ensuring  the  agency  is  consistently  functioning 
in  full  compliance  with  all  applicable  rules  and 
regulations  as  outlined  in  this  report. 
G  133  484.14(c)  ADMINISTRATOR 

The  administrator,  who  may  also  be  the 
supervising  physician  or  registered  nurse  required 
under  paragraph  (d)  of  this  section,  organizes  and 
directs  the  agency's  ongoing  functions;  maintains 
ongoing  liaison  among  the  governing  body,  the 
group  of  professional  personnel,  and  the  staff. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  review  of  22  clinical  records,  5 
observational  home  visits,  interviews  with  the 
Agency  Administrator  (AA),  Director  of  Nursing 
(DON),  and  agency  staff,  review  of  personnel 
records,  agency  policy  and  procedures,  minutes 
of  the  Professional  Advisory  Committee, 
governing  body  meeting  minutes,  evidence  is 
lacking  in  20  records  the  AA  effectively  oversees 
the  operation  and  management  of  the  agency. 
Patients  #  1  - 17,  19,  21,  22) 

Failure  of  the  Agency  Administrator  to  provide 
adequate  oversight  and  direction  of  the  agency 
resulted  in  negative  patient  outcomes  for  patients 


I 
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G  133 


implemented;  changes  in  patient 
condition  are  being  reported  to  the 
physician;  nursing  assessments  are 
complete  and  accurate;  nurses  are 
qualified  and  knowledgeable;  clinical 
records  are  complete,  accurate  (See 
0109,0143  0158,0159,0164, 
■G171,G172,G174,  G229,  G236, 
G250). 

9)    Data  required  to  complete  the  annual 
evaluation  in  sufficient  scope  to 
determine  the  extent  that  the  agency's 
services  are  appropriate,  adequate, 
effective  and  efficient  by  3/01/08  (see 
G245)  v 

G133  ADMINISTRATOR 

The  Agency  Administrator  (AA)  and 
Director  of  Patient  Services  will 
review/revise  the  existing  job 
description  delineating  the  roles  and 
responsibilities  of  the  AA  by  1/08/08. 
The  revised  job  description  will  be 
presented  to  the  Professional 
Advisory  Committee  (PAC)  for 
review  and  approval  by  1/10/08  and 
to  the  Governing  Authority  by 
1/15/08  for  review  and  approval. 

The  revisions  will  include  delineation 
of  the  AA  roles  and  responsibilities  in 
the  organization  and  direction  of  the 
agency's  ongoing  functions  to  include 
but  not  be  limited  to: 

•     Implementing  an  effective  quality 
improvement  program  that  promotes 
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#  1 ,  2,  6,  8,  1 1,  13,  multiple  repeat  standard  level 
deficiencies  and  multiple  condition  level 
deficiencies  as  outlined  in  the  body  of  this  report; 
and  has  the  potential  for  agency  wide  negative 
patient  outcomes. 

Specifically,  evidence  is  lacking  the  following 
responsibilities  of  the  Administrator  are  being 
performed: 

o  Ensuring  that  all  patient  rights  are  being 
protected  and  promoted.  See  G  109 

o  Ensuring  an  effective  plan  is  implemented  to 
correct  deficiencies  cited  in  all  surveys. 

Specifically,  Three  previous  recertification 
surveys,  dated  01/24/07, 1 1/08/04  and  03/29/04 
identified  the  agency's  failure  to:  ensure  adequate 
initial  skilled  nursing  assessments;  ensure 
adequate  skilled  nursing  reassessments;  develop 
complete  and  accurate  plans  of  care. 

Two  previousl  recertification  surveys  dated 
1 1/08/04  and  03/29/04  identified  the  agency's 
failure  to:  coordinate  patient  care;  provide 
adequate  nursing  supervision. 

o  Ensuring  internal  quality  improvement  audits 
provided  to  the  governing  body  are  of  sufficient 
scope  to  identify  the  areas  in  need  of 
improvement,  and  that  the  governing  body  is 
informed  of  the  agency's  overall  status  with 
respect  to  compliance  and  quality  issues.  See 
G250 

o  Ensuring  that  the  agency's  record  keeping 
system  provides  the  following  essential 
components  in  a  timely  manner:  a  mechanism  to 


G  133 


2. 


3. 


quality  patient  care  and  identifies  and 
corrects  areas  in  need  of 
improvement. 

Monitoring  Plans  of  Corrections 
implemented  as  a  result  of  DOH 
surveys  to  determine  effectiveness  in 
resolving  deficient  areas 
Providing  PAC  and  the  Governing 
Authority  with  the  following: 
Results  of  quality  assurance  audits, 
concurrent  and  retrospective,  of 
sufficient  scope  to  ensure  that 
supervisory  functions  are  being 
performed;  agency  policies  and 
procedures  are  implemented 
consistently;  care  is  of  sufficient 
quality;  patient  rights  are  being 
protected  and  promoted;  case 
coordination  is  being  performed; 
plans  of  care  are  complete  and  being 
implemented;  changes  in  patient 
condition  are  being  reported  to  the 
physician;  nursing  assessments  are 
complete  and  accurate;  nurses  are 
qualified  and  knowledgeable;  clinical 
records  are  complete,  accurate.  (See 
G109,  G143G158,  G159,  G164,  , 
G171,  G172,  G174,  G229,  G236,  , 
G250).  ! 
Data  required  to  complete  the  annual  j 
evaluation  by  3/01/08  and  annually  j 
thereafter  in  sufficient  scope  to  i 
determine  the  extent  that  the  agency's) 
services  are  appropriate,  adequate, 
effective  and  efficient  (see  G245) 
Evaluation  of  nurse  retention 
problems  related  to  issues  of  salary 
and  benefits  with  a  proposal  for 
retention  bv  3/01/08. 
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readily  identify  the  patient's  response  to  treatment 
and  change  in  status;  a  current  representation  of 
the  patient's  condition;  and  a  plan  of  care  that  is 
accurate  and  addresses  each  patient's  needs. 
SeeG143,  G159,  G164,  G168',  G171,  G172, . 
G236,  G  250 

o  Ensuring  the  provision  of  adequate  supervision 
of  patient  care  and  skilled  nursing  staff. 
Specifically  that  supervisor's  are  ensuring:  patient 
rights  are  being  protected  and  promoted;  case 
coordination  is  being  performed;  plans  of  care  are 
complete  and  being  implemented;  changes  in 
patient  condition  are  being  reported  to  the 
physician;  nursing  assessments  are  complete 
and  accurate;  nurses  are  qualified  and 
knowledgeable;  clinical  records  are  complete, 
accurate,  and  readily  available. 

Although  there  is  evidence  the  Nursing 
Supervisor  was  reviewing  open  patient  records 
with  the  Skilled  Nurses  prior  to  her  departure  on 
09/21/07,  and  the  AA  stated  she  has  been 
reviewing  open  patient  records  with  the  SNs  since 
that  time,  evidence  is  lacking  the  problems 
identified  by  this  survey  are  being  identified 
and/or  corrected  by  the  Nursing  Supervisor  / 
Agency  Administrator.    See  G  109,  G  143, 
G158,  G159,  G  164,  G171,  G172,  G  174,  G  229, 
G236 

On  10/12/07  the  AA  was  interviewed  by  the 
surveyor.  The  AA  confirmed  the  Nursing 
Supervisor  had  resigned  on  09/21/07,  and  she 
had  been  fulfilling  the  roles  of  Agency 
Administrator,  Director  of  Patient  Services, 
Director  of  Nursing,  and  Nursing  Supervisor. 

On  1 1/09/07  the  AA  was  interviewed  by  the 
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CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


A  plan  for  recruiting  Home  Health 
Aides  and  Personal  Care  Aides  to  be 
developed  by  3/01/08. 
Meeting  with  the  Governing 
Authority  weekly  until  further  notice 
or  as  needed  to  keep  them  informed 
with  respect  to  agency  compliance 
and  quality  issues  to  include  progress 
made  with  implementation  of  Plan  of 
Correction  to  address  deficiencies 
identified  as  a  result  of  the  DOH 
survey  completed  12/19/07.  Results 
of  the  evaluation  agency's  total 
program  to  be  completed  by 
03/01/08,  will  be  presented  to  the 
Governing  Authority  in  03/08.  These 
meetings  will  begin  on  12/20/07  and 

wiirbe^onsomg  until  further  notice. 
^eDPHwilJ)review  the  minutes  of 
these  me^tirigs  for  accuracy  and 
clarity  in  collaboration  with  the 
DPS/SPHN  and  maintain  a  copy  of 
all  meeting  minutes  in  a  place  that 
ensures  ready  accessibility  and 
availability. 

Implementation  of  policies  and 
procedures  to  ensuring  that, plans  of 
care  for  patients  in  the  Long  Term 
Home  Health  Care  Program  are 
jointly  developed  with  the 
Department  of  Social  Services  (DSS) 
as  required  by  Title  1 8  of  the  NYS 
Code  of  Rules  and  Regulations  are 
correctly  implemented  and  supervised 
(see  G 143,  G 159,  G229) 
Investigation  and  Resolution  of 
complaints  (see  G245) 
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surveyor.  The  AA  stated  salary  and  benefits  were 
causing  a  high  turnover  in  the  nursing  staff,  which 
was  problematic  for  the  agency,  and  that  a 
competing  agency  had  higher  salaries  and  better 
benefits,  as  well  as  lower  caseloads.  The 
surveyor  questioned  if  the  AA  had  brought  this  to 
the  attention  of  the  Governing  Body.  The  AA 
initially  stated  she  had,  however,  then  stated  it  . 
would  not  matter  if  she  had  because  if  the  agency 
increased  their  salaries,  the  competing  agency 
would  do  the  same.  Evidence  is  lacking  however, 
the  issue  of  salary  and  benefits  was  ever 
discussed  with  the  Governing  Body. 

On  1 1/13/07  an  interview  was  conducted  by  the 
surveyor  with  the  AA  and  Agency  Consultant.  The 
surveyor  questioned  if  the  plans  of  care  are 
reviewed  prior  to  being  sent  to  the  physician.  The 
AA  stated  all  plans  of  care  are  reviewed  by 
herself  or  a  Nursing  Supervisor  at  the  start  of 
care,  however,  evidence  is  lacking  numerous 
and  serious  medication  discrepancies  are  being 
identified  on  the  plan  of  care.  See  G  1 59 

o  Ensuring  appropriate  management  and 
coordination  of  services  of  the  Long  Term  Home 
Health  Care  Program  (LTHHCP).  A  program 
which  provides  a  coordinated  plan  of  care  and 
services  for  individuals  who  would  otherwise  be 
medically  eligible  for  placement  in  a  hospital,  or 
residential  facility  for  an  extended  period  of  time  if 
such  a  program  were  not  available. 

Specifically  the  AA  failed  to  ensure  the  plans  of 
care:  are  jointly  developed  with  the  Department  of 
Social  Services  (DSS),  as  required  by  Title  18  of 
the  New  York  Code  of  Rules  and  Regulations 
(NYCRR);  are  correctly  implemented;  are 
adequately  supervised.  See  G  143,  G  158,  G229 
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Implementation  of  policies  and 
procedures  to  ensure  that  the  agency's 
record  keeping  system  provides 
essential  components  in  a  timely 
manner;  a  mechanism  to  readily 
identify  a  patient's  response  to 
treatment  and  change  in  status;  a 
current  representation  of  the  patient's 
condition;  and  a  plan  of  care  that  is 
accurate  and  addresses  all  patient 
needs  (see  G143,  G159,  G164,  G171, 
G172,  G236,  G250) 

The  AA,  DPS,  and  or  Designee  will 
revise  and  intensify  the  agency's 
quality  improvement  program         '  . 
policies  and  procedures  by  01/08/08. 
The  comprehensive  audittool  will  be 
revised  and  will  be  of  sufficient  scope 
to  identify  areas  in  need  of 
improvement  and  effectiveness  of  the 
plan  of  correction  to  address 
deficiencies  identified 
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o  Ensuring  all  complaints  are  adequately 
documented,  investigated,  and  resolved. 
Specifically,  patient  #  9  was  admitted  to  the 
agency's  LTHHCP  on  06/06/07.  The  patient 
record  contained  a  letter  from  the.  DSS  dated 
07/09/07  documenting  the  following  concerns: 

-  the  agency's  SN  had  inaccurately  assessed  the 
patient's  needs.  Specifically,  although  the  SN  had 
just  increased  her  visit  frequency  due  to  a 
decline  in  patient  condition,  the  SN  also  assessed 
the  patient's  needs  were  insufficient  to  qualify  for 
home  care  services  through  the  LTHHCP. 

-  the  agency  is  not  giving  the  DSS  advance  notice 
in  the  scheduling  of  joint  visits 

-  the  services  for  2  LTHHCP  patients  were  in 
jeopardy  because  the  agency  had  failed  to  submit 
their  assessments  timely  to  the  DSS. 


G  133 


Additionally,  the  patient  record  included  evidence 
that  on  07/09/07  the  DSS  was  compelled  to 
obtain  a  physician  override  to  the  SN 
assessment,  thereby  ensuring  continuation  of 
home  care  services  to  the  patient  through  the 
LTHHCP. 


On  1 1/13/07  the  surveyor  questioned  the 
administrator  as  to  why  there  was  no  evidence  of 
a  response  to  the  complaint.  The  AA  stated  the  . 
complaint  was  sent  to  the  agency's  Supervising 
Nurse,  and  the  AA  was  not  aware  of  it  until 
07/24/07  when  she  had  found  the  letter  in  the 
supervisor's  desk.  Although  the  AA  was  in 
possession  of  the  letter,  she  took  no  action  to 
investigate  the  complaint  and  resolve  the  issues 
identified  in  the  complaint.  The  AA  stated  she  did 
not  want  the  supervisor  to  know  she  "had  gone 
through  her  desk". 
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Additionally,  the  AA  failed  to  investigate  why  the 
Nursing  Supervisor  had  not  brought  the  complaint 
to  her  (the  AA's)  attention. 
G  140  484.14(d)  SUPERVISING  PHYSICIAN  OR  G  140 

REGIS.  NURSE 

Services  furnished  are  under  the  supervision  and 
direction  of  a  physician  or  a  registered  nurse  (who 
preferably  has  at  least  one  year  of  nursing 
experience  and  is  a  public  health  nurse). 

This  person,  or  similarly  qualified  alternate, 
participates  in  all  activities  relevant  to  the 
professional  services  furnished,  including  the 
development  of  qualifications  and  the  assignment 
of  personnel. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  22  clinical  records,  5 
observational  home  visits,  interviews  with  the 
Agency  Administrator  (AA)  and  Director  of 
Nursing  (DON),  and  review  of  agency  policies 
and  procedures,  evidence  is  lacking  in  20  records 
patient  #  1  - 17,  19,  21,  22)  that  the  following 
supervisory  responsibilities  are  being  performed: 

-  Ensuring  that  patient  rights  are  being  protected 
and  promoted.  Specifically,  ensuring  that  patients 
are  included  in  development  of  the  plan  of  care. 
See  G 1 09 

-  Ensuring  that  coordination/case  management  is  , 
being  performed  consistently  and  that  all  pertinent  j 
patient  information  is  communicated  to  ail 
individuals  providing  care,  and  documented  in  the  j 
clinical  record.  See  G  143  j 
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G140  SUPERVISING 
PHYSICIAN  OR  REGISTERED 
NURSE 

The  DPS  presented  an  overview  of 
the  Statement  of  Deficiencies  issued 
as  a  result  of  a  NYSDOH  survey  . 
completed  on  12/19/07  to  staff  on 
12/20/07  and  an  in  depth  review  was 
completed  with  each  case  manager 
and  the  quality  improvement  nurse  on 
12/28/07. 

The  DPS  and  or  Designee  will 
reassess  and  develop  current  care 
plans  for  the  patients  identified  in  the 
survey  who  remain  on  service  by 
1/04/07  (8  patients)  and  for  all  other 
patients  by  1/18/08. 

The  Agency  Administrator  (AA)  and 
Director  of  Patient  Services  will 
review/revise  the  existing  job 
description  delineating  the  roles  and 
responsibilities  of  the  DPS,  and 
quality  improvement  nurse  by 
1/08/08.  The  revised  job  description 
will  be  presented  to  the  Professional 
Advisory  Committee  (PAC)  for 
review  and  approval  by  1/10/08  and 
to  the  Governing  Authority  by 
1/15/08  for  review  and  approval.  j 

j  j 

The  DPS  and  or  Designee  will  review  f  j 
the  policies  and  procedures  identified  h  I 
below  to  determine  if  they  are  of  ' 
sufficient  scope  to  address  areas 
identified  to  be  deficient  in  the 
12/19/07  DOH  survey  and  in  past 
surveys.  Revisions  will  be  made  as 
required  and  staff  will  receive 
required  education  in  the  revisions 
and  in  related  professional  standards 
of  practice  by  1/15/08. 
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-  Ensuring  that  care  provided  by  ail  disciplines, 
follows  the  written  plan  of  care  established  by  the 
physician.  See  G158 

-  Ensuring  that  each  patient's  plan  of  care  is 
complete  and  accurate  for  all  diagnoses, 
medications  and  treatments.  See  G159 

-  Ensuring  that  the  agency's  professional  staff 
promptly  alerts  the  physician  to  any  changes  in 
the  patient's  condition  that  may  suggest  a  need  to 
alter  the  plan  of  care.  See  G  1 64 

-  Ensuring  that  nursing  assessments  and 
reassessments  are  complete  and  accurately 
reflect  the  patient's  status  and  continuing  needs. 
SeeG171tG172 

-  Ensuring  that  nurses  providing  care  requiring 
special  skills  are  qualified  and  knowledgeable. 
See G 174 

-  Ensuring  that  clinical  records  are  complete, 
accurate,  reflect  the  patient's  current  status,  and 
are  readily  available.  See  G  236 

On  10/12/07  the  Agency  Administrator  was 
interviewed  by  the  surveyor.  The  Agency 
Administrator  stated  the  Nursing  Supervisor  had 
resigned  the  end  09/21/07,  and  she  had  been 
fulfilling  the  roles  of  Agency  Administrator, 
Director  of  Patient  Services,  Director  of  Nursing, 
and  Nursing  Supervisor. 

i 

Although  there  is  evidence  the  Nursing 
Supervisor  was  reviewing  open  patient  records 
with  the  Skilled  Nurses  (SN)  prior  to  her  departure 
on  09/21/07,  and  the  Agency  Administrator  stated 
she  has  been  reviewing  open  patient  records  with 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 
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Promotion  and  protection  of  Patient 
Rights  by  agency  staff  with  a  focus 
on,  but  not  limited  to  ensuring  that  - 
patient's  participate  in  care  plan 
development  and  changes  and  that  no 
care  plan  is  implement  prior  to  patient 
approval  (see  G 109)  ■ 
Case  management  and  coordination 
to  include  structured  case 
conferencing  (see  G143) 
Provision  of  care  as  specified  in  the 
plan  (see  G 158) 
Development  of  complete  and 
accurate  care  plans  (see  G 1 59) 
Complete  and  accurate  nursing 
assessments  and  reassessments  that 
identify  significant  patient  symptoms, 
address  priority  needs  and  immediate 
reporting  of  changes  in  patient 
condition  to  the  physician  (see  G  171, 
G172) 

Qualified  and  knowledgeable  nursing  j 
staff  (see  G 174) 
Nursing  Supervision  (G 1 74) 
Readily  available  complete,  accurate 
clinical  records  that  reflect  current 
patient  status  (see  G236) 

The  DPS  and  or  Designee  will 
develop  and  implement  by  01/15/08  a 
plan  to  audit  each  case  managers  case 
load  every  2  weeks  (weekly  at 
present)  for  effective  case 
management  and  to  audit  each  case 
managers  patient  start  of  care,  restart 
of  care,  and  recertification  assessment 
and  plan  of  care  for  completeness  and 
accuracy  (See  G 109,  G 143,  G158, 
G159,  G171,  G172,  G174,  G236). 
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the  SNs  since  that  time,  evidence  is  lacking  the 
problems  identified  by  this  survey  are  being 
identified  and/or  corrected  by  the  Nursing 
Supervisor  /  Agency  Administrator. 

Additionally,  although  the  Agency  Administrator 
stated  the  initial  nursing  assessments  and  plans 
of  care  are  being  reviewed  by  the  Nursing 
Supervisor  /  Agency  Administrator  at  the  start  of 
care,  evidence  is  lacking  problems  are  being 
identified  and/or  corrected  as  identified  by  the  by 
this  survey. 

Failure  of  the  Supervising  Nurse  /  Agency 
Administrator  to  provide  adequate  oversight  and 
direction  of  the  agency  resulted  in  negative  . 
patient  outcomes  for  patients  #  1,  2,  6,  8,  1 1,  13, 
and  has  resulted  in  the  agency  failing  to  ensure 
all  patient  needs  are  identified  and  met. 
484.14(g)  COORDINATION  OF  PATIENT 
SERVICES 

All  personnel  furnishing  services  maintain  liaison 
to  ensure  that  their  efforts  are  coordinated 
effectively  and  support  the  objectives  outlined  in 
the  plan  of  care. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  22  clinical  records,  5  home 
visits,  and  review  of  agency  policies  and 
procedures,  and  interviews  with  the  Agency 
Administrator  (AA),  Agency  Consultant  (AC),  and 
Director  of  Nursing  (DON),  evidence  is  lacking  in 
8  of  22  records,  that  the  skilled  nurses  (SN)  are 
consistently  functioning  in  the  role  of  case 
management/case  coordination,  or  that  they  have 
a  clear  understanding  of  the  role  of  the  home 
care  nurse  in  providing  case  management 
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The  DPS  and  or  Designee  will 
complete  the  following  audits  to 
evaluate  quality  of  patient  care, 
effectiveness  of  actions  taken  as  a 
result  of  the  plan  of  correction, 
compliance  with  agency  policies  and 
procedures  and  professional 
standards: 

1 .  Start  of  care,  restart  of  care,  and 
recertification  patient  record  audits 
(seeG158) 

2.  Case  management  audits  completed 
at  the  time  of  case  conferences  or 
retrospectively  (see  G143) 

3.  Comprehensive  chart  audits  2-4 
weeks  after  the  start  of  care  (G250) 

4.  Quarterly  clinical  record  reviews 
(G250) 

The  DPS  or  Designee  will  trend  audit 
data  by  group  and  by  individual.  This 
data  wiir-be-presented  to  the  PAC  and 
Governing  Authority.  Areas  in  need 
of  improvement  will  be  identified, 
corrective  action  planed, 
implemented,  and  monitored.  The 
above  audits  will  begin  by  01/15/08 
(see  G250). 

G  143  COORDINATION  OF 
PATIENT  SERVICES 

Policies  and  procedures  will  be  of 
sufficient  scope  to  ensure  effective 
.  coordination  of  the  efforts  of  all 
personnel  furnishing  services  to 
develop  a  comprehensive  plan  of  care 
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coordination.  Patients*  2,6,7  10  13  14  19 
22  1 

Lack  of  adequate  case  management  and  case 
coordination  has  resulted  in  a  negative  outcome 
for  patient*  2,  13,  and  has  the  potential  for 
agency  wide  unmet  patient  needs  and  negative 
patient  outcomes. 

Examples  are  as  follows: 


1 .  Patient  #  2  was  admitted  to  the  agency  on 
06/06/07  with  a  primary  diagnosis  of  urinary  tract 
infection,  and  secondary  diagnoses  of 
dehydration,  mental  disorder,  difficulty  walking. 
Despite  the  assessment  of  3  different  Skilled 
Nurses  (SNs),  and  2  written  orders  from  the 
physician,  indicating  the  patient  was  not  safe  at 
home  alone,  and  2  emergent  hospital  visits, 
evidence  is  lacking  the  agency  nurses  understood 
their  role  as  case  manager  or  coordinated 
appropriate  services,  to  include  offering  home 
|  health  aide  services,  to  ensure  the  patient's 
safety.  Specifically: 

On  06/06/07  the  SN  documented  the  patient  had 
24  hour  aide  service  provided  by  a  Licensed 
Home  Care  Services  Agency  (LHCSA),  however, 
the  son  was  planning  on  decreasing  the  aide 
service  the  following  week  to  12  hours  during  the 
day.  The  SN  documented  the  patient  was  weak, 
unsteady,  and  required  24  hour  supervision  for ' 
safety.  The  SN  recommended  the  24  hour  aides 
continue  longer  until  the  patient  could  get  up  to 
the  commode  at  night  by  herself,  however  it  is 
unclear  to  whom  she  made  the  recommendation 
to.  On  06/1 1/07  the  SN  documented  the  patient 
was  going  to  be  left  alone  for  12  hours  at  night 
starting  that  day.  The  SN  also  documented  the 
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and  to  support  the  objectives  outlined  | 
in  the  plan  of  care  to  ensure  quality  j 
patient  care.  | 

t 

The  DPS  and/or  Designee  will  review  j 
and  or  revise  where  appropriate  j 
policies  and  procedures  related  to 
case  management  and  coordination 
by  01/08/08.  The  DPS  and  or  AA  will 
present  the  revised  policies  and 
procedures  to  the  Professional 
Advisory  Committee  (PAC)  by 
01/09/08  for  review  and  approval  and 
to  the  Governing  Authority  for 
review  and  approval  by  01/10/08. 

Examples  #  I  through  #7  under  this 
standard  are  clarified  respectively  as 
patients  #2,  #13,  #10,  #14,  #19,  #22,  j 
#16;  only  patients  #14,  #22  remain  on  | 
service  and  will  be  identified  with  ■ 
specific  corrective  action  j 

Revised  policies  and  procedures  will  j 
clearly  delineate  the  roles  and  ! 
responsibilities  of  the  home  care  I 
nurse  in  case  management  to  I 
identifying  unmet  patient  needs  and  _  j 
collaboratively  develop  and  ; 
effectively  coordinate  a  plan  to  meet  . 
those  needs  using  resources  within 
the  agency  or  in  the  community 
including  physician.  Areas  to  be 
addressed  are  not  limited  to,  however, 
will  include  those  identified  in  the 
most  recent  and  in  past  DOH  surveys 
as  indicated  below: 
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patient  was  unable  to  use  the  personal 
emergency  response  system  (PERS)  due  to 
dementia. 

Evidence  is  lacking  the  SN:  consulted  with  the 
Nursing  Supervisor,  the  LHCSA;  the  patient's  son; 
Adult  Protective  Services  (APS);  or  the  physician 
until  2  days  later  on  06/13/07. 

On  06/13/07  the  SN  documented  she  spoke  to 
the  physician's  nurse  and  communicated:  the 
patient  was  home  alone  at  night;  the  SN  advised 
the  patient  should  not  be  atone  at  night  for  12 
hours;  the  SN  planned  to  speak  to  the  patient's 
son. 

On  06/15/07  the  physician  wrote  an  order 
specifying  the  patient  was  not  to  be  left  alone  for 
12  hours.  Evidence  is  lacking  the  SN  followed  up 
with  the  patient's  son,  or  the  LHCSA,  regarding  ( 
the  lack  of  24  hour  supervision  per  the  physician's 
order,  or  referred  the  patient  to  APS. 

On  O6/15/07  a  transfer  assessment  (OASIS) 
indicated  the  patient  was  seen  in  the  emergency 
room  for  nausea,  dehydration,  malnutrition, 
constipation,  impaction.  The  SN  failed  to  follow  up 
regarding  specific  events  necessitating  the 
emergent  care,  or  if  the  patient  had  been 
admitted  to  the  hospital. 


On  O6/20/07  the  agency  resumed  patient  care, 
and  the  Resumption  of  Care  (ROC)  assessment 
stated  the  patient  had  been  hospitalized  for  a 
urinary  tract  infection,  and  was  now  receiving  24 
hour  aide  service  through  the  LHCSA. 

|  On  O8/06/07  the  Nursing  Supervisor  (NS)  began 
|  visiting  the  patient,  and  the  08/06/07  progress 
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Factli 


I)   Protection  and  promotion  or  patient 
.rights;  Patient/caregiver  participation 
in  care  plan  development  and  with 
changes  and  agreement  prior  to 
implementation;  assessment  of 
patient  and  or  caregiver  abilities  to  1 
perform  tasks  with  teaching  where 
appropriate  to  ensure  competency ; 
accurate  assessment  of  funding 
sources  available  to  pay  for  required 
services  with  effective  coordination  : 
(patient  #13  no  longer  on  service) 
(also,  see  G  109) 
2)   Assessment  of,  advocacy  for,  and 
effective  coordination  of  care  for 
patient's  requiring  24  hour 
supervision  to  ensure  safety 
(patient's  #2,  #  1 3  no  longer  on 
service). 

3)  Referral  to  and  coordination  with 
disciplines  within  the  agency  such  as,  ! 
but  not  limited  to  social  work  (patient 
#10  no  longeron  service) 

4)  Referral  to  and  coordination  with 
resources  outside  the  agency 
including,  but  not  limited  to  Adult 
Protective  Services  (patient's  #2,  #10 
no  longer  on  service)  and  to  Wound 
Care  Clinics  (patient  #13  no  longer 
on  service) 

5)  Physician  coordination  to  include,  but 
not  be  limited  to;  a)  notification  of 
additions  and  or  modifications  to  the 
plan  that  are  required  after  the  initial 
evaluation  visit  has  occurred,  b) 
notification  of  the  physician  related  to 
changes  in  the  patient's  condition, 
which  may  warrant  a  change  in  the 
patient's  plan  of  care  and  discussion 
of  patient  discharge  from  the  agency 
prior  to  discharge  (patient  #  1 3  no 
longeron  service)  (see  G  164) 
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note  stated  that  the  patient  was  safe  at  home  with 
24  hour  supervision,  however,-  the  SN 
documented  on  08/14/07  the  aide  service  had 
been  decreased  to  12  hours  per  day.  On 
08/28/07  the  NS  documented  the  patient  was 
home  alone  at  night,  and  the  record  contained  an 
08/28/07  physician  order  to  the  LHCSA,  and 
provided  to  the  surveyor  by  the  AA  on  10/31/07, 
specifying  the  patient  required  24  hour  care. 
Once  again  the  NS  failed  to  take  action  to  ensure 
the  patient's  safety,  and  failed  to  consult  with  the 
physician,  patient's  son,  or  APS  regarding  the 
patient 's  unmet  safety  needs. 


On  09/04/07  the  NS  visited  the  patient  and 
documented  the  patient:  had  been  hospitalized 
overnight  due  to  chest  pain;  had  aide  service  13 
hours  per  day;  "was  alone  at  night  even  though 
the  physician  had  suggested  she  needed  24  hour 
care" 

Evidence  is  lacking  the  NS:  identified  the 
physician  had  not  merely  suggested  the  patient 
have  24  hour  supervision,  but  had  issued  written 
orders  for  24  hour  supervision  on  2  separate 
occasions,  specifically  on  06/15/07  and  08/28/07; 
or  understood  her  role  as  case  manager/nursing 
supervisor  to  advocate  for  the  patient,  and  take 
action  to  ensure  the  patient's  safety. 


On  10/05/07  a  different  SN  visited  the  patient  and 
documented  "the  patient  stays  home  all  night 
without  any  one  available  to  her.  The  son  feels 
she  is  fine  to  do  so.  Safety  is  a  concern  if 
!  anything  were  to  happen  in  the  night  hours", 
t 

|  On  10/17/07  at  2:30  PM  the  surveyor  reviewed 
j  the  patient's  safety  issues  with  the  Agency 
|  Administrator  and  Agency  Consultant,  and 
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6)  Assistance  as  required  by  the  patient 
with  procurement  of  medically 
necessary  supplies  and  durable 
medical  equipment  (patient  #  1 0  no 
longer  on  service) 

7)  Sufficient  coordination  to  ensure 
patients  receive  daily  wound 
care/dressing  changes  when  ordered 
by  the  physician  (patient  #13  no 
longer  on  service) 

8)  Delineation  of  roles  and 
responsibilities  of  agency  and 
Tompkins  County  Department  0f 
Social  Services  staff  to  ensure  that 
patients  in  the  Long  Term  Home 
Health  Care  Program  receive  quality 
care  in  accordance  with  Federal  and 
State  Regulations  (patients  #19,  #16 
are  no  longer  on  service) 

•     Patient  #  14;  Discrepancies  in 

frequency  for  nursing  visits  between 
the  agency  plan  of  care  and 
Department  of  Social  Services  (DSS) 
summary  of  required  services  will  be 
reconciled  at  the  time  of  a  joint  visit 
to  the  patient's  home  between  agency 
and  DSS  staff  to  be  arranged  by 
1/04/08.  A  comprehensive,  accurate 
assessment  will  be  completed  and  a 
care  plan  will  be  developed  to  meet 
the  patient's  needs  by  all  involved 
and  implemented  within  24  hours  of 
the  assessment  visit 
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Continued  From  page  31 
questioned  why  the  SNs  or  Nursing  Supervisor 
had  not  referred  the  patient  to  APS,  and  why 
there  was  no  evidence  the  physician  had  been 
notified  the  patient  was  not  receiving  24  hour 
supervision.  The  Administrator  stated: 

-  she  (the  Administrator)  did  not  think  the  patient 
required  24  hour  supervision 

-  she  felt  the  SN  was  mistaken,  and  that  she  will 
speak  to  the  SN 

On  10/17/07  at  3:30  the  surveyor  interviewed  the 
SN  and  the  Administrator.  The  SN  stated  she 
stands  by  her  assessment  that  the  patient  should 
not  be  left  atone,  and  had  just  referred  the  patient 
to  APS,  and  had  advised  the  son  on  the  action 
she  had  taken. 

This  record  was  reviewed  with  the  AA  and  AC  on 
10/18/07,  no  additional  information  was  provided. 

2.  Patient  #13  was  admitted  to  the  agency  on 
09/07/07  with  a  primary  diagnosis  of  left  lower  leg 
ulceration.  The  initial  nursing  assessment 
indicated  the  patient  was  referred  to  the  agency 
because  the  patient  was  unable  to  perform 
dressings  independently  resulting  in  maggot 
infestation  of  the  wound  (which  was  resolved  by 
the  wound  care  center).  The  plan  of  care 
specified  daily  dressing  changes,  which  included: 
cleanse  wound  with  normal  saline,  apply  zinc 
oxide  around  open  areas,  apply  bactroban  to 
wound  beds,  cover  with  silver  dressing  or 
xeroform  gauze,  dry  sterile  dressing,  "ABD  pad", 
secure  with  kling  wrap  and  ace  wrap  toes  to  knee. 
The  SN  failed  to  appropriately  coordinate  the 
patient's  care  to  ensure  the  agency  provided  daily 
dressing  changes  as  ordered  by  the  physician,  as 
follows: 
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Patient  #22;  Discrepancies  in 
frequency  of  HHA/PCA  service 
between  the  agency  plan  of  care  and 
DSS  summary  of  required  services 
was  addressed  at  the  time  of  a  joint 
visit  by  agency  and  DSS  staff  to  the 
patient's  home  on  12/17/08. 
Revisions  to  the  DSS  summary  of 
required  services  and  agency  plan  of 
care  will  be  completed  by  1/04/08.  A 
comprehensive,  accurate  assessment 
will  be  completed  and  a  care  plan  will 
be  developed  to  meet  the  patient's 
needs  by  all  involved  and 
implemented  within  24  hours  of  the 
assessment  visit. 

9)  Documentation 

10)  Case  Conferencing 

The  DPS  or  Designee  will  arrange 
for  case  conference  meetings  to  occur 
every  2  weeks  on  Wednesdays  in  the 
AM  (currently  weekly)  or  sooner  if 
dictated  by  patient  care  needs 
(potential  with  new  admission  ect). 
Professional  personnel  within  the 
agency  providing  care  to  a  specific 
patient  will  be  required  to  attend 
(each  case  manager  will  maintain  a 
current  list  of  services  that  the  patient 
is  receiving  from  the  agency  and  in 
the  community  at  the  end  of  the  case 
conference  section  in  each  patient 
record  and  a  patient  care  map  in  the 
front  of  each  patient  record  indicating 
planned  agency  visits  and  use  of 
community  resources).  The  case 
manager  will  be  responsible  to  ensure  i 
that  staff  required  to  attend  the  case  I 
conference  are  present.  If  staff  1 
required  to  attend  are  unable,  the  case 
manager  will  be  responsible  to 
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-  On  09/12/07  the  SN  documented  the  following 
communication  with  the  RN  team  leader:  "due  to 
the  chronic  nature  of  the  patient's  wounds, 
copious  wound  drainage,  and  simple  dressing 
change,  the  patient  was  not  qualifying  for 
continued  daily  visits  from  an  RN".  The  SN  faxed 
her  findings  to  the  physician,  and  requested  the 
patient  be  seen  by  the  wound  care  center  so  that 
the  patient  could  be  discharged  from  home  care. 
Although  the  dressing  change  was  complex  and 
included  8  steps,  and  the  wound  was  draining 
copiously,  and  not  stable,  the  SN  made  an 
arbitrary  decision  regarding  the  agency's 
responsibility  to  follow  the  plan  of  care,  and  the 
SN  and  team  leader  RN  put  the  decision  into 
action  without  consulting  with  the  AA/Supervising 
Nurse.  The  SN  failed  to  coordinate  an  appropriate 
plan  with  the  patient,  family,  wound  center,  and 
physician,  for  the  daily  dressing  changes. 

On  09/13/07  the  physician  responded  to  the  SN's 
fax  by  ordering  continued  daily  dressing  changes 
by  the  SN,  and  on  09/25/07  the  SN  sent  the 
patient  to  the  emergency  room  for  maggot 
reinfection  of  the  wound.  The  emergency  room 
treated  the  wound  and  initiated  antibiotics. 

-  On  09/28/07  the  SN  documented 
communicating  to  the  patient  that  Medicare  will 
not  pay  for  daily  visits  with  a  chronic  non  healing 
wound,  and  she  had  the  patient  sign  the 
"paperwork".  The  SN  again  failed  to:  identify  the 
patient's  wound  was  unstable.  Specifically,  the 
patient  had  been  sent  to  the  emergency  room  3 
days  prior  for  reinfection  of  maggots,  the  patient 
was  taking  antibiotics  as  a  result  of  the  maggot 
reinfection,  the  copious  wound  drainage  was 
continuing.  Again,  the  SN  persisted  in  making  an 
arbitrary  decision  regarding  the  agency's 
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communicate  with  that  individual  to 
obtain  current  assessment  data  and  to 
identify  areas  requiring  - 
discussion/action.  Attendance  by 
patients,  caregivers,  or  other 
resources  is  encouraged  where 
appropriate. 

•  The  case  manager  must  report  at  the 
case  conference  information  that 
demonstrates  effective  interchange, 
reporting,  and  coordination  with 
services  that  the  patient  is  receiving 
from  the  agency  and  outside  the 
agency  such  as,  but  not  limited  to  the 
Wound  Care  Center  and  Long  Term 

Home  Health  Care  Program.  The 
information  exchanged  must  be 
sufficient  in  scope  to  ensure  effective 
care  planning  and  meeting  of 
objectives  specified  in  the  plan.  The 
case  manager  will  review  on  a  weekly 
basis  or  more  frequently  if  required 
all  entries  in  each  patient  record 
(initial  end  of  note)  and  take 
appropriate  action  based  on  what  is 
identified  in  the  note.  The  case 
manager  will  be  responsible  to  ensure 
that  all  action  plans  are  clearly 
defined  and  indicate  who  will  take 
what  action.  Discussion  related  to 
implementation  of  the  plan  must  be 
documented  in  the  patient  record  to 
include  results  with  evidence  of 
follow  up  at  the  next  case  conference. 

•  The  case  manager  will  be  responsible 
for  documenting  the  results  of  the 
case  conference  in  the  patient  record 
in  the  section  labeled  Case 
Conferences  and  for  communicating 
with  those  furnishing  care  that  were 
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responsibility  to  provide  daily  dressing  changes, 
and  put  the  decision  into  action  without  consulting 
with  the  Nursing  Supervisor.  The  SN  failed  to 
coordinate  an  appropriate  plan  with  the  patient, 
family,  wound  center,  and  physician,  for  the  daily 
dressing  changes. 

-  On  10/05/07  the  SN  obtained  a  physician  order 
to  decrease  SN  visits  to  one  time  per  week,  and 
indicated  the  patient's  son  would  performing  the 
daily  dressing  changes,  however,  on  10/1 5/07  the 
SN  documented  the  son  stated  the  physician  will 
contact  social  services  to  see  about  placing  the 
patient.  The  son  also  stated  the  physician  was 
concerned  about  the  condition  of  the  patient's  leg, 
and  would  be  writing  a  letter  advising  that  the 
patient  be  placed  in  "rehab"  for  temporary  help. 
The  SN  failed  to  identify  or  coordinate  increased 
SN  visits  with  the  physician  until  placement  could 
be  made,  or  to  possibly  avoid  the  need  for 
placement  into  a  facility. 

-  Although  the  SN  documented  6  times  between 
10/01/07  and  10/16/07  discussions  with  the 
patient,  son,  and/or  physician  indicating  the 
patient  had  a  need  for  long  term  care  in  a 
structured  environment  such  as  assisted  living  or 
skilled  nursing  facility,  evidence  is  lacking  the  SN 
identified  the  need  for  a  social  work  evaluation 
until  10/23/07  when  an  observational  home  visit 
was  made  by  the  surveyor  with  the  SN. 

This  record  was  reviewed  with  the  AA  and  DON 
on  1 1/13/07,  no  additional  information  was 
provided. 

3.  Patient  #10  was  admitted  to  the  agency  on 
09/19/07.  The  plan  of  care  included  weekly  SN 
visits  for  wound  assessments  of  buttocks 
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•     Case  conferencing  with  the  patient 
and  or  caregiver  must  be  part  of  care 
planning  development  and  revision 
and  must  occur  prior  to 
implementation  of  the  initial  care 
plan  and  any  revisions.  Evidence  of 
this  case  conferencing  must  be 
documented  in  the  patient  record  by 
the  clinician  discussing  the  plan  or 
revisions  and  must  delineate  the  roles 
and  responsibilities  of  all  parties 
involved,  competency  in 
interventions  to  be  provided  by  the 
patient  and  or  primary  caregiver  and 
patient/caregiver  agreement  with  the 
plan. 

1 1)  Evaluation  of  Effective  case 

coordination  and  management  on  a 
concurrent  basis: 

The  DPS  or  Designee  will  complete 
case  management  audits  with  each 
case  manager  at  the  patient 's_starLpl 
care  and  every  two  weeks  thereafter. 
"The  audits  will  be  documented  on  a 
case  management  audit  tool  and  will 
be  completed  at  the  time  of  case 
conferencing  when  possible.  The^ 

criteria  identified  in  the  audit  tool  will 
~be  indicators  of  effective  case; 
managemeTTt^nd-^ill  include  but  not 
"1>e4nnTteti  to  areas  identified  to  be 
deficient  in  the  past  and  most  recent 
DOH  survey.  The  audits  will  be 
completed  on  100%  of  the  patients  on 
each  case  manager's  roster.1  When  a 
case  manager  reaches  a  90% 
compliance  rate  with  the  criteria,  the 
audits  will  decrease  to  50%  of  the 
case  manager's  patient  roster  every 
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decubiti,  and  Physical  Therapy  (PT)  visits  every 

day  for  4  days  then  2  times  per  week  for  3  weeks 

for  gait  training  and  strengthening.  Evidence  is 

lacking  the  patient's  care  was  coordinated  as 

follows: 

On  09/20/07,  09/25/07,  10/03/07,  and  10/07/07, 
the  PT  documented  the  patient  was  unhappy  with 
her  air  mattress  and  was  "fighting"  with  her 
insurance  company  to  obtain  a  better  one. 

On  10/02/07  the  Agency  Administrator 
documented  the  PT  would  be  referring  the  patient 
to  APS  for  an  unsafe  environment  and  unmet 
safety  needs.  The  AA  documented  3  nurses  had 
been  to  the  patient's  home  to  fix  the  bed. 
Evidence  is  lacking: 

-  the  SN  or  PT  documented  any  unmet  safety 
needs  of  the  patient,  or  whether  a  better  air 
mattress  was  indicated 

-  the  AA,  PT  or  SN  advocated  on  the  patient's 
behalf  with  the  insurance  company  and  physician 
to  obtain  a  better  air  mattress.  Specifically,  on 
12/10/07  the  surveyor  interviewed  the  PT  and 
questioned  if  she  felt  a  new  air  mattress  was 
needed.  The  PT  stated  it  was  not  immediately 
needed,  however,  would  be  beneficial  for  the  long 
term  management  of  the  patient's  skin  integrity. 

-  The  SN  consulted  with  the  physician  regarding 
the  need  for  a  social  work  evaluation.  Specifically, 
although  the  AA  documented  the  patient  required 
the  assistance  of  a  case  worker  from  the 
Department  of  Social  Services,  and  indicated  to 
the  SN  the  PT  made  a  referral  to  APS,  evidence 
is  lacking  the  assistance  of  an  agency  social 
worker  was  ever  offered. 

-  the  referral  was  actually  made  to  APS. 
Specifically,  on  12/10/07  the  PT  stated  to  the 
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Facility 


two  weeks.  If  at  any  time  tne  case 
manager's  compliance  rate  drops 
below  90%,  the  audit  frequency  rate 
will  return  to  100%.  If  ineffective 
case  management  is  identified  at  the 
time  of  the  audit,  the  DPS  or 
Designee  will  collaborate  with  the 
case  manager  to  develop,  implement, 
and  follow  up  on  corrective  actions. 

The  DPS  or  Designee  will  maintain 
the  results  of  initial  and  ongoing  case 
management  audits  by  patient, 
alphabetically,  in  a  notebook  that  will 
be  labeled  Patient  Care 
Conferencing/ Audits.  The  notebook 
will  be  maintained  in  the  DPS  or 
Designee  office.  After  the  patient  is 
discharged  from  the  agency  the  DPS 
or  Designee  will  remove  the  patient 
specific  case  conferencing/auditing 
data  from  the  notebook  and  request 
that  support  staff  file  the  information 
by  patient,  by  month  of  discharge, 
alphabetically,  in  a  cabinet  in  the 
locked  medical  record  room. 

The  DPS  or  Designee  will  trend  the 
results  of  the  audits  by  group  and  by 
individual  on  a  monthly  basis  or  more 
frequently  if  results  indicate  a  less 
then  90%  compliance  rate  (weekly ^at 
present). 

The  DPS  and  or  Designee  will  meet 

with  the  A  A  on  a  monthly  basis  (Ist 

Tuesday  of  each  month)  or  more 

frequently  if  compliance  rates  are 

below  90%  (weekly  at  present)  to 

discuss  and  analyze  the  results  of  the 
_  audits.  Areas  identified  to  be  in  need 
id  of  improvement  will  be  identified  andiheet  Page  35  of  87 

corrective  action  plans  will  be 

developed,  implemented  and 
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surveyor  that  she  had  reported  to  the  AA  there 
were  no  unmet  safety  needs,  and  so  she  had 
never  made  the  referral  to  APS.  The  patient 
record  failed  to  document  this.  . 

-  On  10/15/07  the  SN  faxed  a  note  to  the 
physician  indicating  the  patient  had  been 
discharged  from  nursing  services  10  days  prior 
on  .10/05/07.  Evidence  is  lacking  the  SN  followed 
up  on  the  patient's  safety  needs,  or  consulted  with 
the  physician  prior  to  discharging  the  patient. 

This  record  was  reviewed  with  the  AA  and  DON 
on  1 1/13/07,  no  additional  information  was 
provided. 

4.  Patient  #14  was  admitted  to  the  agency's  Long 
Term  Health  Care  Program  (LTHHCP)  on  5/25/07 
with  a  diagnosis  of  Huntington's  Chorea.  The 
5/25/2007-  9/25/2007  Department  of  Social 
Services  (DSS)  summary  of  required  services 
included  SN  visits  every  week,  however  the 
07/24/07  agency  plan  of  care  included  SN  visits 
every  other  week,  and  the  09/20/07  agency  plan 
of  care  included  SN  visits  1-2  times  per  week. 
Evidence  is  lacking  the  agency  identified, 
communicated,  and  resolved  this  discrepancy 
with  the  DSS. 


5.  Patient  #  19  was  admitted  to.the  agency's 
LTHHCP  on  1 1/04/03.  The  06/10/06  -  10/10/06 
DSS  summary  of  required  services  included 
Personal  Care  Aide  (PCA)  services  for  10  hours 
per  week,  however,  the  06/21/07  agency  plan  of 
care  included  PCA  services  for  only  7  hours  per 
week,  and  the  08/20/06  agency  plan  of  care 
included  PCA  services  for  only  4  -  9  hours  per 
week.  Evidence  is  lacking  the  agency  identified, 
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monitored.  Corrective  actions 
planned  may  be  by  group  or  by 
individual. 

The  DPS  or  Designee  will  provide  the 
agency  Human  Resources  Designee 
with  a  copy  of  individual  audit 
trending  results  for  filing  in  that 
individuals  personnel  file  for  use  in 
staff  development  and  performance 
evaluations. 

The  DPS  or  Designee  will  provide  the 
PAC  and  Governing  Authority  with 
the  trended  case  management  audit 
results  and  individual  audit  findings 
quarterly  or  sooner  based  on  results 
for  review  and  action. 

12)  Evaluation  of  effective  case 
management  on  retrospective  basis 
is  incorporated  into  the  2  to  4  week 
record  review  process  and 
quarterly  clinical  record  review 
process  (see  250  ) 

The  DPS  and  or  Designee  will  meet 
with  staff  from  Tompkins  County 
Department  of  Social  Services  (DSS) 
by  1/10/08  to  discuss  roles  and 
responsibilities  related  to  effective 
coordination  of  care  to  patients  in  the 
Long  Term  Home  Health  Care 
Program.  The  DPS  contacted  DSS 
staff  by  telephone  on  12/28/07 
(minutes  of  this  contact  were 
completed  by  the  DPS  and  are 
maintained  in  the  notebook  labeled 
Meeting  Minutes)  to  discuss  the 


i  t 


ORM  CMS-2567(02-99)  Previous  Versions  Obsolete 


Event  ID:D2U11 


Facility  ID:  3537 


If  continuation  sheet  Page  36"of87 


3k  ft 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  &  MEDICAID  SERVICES 


STATEMENT  OF  DEFICIENCIES 
AND  PIAH  OF  CORRECTION 


(X1)  PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


337212 


PRINTED:  12/19/2007 
FORM  APPROVED 
OMB  NO.  0938-0391 


(X2)  MULTIPLE  CONSTRUCTION 

A.  3UILDING  j  

B.  WING  


(X3)  DATE  SURVEY 
COMPLETED 

c 

12/19/2007 


NAME  OF  PROVIDER  OR  SUPPLIER 

VNS  ITHACA  TOMPKINS  CO  CHHA 


(X4)  ID 
PREFIX 
TAG 


STREET  ADDRESS.  CITY.  STATE,  ZIP  CODE 
138  CECIL  A  M ALONE  DRIVE 
ITHACA,  NY  14850 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR. LSC  IDENTIFYING  INFORMATION) 


ID 
PREFIX 
TAG 


PROVIDER'S  PLAN  OF  CORRECTION 
{EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


I  (X5) 

COMPLETION 
|  DATE 
I 
I 


G  143 


Continued  From  page  35 
surveyor  that  she  had  reported  to  the  AA  there 
were  no  unmet  safety  needs,  and  so  she  had 
never  made  the  referral  to  APS.  The  patient 
record  failed  to  document  this. 

-  On  10/15/07  the  SN  faxed  a  note  to  the 
physician  indicating  the  patient  had  been 
discharged  from  nursing  services  10  days  prior 
on  10/05/07.  Evidence  is  lacking  the  SN  followed 
up  on  the  patient's  safety  needs,  or  consulted  with 
the  physician  prior  to  discharging  the  patient. 

This  record  was  reviewed  with  the  AA  and  DON 
on  11/13/07,  no  additional  information  was 
provided. 

4.  Patient  #14  was  admitted  to  the  agency's  Long 
Term  Health  Care  Program  (LTHHCP)  on  5/25/07 
with  a  diagnosis  of  Huntington's  Chorea.  The 
5/25/2007-  9/25/2007  Department  of  Social 
Services  (DSS)  summary  of  required  services 
included  SN  visits  every  week,  however  the 
07/24/07  agency  plan  of  care  included  SN  visits 
every  other  week,  and  the  09/20/07  agency  plan 
of  care  included  SN  visits  1-2  times  per  week. 
Evidence  is  lacking  the  agency  identified, 
communicated,  and  resolved  this  discrepancy 
with  the  DSS. 


5,  Patient  #  19  was  admitted  to  the  agency's 
LTHHCP  on  11/04/03.  The  06/10/06  -  10/10/06 
DSS  summary  of  required  services  included 
Personal  Care  Aide  (PCA)  services  for  1 0  hours 
per  week,  however,  the  06/21/07  agency  plan  of 
care  included  PCA  services  for  only  7  hours  per 
week,  and  the  08/20/06  agency  plan  of  care 
included  PCA  services  for  only  4  -  9  hours  per 
week.  Evidence  is  lacking  the  agency  identified, 
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scheduling  of  joint  visits  with  patients 
one  week  in  advance.  DSS  staff 
voiced  agreement.  The  DPS  advised 
that  a  goal  was  to  promote  quality 
care  and  ensure  consistency  between 
agency  and  DSS  plans  of  care.  The 
DPS  added  that  missed  visit  reports 
will  now  be  sent  to  DSS  on  a  regular 
basis  as  they  occur.  A  meeting  with 
the  agency,  DSS  on  a  State  and.' 
County  level,  and  DOH  was 
previously  scheduled,  but  canceled. 
The  agency  looks  forward  to 
rescheduling  of  that  meeting. 

The  DPS  and  or  Designee  will 
present  an  in-service  on  the  revised 

case  management/coordination 
policies  and  procedures  to  Home 
Care  staff  by  01/10/08  with  follow  up 
in-service  for  those  required  to  attend 
that  did  not  by  01/14/05.  The  revised 
policies  and  procedures  will  be 
implemented  by  01/15/08 

The  DPS  and  or  Designee  will  review 
and  revise  as  necessary  the  patient 
satisfaction  survey  to  ensure  that 
information  regarding  agency 
performance  in  the  area  of  case 
management  is  included  by  01/08/08. 
The  DPS  and  or  A  A  will  present  the 
revised  policies  and  procedures  to  the 
Professional  Advisory  Committee 
(PAC)  by  01/09/08  for  review  and- 
approval  and  to  the  Governing 
Authority  for  review  and  approval  by 
01/10/08.  Required  revisions  will  be  v 
implemented  in  the  February  2008 
Patient  Satisfaction  Surveys  mailings. 


\jio\st 
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communicated,  and  resolved  this  discrepancy 
with  the  DSS. 

This  record  was  reviewed  with  the  AA  and  DON 
on  1 1/1 3/07,  no  additional  information  was 
provided. 


6.  Patient  #22  was  admitted  to  the  agency's 
LTHHCP  on  12/11/06.  The  08/11/07  -  12/11/07 
DSS  summary  of  required  services  included 
Home  Health  Aide  (HHA)/PCA  service  for  15 
hours  per  week,  however,  the  08/08/07  and 
10/07/07  agency  plans  of  care  included 
HHA/PCA  service  for  13  hours  per  week. 
Evidence  is  lacking  the  agency  identified, 
communicated,  and  resolved  this  discrepancy 
with  the  DSS. 

This  record  was  reviewed  with  the  AA  and  DON 
on  11/13/07,  no  additional  information  was 
provided. 


7.  Patient  #16,  was  admitted  to  the  agency  on 
03/07/07.  The  04/13/07  -  08/13/07  and  08/13/07  - 
12/13/07  DSS  summaries  of  required  services 
included  monthly  SN  visits,  however  the  07/05/07 
agency  plan  of  care  specified  SN  visits  every 
other  week.  Evidence  is  lacking  the  agency 
identified,  communicated,  and  resolved  this 
discrepancy  with  the  DSS. 
G  156  484.18  ACCEPTANCE  OF  PATIENTS,  POC, 
MED  SUPER 


j  This  CONDITION  is  not  met  as  evidenced  by: 
o  Failure  to  implement  a  system  which  ensures: 
that  plans  of  care  are  comprehensive  and 


G  156 


G  143        The  DPS  and  or  Designee  will 
arrange  for  a  source  outside  the 
agency  to  present  an  in  service  to 
staff  related  to  effective  case 
management/coordination  by 
01/15/08. 

The  DPS  and  or  Designee  maintain 
documentation  of  all  in  service  and 
attendees  in  a  notebook  labeled  In 
Service  Education  and  the  notebook 
will  be  maintained  in  the  DPS  office. 

The  DPS  and  or  Designee  will 
arrange  for  minutes  of  meetings  to  be 
taken  and  the  minutes  will  be 
maintained  in  a  notebook  labeled 
Meeting  Minutes  in  the  DPS  office. 

G156  ACCEPTANCE  of 
PATIENTS,  POC,  MEDICAL 
SUPERVISION 

The  DPS  and  or  Designee  will  j 
review/revise  and  implement  policies 
and  procedures  by  1/15/08  related  to  j 
the  following:  j 
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Complete  and  accurate  nursing  j 
assessments  and  reassessments  that 
identify  significant  patient  symptoms, 
address  priority  needs  and  immediate 

reporting  of  changes  in  patient 
condition  to  the  physician  (see  G164 
G171,G172) 

Development  of  complete,  accurate, 
!         individualized  care  plans  which 
|         include  specific  interventions  to 
:         adequately  assess  and  treat  patient 

 i_       conditions  and  address  significant 
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address  each  patient's  needs.  This  survey 
identifies  the  agency's  failure  to  develop 
individualized  plans  of  care  which  include  specific 
interventions  necessary  to  adequately  assess  and 
treat  patient  conditions  and  address  significant 
patient  symptoms.  G159 

o  Failure  to  ensure  skilled  nursing  assessments 
are  comprehensive,  and  identify  patient  specific 
needs  and  develop  individualized  plans  of  care 
G171 

o  Failure  to  consult  with  the  physician  after  an 
initial  nursing  assessment  to  discuss 
modifications  or  changes  in  the  plan  of  care 
G160 

o  Failure  to  consistently  alert  the  physician  when 
changes  in  the  patient's  condition  suggest  a  need 
to  modify  the  plan  of  care.  G 1 64 

o  Failure  to  consistently  follow  a  written  plan  of 
care.  G158 

The  cumulative  effect  of  these  systemic  problems 
in  the  development  and  implementation  of  the 
plan  of  care  resulted  in  a  negative  outcome  for 
patients  #  1,  2,  1 1,  13,  and  the  potential  for 
negative  outcomes  for  the  agency's  patient 
population  and  the  potential  for  unmet  patient 
needs. 

484.18  ACCEPTANCE  OF  PATIENTS,  POC 
MED  SUPER 

Care  follows  a  written  plan  of  care  established 
and  periodically  reviewed  by  a  doctor  of  medicine, 
osteopathy,  or  podiatric  medicine. 


G  158 


FORM  CMS-2567f02-99)  Previous  Versions  Obsolete 


Event  ID.  D2U11 


{X2)  MULTIPLE  CONSTRUCTION 
A.  BUILDING 


B.  WING 


PRINTED:  12/19/2007 
FORM  APPROVED 
OMB  NO.  0938-0391 


(X3)  DATE  SURVEY 
COMPLETED 

c 

 12/19/2007 


STREET  ADDRESS,  CITY,  STATE,  ZIP  CODE 
1 38  CECIL  A  M ALONE  DRIVE 
ITHACA,  NY  14850 


ID 
PREFIX 
TAG 


G  156 


G  158 


Facility  ID 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(X5> 
COMPLETION 
DATE 


Provision  of  care  as  specified  in  the 
plan  (see  G 158) 
Complete  and  accurate  nursing 
assessments  and  reassessments  that 
identify  significant  patient  symptoms, 
address  priority  needs  and  immediate 
reporting  of  changes  in  patient 
condition  to  the  physician  (see  G164, 
G171,G172) 

The  DPS  and  or  Designee  will 
arrange  for  nursing  staff  to  attend  all 
required  in  services  related  to 
implementation  of  policies  and 
procedures  identified  above  by 
1/15/08. 

The  DPS  or  Designee  will  arrange  for 
nursing  staff  to  attend  educational 
training  in  areas  of  nursing  practice  in 
which  deficiencies  were  identified 
through  past  and  recent  DOH  surveys 
by,  1/15/08,  and  on  an  ongoing  basis 
as  identified  through  agency  quality 
improvement  activities  and  by  staff. 

The  DPS  and  or  Designee  will 
develop  and  implement  by  01/15/08  a 
plan  to  audit  each  case  managers 
patient  roster  every  2  weeks  (weekly 
at  present)  for  effective  case 
management  and  to  audit  each  case 
managers  patient  start  of  care,  restart 
of  care,  and  recertification  assessment 
and  plan  of  care  for  completeness  andj 
accuracy  (See  G 1 58,  G 1 59,  G 1 7 1 , 
G172,G160,  G164). 


The  DPS  or  Designee  will  complete  j 
retrospective  audits  for  compliance  | 
through  the  2  to  4  week  record  review!, 
process  and  the  quarterly  clinical       }  Page  38  of  87 
record  review  process  (see  G250).  1 
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This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  22  clinical  records;  and 
interviews  with  the  Agency  Administrator  (AA), 
Director  of  Nursing  (DON)  and  Agency  Consultant 
(AC),  evidence  is  lacking  in  10  records  the 
established  plan  of  care  is  consistently  being 
followed.  Patients  #  2,  4,  6,  11,  13,  14,  16,  17, 
21,  22 

Failure  to  follow  the  plan  resulted  in  a  negative 
outcome  for  patients  #2,  11,  and  has  the 
potential  for  agency  wide  unmet  patient  needs 
and  possible  negative  patient  outcomes. 

Patient  #1 1  was  identified  on  the  OASIS  Adverse 
Event  Outcome  Report  as  requiring  emergent 
care  for  injury  caused  by  fall  or  accident  at  home. 

Evidence  is  as  follows: 


1 .  Patient  #1 1  was  admitted  to  the  agency  on 
05/03/07  with  a  primary  diagnosis  of  deep  vein 
thrombosis  and  secondary  diagnosis  of  obsessive 
compulsive  disorder.  The  plan  of  care  specified 
weekly  Skilled  Nurse  (SN)  visits  to  assess  the 
patient's  emotional  status,  including  anxiety, 
depression,  anger.  The  Skilled  Nurse  (SN)  failed 
to  follow  the  plan  of  care  as  follows:  * 

-  On  05/03/07  the  SN  documented  the  initial 
nursing  assessment  was  conducted  in  the 
patient's  front  hallway  because  the  patient  would 
not  allow  the  SN  further  entrance  into  the  home. 
Evidence  is  lacking  the  SN  reported  this  to  the 
physician,  or  revisited  the  patient  until  14  days 
later  on  05/17/07. 

-  On  05/17/07  the  SN  visited  the  patient,  and 
documented  the  patient  did  not  allow  the  SN  past 
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G  158 


Policies  and  procedures  will  be  of 
sufficient  scope  to  ensure  that  the 
established  plan  of  care  is 
consistently  followed. 

The  DPS  and/or  Designee  will  review 
and  or  revise  where  appropriate 
policies  and  procedures  related  to 
provision  of  care  as  outlined  in  the 
plan  of  care  by  01/08/08.  The  DPS 
and  or  AA  will  present  the  revised 
policies  and  procedures  to  the 
Professional  Advisory  Committee 
(PAC)  by  01/09/08  for  review  and 
approval  and  to  the  Governing 
Authority  for  review  and  approval  by 
01/10/08. 

Patients  #2,  #4,  #6,  #1 1,  #13,  and  #16 
identified  under  this  standard  are  no 
longer  on  service;  Patient  #2 1 
remains  on  service,  however,  an 
example  for  this  patient  was  not 
included/  a  thorough  review  will  be 
completed  to  ensure  that  assessment 
data  is  current,  accurate,  and 
sufficient  in  scope  to  ensure 
development  of  a  care  plan  that  meets 
the  patient's  needs  by  01/03/08; 
patients  #14,  #17,  and  #22  remain  on 
service  and  will  be  identified  with  a 
specific  corrective  action  plan 

The  policies  and  procedures  will 
address,  but  not  be  limited  to  areas 
identified  to  be  deficient  in  the  past 
and  most  recent  survey  as  indicated 
below: 


l/io/og 


i/3loS' 


DRM  CMS-2567(02-99)  Previous  Versions  Obsolete 


Event  ID:D2IJ11 


Facility  ID:  3537 


If  continuation  sheet  Page  39  of  87 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  &  MEDICAID  SERVICES 


PRINTED:  12/19/2007 
FORM  APPROVED 
OMB  NO.  0938-0391 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


337212 


(X2)  MULTIPLE  CONSTRUCTION 
A.  BUILDING 


8.  WING 


(X3)  DATE  SURVEY 
COMPLETED 

C 

12/19/2007 


NAME  OF  PROVIDER  OR  SUPPLIER 

VNS  ITHACA  TOMPKINS  CO  CHHA 


STREET  ADDRESS,  CITY.  STATE.  ZIP  CODE 
138  CECIL  A  M ALONE  DRIVE 
ITHACA,  NY  14850 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


ID 
PREFIX 
TAG 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(X5) 
COMPLETION 
DATE 


Continued  From  page  39 

the  front  hallway,  which  is  where  the  SN 
conducted  the  assessment.  Evidence  is  lacking 
the  SN  assessed  the  patient's  emotional  status 
per  the  plan  of  care,  or  reported  the  patient's 
refusal  to  allow  the  SN  into  the  home  to  the 
physician  and/or  nursing  supervisor.  Additionally, 
evidence  is  lacking  the  SN  ever  revisited  the 
patient  to  reassess  his  emotional  status  per  the  : 
plan  of  care. 

-  On  05/24/07  the  SN  obtained  a  physician  order 
to  decrease  SN  visits  from  weekly  to  1  -  2  times 
per  month.  Evidence  is  lacking  the  SN  visited  the 
patient  to  assess  his  emotional  status,  or  reported 
the  patient's  emotional  status  to  the  physician, 
prior  to  obtaining  the  order,  or  consulted  with  the 
physician  prior  to  decreasing  the  frequency  of  SN 
visits.  Specifically,  the  SN  failed  to  visit  the  patient 
from  05/03/07  -  05/17/07.  Additionally,  the  SN 
inappropriately  obtained  a  verbal  order  on 
05/24/07  which  was  backdated  to  05/06/07. 

-  On  06/05/07  the  SN  attempted  to  visit  the 
patient,  however,  the  wife  reported  that  she  was 
unwilling  to  accept  a  visit  because  they  were 
moving  soon.  Evidence  is  lacking  the  SN  reported 
to  the  physician  the  SN  was  unable  to  visit  the 
patient,  or  that  the  patient's  emotional  status  had 
not  been  assessed  since  admission  on  05/03/07. 

-  On  06/07/07  the  SN  documented  the  patient 
was  admitted  to  the  hospital  for  an  apparent 
suicide  attempt.  The  patient's  hospital  record 
documented  a  06/22/07  discharge  diagnosis  of 
suicide  attempt.  Evidence  is  lacking  the  SN  had 
ever  reassessed  the  patients  emotional  status 
following  the  initial  nursing  assessment  per  the 
plan  of  care. 


G  158 


0  Provision  of  Skilled  Nurse  visits  at 
frequency  specified  in  plan  (patient's 
#11,  #4,  #2,  #16  are  no  longer  on 
service);  Patients  #14,  #17  are  Long 
Term  Home  Health  Care  Program 
patients  and  a  joint  visit  with  agency 
and  DSS  staff  will  be  completed  by 
1/4/08;  A  comprehensive,  accurate 
assessment  will  be  completed, 
discrepancies  will  be  resolved  to  . 
include  those  regarding  frequency  for 
skilled  nurse  visits  and  a  care  plan 
will  be  developed  to  meet  the 
patient's  needs  by  and  implemented 
within  24  hours  of  the  assessment 
visit 

Provision  of  aide  service  at  frequency 
specified  in  plan  (patient  #22  is  a 
Long  Term  Home  Health  Care 
Program  patient  and  a  joint  visit  with 
agency  and  DSS  staff  wilt  be 
completed  by  1/4/08;  A 
comprehensive,  accurate  assessment 
will  be  completed,  discrepancies  will 
be  resolved  to  include  those  regarding 
frequency  for  aide  visits  and  a  care 
plan  will  be  developed  to  meet  the 
patient's  needs  by  and  implemented 
within  24  hours  of  the  assessment 
visit. 

to  resolve  discrepancies  in  care  plan 
visit  frequency  for  aide  service  after 
which  service  will  be  provided  at 
frequency  specified  (see  G133  for 
aide  recruitment  efforts) 
Immediate  communication  with  the 
physician  if  all  or  any  part  of  the 
initial  nursing  assessment  cannot  be 
completed  within  the  timeframe 
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The  record  was  reviewed  with  the  AA  and  the 
DON  on  11/13/2007.  The  AA  stated  that  the 
patient  should  never  have  been  admitted  to  the 
agency  when  a  psychiatric  problem  was  identified 
since  a  psychiatric  nurse  was  not  available  for  an 
evaluation. 

This  record  was  reviewed  with  the  AA  and  DON 
on  11/13/07,  no  additional  information  was 
provided. 

2.  Patient  #2  was  admitted  to  the  agency  on 
06/06/07.  The  plan  of  care  included  SN 
assessment  1-2  times  per  week,  and  report  to  the 
physician,  signs  and. symptoms  of  urinary  tract 
infection  and  urine  retention  every  visit,  private 
aides  to  record  intake  and  output  (I  and  O)  and 
SN  to  monitor;  blood  pressure  should  be  reported 
to  the  physician  if  it  falls  below  100/60. 

Evidence  is  lacking  the  SN  ever  monitored  the 
patient  for  intake  and  output,  or  reviewed  the  I 
and  O  records  being  kept  by  the  patient '  s  private 
aides. 

On  06/20/07  the  SN  documented  the  patient  had 
returned  home  following  a  hospitalization  for  a 
urinary  tract  infection  and  the  agency  had 
resumed  care.  The  assessment  indicated  an 
indwelling  urinary  catheter  had  been  placed 
during  the  hospitalization.  The  plan  of  care  was 
updated  to  include:  SN  visits  twice  weekly; 
Evidence  is  lacking  the  SN  ever  monitored  if  the 
aides  were  continuing  to  maintain  I  and  O  records 
per  the  plan  of  care,  or  reported  the  following 
changes  in  patient  condition  to  the  physician  per 
the  plan  of  care: 

-  On  06/26/07  the  SN  documented  the  patient 


G  158 


specified  by  the  physician;  no  back 
dating  of  physician  orders  to  cover 
frequency  of  visits  completed  as 
opposed  to  frequency  ordered  (patient 
#  1 1  no  longer  on  service) 
Complete,  accurate  assessment  of 
emotional  status  to  include  anxiety, 
anger,  depression  (patient  #  1 1  no 
longer  on  service). 

Timely  documentation  of  nurse  visits; 
agency  policy  indicates 
documentation  is  to  be  completed 
within  24  hours  after  the  visit 
(patients  #4,  #14  no  longer  on 
service) 

Assessment  of  intake  and  output  and 
for  knowledge  deficits  and 
compliance  with  medication  regime 
(patient  #2  no  longer  on  service) 
Reporting  of  changes  in  the  patient's 
condition  and  assessment  data  that 
falls  into  the  established  reporting 
parameters  to  the  physician  (patient 
#2  no  longer  on  service) 
Management  of  indwelling  foley 
catheters  to  include  timeliness  of 
replacement  in  the  event  the  foley 
falls  out  (patient  #2  no  longer  on 
service) 

Effective  coordination  of  and 
conformance  with  wound  care  orders 

to  include  daily  wound  care  (patients 
#6,  #4  no  longer  on  service) 
Consistent  accurate  assessment  of 
edema  in  accordance  with 
professional  standards  (patient  #13) 


ORM  CMS-2567(02-99)  Previous  Versions  Obsolete 


Event  ID:  D2IJ1 1 


Facility  ID:  3537 


If  continuation  sheet  Page  41  of  87 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  &  MEDICAID  SERVICES 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(Xt)  PROVIDER/SUPPLIER/CUA 
IDENTIFICATION  NUMBER: 


337212 


NAME  OF  PROVIDER  OR  SUPPLIER 

VNS  ITHACA  TOMPKINS  CO  CHHA 


(X2)  MULTIPLE  CONSTRUCTION 
A.  BUILDING 


B.  WING 


(X4J ID 
PREFIX 
TAG 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


G  158  Continued  From  page  41 

was  dehydrated,  hands  trembling,  lips  sucked  in 
from  lack  of  fluids. 


-  On  07/17/07  the  SN  documented  the  patient 
was  voiding  every  3  -  4  hours  and  there  was 
amber  urine  in  the  commode,  however,  evidence 
is  lacking  the  indwelling  urinary  catheter  had  been 
discontinued. 

-  On  07/24/07  the  SN  visited  the  patient  and 
documented  the  plan  included  reinforcing 
catheter  care  with  the  aides,  however,  evidence  is 
lacking  the  urinary  catheter  had  been  reinserted. 

-  the  patients  blood  pressure  was  below  100/60 
on  08/02/07,  08/03/07,  08/04/07 

Additionally,  on  07/05/07  the  SN  documented  she 
instructed  the  caregiver  to  increase  colace  from 
as  needed  to  twice  daily,  however,  the  plan  of 
care  indicated  the  patient  should  have  already 
been  receiving  the  colace  twice  daily  on  a  regular 
basis. 

Additionally,  the  SN  failed  to  visit  the  patient  2 
times  per  week  per  the  updated  plan  of  care. 
Specifically,  the  SN  visited  only  weekly  from 
06/26/07  to  07/31/07. 

On  08/05/07  the  plan  of  care  specified  blood 
pressures  below  90/60  should  be  reported  to  the 
physician.  The  SN  failed  to  report  the  following 
changes  in  patient  condition  per  the  plan  of  care: 

-  the  patient's  blood  pressure  was  below  90/60  on 
08/10/07,  08/11/07,  08/15/07,  08/26/07. 

-  on  08/14/07  the  SN  documented  the  patient  had 
blood  clots  in  her  urine 
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The  DPS  has  reinforced  the  agency 
policy  requiring  completion  of 
documentation  within  24  hours  of  the 
visit  with  nursing  staff  on  a  daily 
basis.  A  revised  compliance 
monitoring  plan  will  be  developed 
and  implemented  by  1/15/08  (see 
G236). 

Evaluation  of  provision  of  care  in 
accordance  with  plan  on  a 
concurrent  basis: 

The  DPS  and  or  Designee  will  assess 
compliance  with  the  above  on  a 
concurrent  basis  through  participation 
in  patient  case  conferences  conducted 
at  the  patient's  start  of  care  and  every 
2  weeks  thereafter,  and  through  case 
management  audits  beginning  j 
01/15/08  (see  G 143) 

Evaluation  of  provision  of  care  in  j 

accordance  with  plan  on  a  j 

retrospective  basis  is  incorporated  ! 

into  the  2  to  4  week  record  review  ! 

process  and  the  quarterly  clinical  j 

record  review  process  (see  G250).  j 
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Additionally,  on  09/24/07  the  SN  visited  the 
patient  and  documented  the  patient's  urinary 
catheter  came  out  the  morning  of  09/23/07 
(Sunday),  and  this  had  been  reported  to  the 
agency's  on  call  nurse  by  the  aide  at  that  time. 
The  SN  documented  the  on  call  nurse  instructed 
the  aide  to  put  a  diaper  on  the  patient,  and  the  SN 
would  be  out  on  09/24/07.  The  on  call  nurse  failed 
to  visit  the  patient  to  assess  if  the  patient  was 
able  to  void  following  the  dislodgement  of  the 
catheter.  The  patient's  urinary  status,  including 
the  patient's  ability  to  void,  was  not  assessed  until 
a  full  day  later  on  the  morning  of  09/24/07. 

This  record  was  reviewed  with  the  AA  and  AC  on 
10/18/07,  no  additional  information  was  provided. 

3.  Patient  #  4  was  admitted  to  the  agency  on 
09/26/07  with  a  primary  diagnosis  of  uncontrolled 
diabetes,  and  secondary  diagnosis  of  foot  ulcer. 
The  plan  of  care  included  daily  dressing  changes. 
Evidence  is  lacking  the  SN  visited  daily  from 
09/26/07  -  10/16/07,  or  that  the  SN  observed  the 
primary  caregiver  performing  the  dressing 
independently.  Specifically,  the  SN  documented 
performing  the  dressing  change  only  on  09/26/07, 
09/29/07,09/30/07,  10/01/07. 

On  10/16/07  the  surveyor  requested  the  patient 
record  for  review.  The  surveyor  questioned  the 
AA  as  to  where  the  SN  notes  were  for  after 
10/01/07.  The  AA  stated  that  the  record  contained 
all  of  the  notes. 

On  10/17/07  the  surveyor  received  additional 
documentation  entered  into  the  computerized 
record  by  the  SN  on  10/16/07  indicating: 
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Continued  From  page  43 

-  the  SN  had  performed  the  dressing  changes  on 
09/27/07,  09/28/07,  and  10/05/07 

-  the  wound  center  would  be  changing  the 
dressing  on  10/02/07 

-  the  caregiver  stated  by  phone  on  1 0/03/07  she 
would  perform  the  dressing  change  for  the  next  2 
days  as  she  was  instructed  at  the  physician's 
office. 

-  the  patient  had  been  attending  the  wound  center 
3  times  per  week  for  wound  vac  therapy/dressing 
changes 

Evidence  is  lacking  the  SN: 

-  documented  the  patient's  current  status  until 
after  the  surveyor  inquired  about  the  missing 
progresss  notes,  making  the  documentation 
questionable  for  accuracy 

-  clarified  when  the  wound  vac  had  been  initiated 

-  confirmed  with  the  physician  SN  visits  would  no 
longer  be  needed  for  wound 
assessment/dressing  changes  prior  to  decreasing 
the  SN  visit  frequency 

This  record  was  reviewed  with  the  AA  and  AC  on 
10/18/07  ,  no  additional  information  was  provided. 

4.  Patient  #6  was  admitted  to  the  agency  on 
09/28/07.  The  plan  of  care  included  wound  care 
to  the  bilateral  lower  extremities  to  include:  wash 
with  soap  and  water,  rinse  with  tap  water,  apply 
antibiotic  ointment,  wrap  in  kerlix  and  ace  wrap 
for  five  days.  On  09/28/07  the  SN  visited  the 
patient  for  the  initial  nursing  assessment.  It  is  not 
clear  if  the  patient  or  the  SN  performed  the 
dressing  change,  as  it  is  documented  only  that 
the  bilateral  lower  extremities  were  wrapped  in 
gauze  and  an  ace  bandage.  Evidence  is  lacking 
the  wound  was  cleansed  with  soap  and  water,  or 
antibiotic  ointment  was  applied  per  the  plan  of 
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5.  Patient  #1 3  was  admitted  to  the  agency  on 
09/07/07  with  a  primary  diagnosis  of  leg  ulcers 
and  secondary  diagnoses  of  edema  of  the  lower 
extremities.  The  09/07/07  plan  of  care  included 
measurement  of  edema  2-3  times  per  week  by 
measuring  foot,  ankle,  mid  calf  circumference. 
Although  the  SN  documented  at  every  visit  the 
patient  was  experiencing  continued  edema,  and 
discussed  with  the  physician  and  patient  the 
option  of  hospitalization  for  edema  control  on 
10/01/07  and  10/10/07,  the  SN  failed  to  follow  the 
plan  of  care  and  measure  for  edema  2-3  times 
per  week.  The  measurements  were  done  only  on 
09/7/07,  09/17/07,  09/28/07,  10/04/07  10/12/07 
10/22/07. 

This  record  was  reviewed  with  the  AA  and  DON 
on  11/13/07,  no  additional  information  was 
provided. 

6.  Patient  #14  was  admitted  to  the  agency  and 
the  Long  Term  Health  Care  Program  (LTHHCP) 
on  5/25/07.  The  05/25/07  agency  plan  of  care 
included  skilled  nursing  visits  every  2  weeks, 
however,  the  Department  of  Social  Services 
(DSS)  summary  of  required  services  specified 
weekly  SN  visits.  Although  a  home  health 
supervision  was  done  on  06/04/07,  and  an 
attempt  was  made  to  visit  the  patient  on  07/17/07, 
evidence  is  lacking  the  skilled  nurse  assessed  the 
patient  from  5/25/2007-7/20/2007. 


Additionally,  although  the  07/24/07  agency  plan  of 
care  specified  SN  assessments  1  time  every  2 
weeks,  the  SN  assessed  the  patient's  only  on 
08/16/07,  and  09/19/07.  Additionally  the  09/22/07 
agency  plan  of  care  specified  SN  assessments  1 
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-  2  times  per  week,  however  the  SN  only  the 
patient  on  09/22/07  and  10/13/07. 


Visits  for  09/07/07  and  1 0/04/07  were 
documented  in  the  patient  record  as  late  entries 
on  10/31/07.  Evidence  was  lacking  this 
documentation  was  entered  into  the  record  prior 
to  the  surveyor  requesting  it  on  10/31/07,  making 
the  accuracy  of  these  entries  questionable. 


7.  Patient  #17  was  admitted  to  the  agency's 
LTHHCP  on  06/10/05.  The  07/30/07  and  09/28/07 
485's  and  04/13/07  and  08/13/07  DSS  summary 
of  required  services  included  SN  visits  every 
month.  Evidence  is  lacking  the  SN  visited  the 
patient  from  08/01  /07  -  09/26/07. 

This  record  was  reviewed  with  the  AA  and  DON 
on  11/13/07,  no  additional  information  was 
provided. 

8.  Patient  #22  was  admitted  to  the  agency's 
LTHHCP  on  12/1 1/06.  The  DSS  summary  of 
required  services  specified  HHA/PCA  service  15 
hours  per  week,  however,  from  08/12/07  - 

1 0/05/07  the  patient  received  only  1 3  hours  of 
aide  service  per  week. 

Evidence  is  lacking  the  agency  made  adequate 
recruitment  efforts  to  ensure  aide  service  was 
available  for  all  patients  per  the  plan  of  care. 
Specifically,  the  AA  provided  the  surveyor  with 
documentation  of  their  aide  recruitment  efforts. 
Evidence  is  lacking  the  agency  made  any 
recruitment  efforts  for  Home  Health  Aides  (HHA) 
since  March  2007,  or  made  any  recruitment 
efforts  for  candidates  for  Home  Health  Aide 
training.  Specifically,  the  AA  told  the  surveyor  they 
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had  not  conducted  a  HHA  training  program  since 
July  2003. 

This  record  was  reviewed  with  the  AA  and  DON 
on  1 1/13/07,  no  additional  information  was 
provided. 

9.  Patient  #16,  was  admitted  to  the  agency  on 
03/07/07.  The  04/13/07  -  08/13/07  and  08/13/07  - 
12/13/07  DSS  summary  of  required  services 
included  monthly  SN  visits,  and  the  07/05/07 
agency  plan  of  care  specified  SN  visits  every 
other  week.  Evidence  is  lacking  that  any  SN  visits 
were  made  after  07/25/07.  Following  the 
surveyors  review  of  the  record  on  1 1/27/07,  the 
SN  submitted  documentation  for  visits  made  on 
08/16/07  and  08/22/07.  The  computer  indicated 
both  notes  were  submitted  on  11/27/07.  Evidence 
was  lacking  these  SN  visits  occurred  prior  to  the 
surveyor  requesting  the  patient  record  on 
11/27/07,  making  the  accuracy  and  authenticity  of 
these  entries  questionable. 
G  159  484.18(a)  PLAN  OF  CARE 


The  plan  of  care  developed  in  consultation  with 
the  agency  staff  covers  all  pertinent  diagnoses, 
including  mental  status,  types  of  services  and 
equipment  required,  frequency  of  visits, 
prognosis,  rehabilitation  potential,  functional 
limitations,  activities  permitted,  nutritional 
requirements,  medications  and  treatments,  any 
safety  measures  to  protect  against  injury, 
instructions  for  timely  discharge  or  referral,  and 
any  other  appropriate  items. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  22  clinical  records,  and  5 
observational  home  visits,  and  interviews  with  the 
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(EACH  CORRECTIVE  ACTION  SHOULD  BE 
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G159  PLAN  OF  CARE 

Policies  and  procedures  will  be  of 
sufficient  scope  to  ensure 
development  of  a  plan  of  care  that  is 
comprehensive,  individualized,  which 
includes  specific  interventions  to 
adequately  assess  and  treat  a  patient's 
conditions  and  symptoms  and 
addresses,  but  is  not  limited  to  the 
following:  1)  all  pertinent  diagnoses 
including  mental  status,  2)  types  of 
services  and  visit  frequency,  3) 
equipment  required  including  vendor 
contact  information,  4)  prognosis,  5) 
rehabilitation  potential,  6)  functional 
limitations,  7)  activities  permitted,  8) 
nutritional  requirements,  9) 
.  medications,  10)  treatments,  11) 
safety  measures,  12)  instructions  for 


timely  referral  or  discharge,  1 3)  or 
other  items  as  appropriate. 

The  DPS  and/or  Designee  will  review 
and  or  revise  where  appropriate 
policies  and  procedures  related 
development  of  a  plan  of  care  by 
01/08/08.  The  DPS  and  or  AA  will 
present  the  revised  policies  and 
procedures  to  the  Professional 
Advisory  Committee  (PAC)  by 
01/09/08  for  review  and  approval  and 
to  the  Governing  Authority  for 
review  and  approval  by  01/10/08. 
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Agency  Administrator  (AA),  Director  of  Nursing 
(DON)  and  Agency  Consultant,  evidence  is 
lacking  in  8  records  the  plan  of  care  developed  is 
of  sufficient  scope  to  meet  the  patient's  needs. 
Patients  #  1,  4,  5,  6,  7,  10,  12,  15 

Lack  of  a  complete  and  accurate  plan  of  care  has 
the  potential  for  unmet  patient  needs  and  possible 
negative  patient  outcomes. 


Examples  are  as  follows: 

1.  6  patient  records  contain  duplicate  medication 
orders  which  are  inconsistent,  making  it  difficult  to 
determine  the  correct  medication  dose.  Patient  # 
1,  5,  6,  7,  12,  15 

Examples  are  as  follows: 
HV 

-  Patient  #5  was  admitted  to  the  agency  on 
10/08/07.  The  plan  of  care  failed  to  include  an 
accurate  medication  plan  as  follows: 
The  10/08/07  plan  of  care  included  vancomycin 
10  gm  every  12  hours  intravenously  (IV), 
however,  the  plan  also  included  vancomycin  IV 
(no  dose)  every  24  hours,  and  the  verbal  orders 
obtained  on  1 0/09/07  specified  vancomycin  1  gm 
IV  every  24  hours. 

On  10/22/07  the  surveyor  made  an  observational 
home  visit  with  the  Skilled  Nurse  (SN).  The  IV 
medication  bag  indicated  the  vancomycin  dose 
was  1  gram  in  200cc  dextrose  to  infuse  over  an 
hour  which  was  being  infused  once  daily. 
Evidence  is  lacking  the  plan  of  care  included  the 
accurate  dose  of  vancomycin,  or  complete  orders 
for  the  IV  infusion. 

Additionally  the  surveyor  observed  the  primary 
caregiver  was  flushing  the  peripherally  inserted 
central  catheter  (PICC)  line  with  5cc  normal 
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Patients  #1,  #4,  #6,  #10,  #12,  #13 
identified  under  this  standard  are  no 
longer  on  service;  Patients  #5  and  #7 
remain  on  service,  but  no  longer  have 
a  vascular  access  device  or 
subcutaneous  catheter;  an  example 
for  patient  #  1 5  was  not  included. 
Patient  #15  remains  on  service  and  a 
thorough  review  will  be  completed  to 
ensure  that  assessment  data  is  current, 
accurate,  and  sufficient  in  scope  to 
ensure  development  of  a  care  plan 
that  meets  the  patient's  needs  by 
01/03/08). 

The  policies  and  procedures  will 
address,  but  not  be  limited  to  areas 
identified  to  be  deficient  in  the 
12/19/07  SOD  issued  to  the  agency 
by  NYSDOH  as  indicated  below: 
OMedication  reconciliation  with  the 
patient,  physician,  and  pharmacy 
supplier  to  ensure  accuarate  dose, 
frequency,  and  route  (if  use  of  sub 
cutaneous  catheter  is  indicated,  that 
must  be  specified)  (patients  #  1 ,  #4, 
#5,  #6,  #7,  #10,  #12  no  longer  on 
service)  (patients  #5  and  #7  no  longer 
have  vascular  access  devices  or  subq 
catheters) 

a  Care  of  Vascular  Access  Devices  and 
administration  of  medications  via 
these  devices  (patients  #5  and  #7  no 
longer  have  vascular  access  devices 
or  subq  catheters) 

£  Complete  and  accurate  care  plan  for 
patients  with  wounds,  pain, 
tracheostomy,  and  gastrostomy 
care/feedings  to  include  assessment 
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saline  before  and  after  administration  of  the 
vancomycin  per  the  hospital  instructions, 
however,  the  plan  of  care  indicated  the  PICC  was 
to  be  flushed  with  1 0cc  normal  saline. 
The  record  was  reviewed  on  1 1/13/07  with  the 
agency  administrator  and  agency  consultant.  The 
surveyor  questioned  if  the  plans  of  care  are 
reviewed  prior  to  being  sent  to  the  physician.  The 
administrator  stated  all  plans  of  care  are  reviewed 
by  herself  or  a  nursing  supervisor. 
This  record  was  reviewed  with  the  AA  and  DON 
on  1 1/13/07,  no  additional  information  was 
provided 
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-  Patient  #7  was  a 


admitted  to  the 


agency  on  10/24/07  with  a  primary  diagnosis  of 
Burkitts  Tumor  (lymphoma),  and  secondary 
diagnosis  of  vascular  access  device.  The  plan  of 
care  failed  to  indude  a  complete  and  accurate 
medication  plan  as  follows: 

On  10/24/07  a  verbal  order  was  obtained  from  the 
physician  by  the  SN  which  included  neupogen  via 
subcutaneous  catheter  daily.  The  plan  of  carer 
however,  only  included  neuopogen 
subcutaneously,  and  failed  to  specify  the 
medication  was  to  be  administered  via  the 
subcutaneous  catheter. 

On  10/24707  an  observational  home  visit  was 
made  by  the  surveyor  with  the  SN  for  the  initial 
nursing  assessment.  The  surveyor  observed  the 
neuopogen  label  specified  the  medication  was  to 
be  given  for  12  days,  however,  the  plan  of  care 
failed  to  include  this,  and  the  SN  failed  to  clarify 
this  with  the  physician. 

Additionally,  the  plan  of  care  included 
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and  management  (patients  #4,  #6  no 
longer  on  service) 

Evaluation  of  comprehensive  care 
planning  on  a  concurrent  basis: 

•  The  case  manager  will  forward  to  the 
DPS  or  Designee  assessments  and 
plans  of  care  completed  on  all 
patients  at  three  points  in  time;  i) 
start  of  care,  2)  resumption  of  care, 
and  3)  recertification  within  24  hours 

of  the  completion  of  the  assessment 
visit. 

•  The  DPS  or  Designee  will  audit  the 
assessment  data  to  ensure 
completeness  and  accuracy  and  the 
plan  of  care  to  ensure  that  it  is 
comprehensive,  accurate,  and 
addresses  patient  needs.  The  audit 
wdi  be  completed  within  24  hours  of 
receipt  of  the  completed  assessment 
and  plan  of  care.  The  current  audit 
tool  and  quality  indicators  are  under  j 
revision  and  will  address,  but  not  be  ! 
limited  to  areas  identified  to  be  ; 
deficient  in  the  past  and  most  recent 
DOH  surveys.  The  audits  will  be  ' 
completed  on  1 00%  of  the  patient's  j 
on  each  case  manager's  roster  at  all  - 
three  points  in  time.  When  a  case 
manager  reaches  a  90%  compliance 
rate  with  the  quality  indicators  the 
audits  for  that  case  manager  will 
decrease  to  50%  audit  of  the  case 
manager's  patient  roster  at  all  three 
points  in  time.  If  at  any  time  the  case 
manager's  compliance  rate  drops  1 
below  90%,  audit  frequency  will 
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contradictory  instructions  for  PICC  line 
maintenance.  Specifically,  the  plan  of  care 
included  heparin  lock  flush  once  daily 
intravenously,  however  also  included  every 
Tuesday  and  Friday. 

This  record  was  reviewed  with  the  AA  and  DON 
on  11/13/07,  no  additional  information  was 
provided. 


-  Patient  #1 2  was  admitted  to  the  agency  on 
10/29/07.  The  plan  of  care  failed  to  include 
complete  and  accurate  medications,  and  included 
conflicting  frequencies  for  sinemet  (anti 
parkinsonian).  The  plan  of  care,  and  10/29/07 
verbal  orders  specified  sinemet  10/200  mg  1/2 
tablet  every  one  and  a  half-hours  between  06:30 
and  17:30,  however,  the  plan  also  specified 
sinemet  10/200  mg  1/2  tablet  once  daily. 

The  record  was  reviewed  with  the  AA  and  the 
DON  on  1 1/13/2007,  no  further  information  was 
provided. 


2.  Patient  #6  was  admitted  to  the  agency  on 
09/28/07  with  a  primary  diagnosis  of  tower 
extremity  cellulitis  and  secondary  diagnoses  of 
head  and  neck  cancer  and  post  radical  neck 
dissection.  The  patient  also  had  a  gastrostomy 
tube  for  medications  and  tube  feedings.  The  plan 
of  care  failed  to  include  the  following: 

-accurate  medication  plan.  Specifically,  the 
09/28/07  initial  nursing  assessment  and  09/28/07 
verbal  order  from  the  physician  included 
augmentin  400  mg  twice  daily  for  one  week, 
however,  the  09/28/07  plan  of  care  included 
augmentin  400mg  once  daily. 
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return  to  100%.  If  the  UPS  or 
Designee  identifies  deficiencies 
through  the  audit,  the  deficiencies 
will  either  be  corrected  at  the  time  of 
the  review  or  a  plan  to  correct  the 
deficiencies  will  be  developed.  The 
nurse  who  completed  the 
assessment/plan  of  care  will  follow 
up  with  the  DPS  or  Designee  within 
an  agreed  upon  timeframe  based  on 
urgency  of  the  corrective  action  to  be 
taken.  The  DPS  or  Designee  will  flag 
the  audit  tool  for  follow  up,  and  if 
contact  by  the  nurse  has  not  occurred 
reporting  corrective  action  the  DPS  or 
Designee  will  contact  the  nurse  to 

discuss  the  outcome  of  the  planned  J 
corrective  action.  i 
The  DPS  or  Designee  will  maintain 
the  results  of  assessment  and  care 
plan  audits  by  patient  in  a  notebook 
that  will  be  labeled  Patient  Case 
Conference/Audits.  This  notebook 
will  be  maintained  in  the  DPS  office. 
After  the  patient  is  discharged  from 
the  agency  the  DPS  or  Designee  will 
remove  the  patient  specific  case 
audits  from  the  notebook  and  request 
that  support  staff  file  them  by  month 
of  discharge  alphabetically  in  a 
cabinet  in  the  locked  medical  record 
room. 

The  DPS  or  Designee  will  trend  the 
results  of  these  audits  by  individual 
and  by  group  on  a  monthly  basis  or 
sooner  based  on  results  of  data 
(weekly  at  present). 
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-complete  and  accurate  wound  care  plan. 
Specifically,  the  09/28/07  initial  nursing 
assessment  included  dressings  to  the  right  and 
left  mandible,  however  the  09/28/07  verbal  orders 
from  the  physician  indicated  dressing  changes  to 
left  mandible  only,  and  the  plan  of  care  indicated 
dressings  to  the  right  mandible  only. 

Additionally,  the  plan  of  care  included  wound  care 
to  the  bilateral  lower  extremities  to  include  wash 
with  soap  and  water,  rinse  with  tap  water,  apply 
antibiotic  ointment,  wrap  in  kerlix  and  ace  wrap 
for  five  days.  The  plan  of  care,  however,  failed  to 
specify  the  frequency  of  the  dressing  change,  or 
the  type  of  antibiotic  ointment. 

-complete  and  accurate  plan  for  pain  control. 
Specifically,  the  09/28/07  plan  of  care  included 
oxycontin  (narcotic  analgesic)  200  mg  twice  daily 
as  needed  for  pain,  however,  verbal  orders 
included  oxycontin  (narcotic  analgesic)  200  mg 
twice  daily  for  pain  relief,  and  did  not  indicate  the 
medication  was  to  be  used  as  needed. 

-  complete  and  accurate  plan  for  tracheostomy 
care.  Specifically,  the  plan  failed  to  include:  a  plan 
to  assess  the  patient's  respiratory  status  or 
tracheostomy  secretions;  if  the  patient  required 
suctioning;  if  suctioning  equipment  was  available 
in  the  home  if  needed. 

-  complete  and  accurate  plan  for  gastric  tube. 
Specifically,  the  09/28/07  verbal  orders  indicated 
the  gastric  tube  is  to  be  flushed  with  2  cc  of  water 
before  and  after  administration  of  the  augmentin, 
however,  the  09/28/07  plan  of  care  failed  to 
include  this. 
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The  DPS  and  or  Designee  will  meet 
with  the  AA  on  a  monthly  basis  (Ist 
Tuesday  of  each  month)  or  more 
frequently  if  compliance  rates  are 
below  90%  (weekly  at  present)  to 
discuss  and  analyze  the  results  of  the 
audits.  Areas  identified  to  be  in  need 
of  improvement  will  be  identified  and 
corrective  action  plans  will  be 
developed,  implemented  and 
monitored.  Corrective  actions 
planned  may  be  by  group  or  by 
individual. 

The  DPS  or  Designee  will  provide  the 
agency  Human  Resources  Designee 
with  a  copy  of  individual  audit 
trending  results  for  filing  in  that 
individuals  personnel  file  for  use  in 
staff  development  and  performance 
evaluations. 

The  DPS  or  Designee  will  provide  the 
PAC  and  Governing  Authority  with 
the  trended  case  management  audit 
results  and  individual  audit  findings 
quarterly  or  sooner  based  on  results 
for  review  and  action. 

Evaluation  of  comprehensive  care 
planning  on  a  retrospective  basis  is 
incorporated  into  the  2  to  4  week 
record  review  process  and  the 
quarterly  clinical  record  review 
process  (see  G250). 
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-Clear  plans  for  frequency  of  nursing  visits. 
Specifically,  the  09/28/07  verbal  orders  indicated 
that  the  patient  is  to  be  visited  by  nursing  once 
daily  for  2  days,  once  daily  for  1  day,  then  4  visits 
daily  for  7  days.  The  plan  of  care  states  that  the 
patient  should  receive  skilled  nursing  visits  twice 
daily  for  2  days,  4  times  in  seven  days  for  7  days, 
1-2.  times  per  week  for  4  weeks. 


3.  Patient  #  4  was  admitted  to  the  agency  on 
09/26/07  with  a  primary  diagnosis  of  uncontrolled 
diabetes,  and  secondary  diagnosis  of  foot  ulcer. 
Evidence  is  lacking  the  plan  of  care  included  the 
following; 

-  the  patient  was  checking  finger  stick  blood 
sugars  twice  daily  with  reporting  parameters  to 
the  physician  of  less  than  60  or  greater  than  200 
per  the  initial  nursing  assessment 

-  had  bilateral  positive  airway  pressure  (BIPAP)  at 
night  per  the  initial  nursing  assessment 

-  a  plan  to  assess  the  wound.  Specifically, 
evidence  is  lacking  the  SN  ever  measured  the 
wound  following  the  initial  nursing  assessment  on 
09/26/07. 

This  record  was  reviewed  with  the  AA  and  AC  on 
10/18/07,  no  additional  information  was  provided. 
484.18(b)  PERIODIC  REVIEW  OF  PLAN  OF 
CARE 

Agency  professional  staff  promptly  alert  the 
physician  to  any  changes  that  suggest  a  need  to 
alter  the  plan  of  care. 


G  164 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  22  clinical  records  and  5 
observational  home  visits,  and  interviews  with  the 
Agency  Administrator  (AA),  Director  of  Nursing 
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PROVIOER  S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULO  BE 
CROSS-REFERENCEO  TO  THE  APPROPRIATE 
OEFICIENCY)  . 


Facility  \C 


The  DPS  and  or  Designee  will 
present  an  in-service  on  the  revised 
assessment  and  care  plan 
development  policies  and  procedures 
and  related  practice  standards  to  staff 
by  01/10/08.  Focus  areas  will  include, 
but  not  be  limited  to  medication 
reconciliation,  wounds,  pain, 
tracheostomies,  and  gastrostomy] es 
with  follow  up  in-service  for  those 
required  to  attend  that  did  not  by 
01/14/0^  The  revised  policies  and 
procedures  will  be  implemented 
01/15/08 

G  164  PERIODIC  REVIEW  OF 
PLAN  OF  CARE 

Policies  and  procedures  will  be  of 
sufficient  scope  to  ensure  1)  that  if  a 
physician  refers  a  patient  under  a  plan 
of  care  that  cannot  be  completed  until 
after  the  initial  evaluation,  the  nurse 
contacts  the  physician  to  approve 
additions  or  modifications  to  that  plan 
and  2)  that  the  physician  is  informed 
of  changes  in  the  patient's  condition 
which  suggest  a  need  to  alter  the  plan 
of  care.  (#1  addresses  G  160  which 
was  identified  under  G  1 56,  but  not  | 
specifically  addressed)  I 


The  DPS  and/or  Designee  will  review 
and  or  revise  where  appropriate 
policies  and  procedures  related  to 
physician  communication  by 
01/08/08.  The  DPS  and  or  AA  will 
present  the  revised  policies  and 
procedures  to  the  Professional 
Advisory  Committee  (PAC)  by 
01/09/08  for  review  and  approval  and 
to  the  Governing  Authority  for 
review  and  approval  by  01/10/08. 
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(DON),  and  Agency  Consultant,  evidence  is 
lacking  in  3  records  the  physician  is  consulted 
when  changes  in  the  patients's  condition  occurs. 
Patients*  1,  6,  13 

Failure  to  report  a  change  in  the  patient's 
condition  resulted  in  a  negative  outcome  for 
patient  #  1  and  13,  and  has  the  potential  for 
agency  wide  unmet  patient  needs,  and  possible 
negative  patient  outcomes. 


Evidence  is  as  follows: 

1 .  Patient  #13  was  admitted  to  the  agency  on 
09/07/07  with  a  primary  diagnosis  of  left  lower  leg 
ulceration.  The  plan  of  care  included  daily 
dressing  changes  by  the  Skilled  Nurse  (SN),  and 
on  09/13/07  was  updated  with  the  physician  to 
continue  daily  dressing  changes  by  the  SN.  The 
initial  nursing  assessment  indicated  the  patient 
was  referred  by  the  wound  center  because 
maggots  had  been  identified  in  the  patient's 
wound,  however,  this  had  been  resolved. 

On  09/23/07  the  SN  visited  the  patient  and 
documented  several  small  maggots  were 
observed  between  the  patienfs  toes.  Evidence  is 
lacking  the  patient  had  any  maggot  infestation 
since  admission  to  the  agency  on  09/07/07,  or 
that  this  change  in  condition  was  reported  to  the 
physician. 

Evidence  was  lacking  a  SN  visit  was  made  on 
09/24/07  per  the  plan  of  care,  however  on 
10/23/07,  following  the  receipt  of  the  patient 
record  by  the  surveyor  for  review,  the  SN  handed 
the  surveyor  hand  written  visit  notes  dated 
09/24/07  labeled  as  a  late  entry  on  10/23/07.  The 
note  included  the  presence  of  several  small 
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Patients  identified  under  this  standard 
are  no  longer  on  service;  therefore, 
there  is  no  patient  specific  corrective 
action  (Patients  #  1 ,  #6,  #  1 3). 

The  policies  and  procedures  will 
address,  but  not  be  limited  to  areas 
identified  to  be  deficient  in  the 
12/19/07  SOD  issued  to  the  agency 
by  NYSDOH  as  indicated  below: 

1)  Physician  contact,  discussion, 
and  approval  via  telephone  or 
FAX  regarding  the  need  to 
make  additions  or 
modifications  to  the  plan  of 
care  after  the  initial  evaluation 
or  at  any  time  with  follow  up  in 
writing 

2)  Maintenance  of  accurate  baseline  and 
current  clinical  assessment  data  in  the 
clinical  record  by  all  professional 
staff  responsible  for  developing  and 
implementing  the  plan  of  care  and 
case  conference  notes  to  be  used  to 
assist  in  identifying  changes  in 
patient  status  and  guide  the  action 
plan 

3)  Thorough  assessment  of  all  suspected 
or  reported  changes  in  the  patient's 
clinical  status  with  complete  and 
accurate  documentation  in  the  clinical 
record  by  the  professional  assessing 
the  patient  to  include,  but  not  be 
limited  to  wound  status,  weight  loss, 
and  nutrition  (patients  #13,  #2,  #6  no 
longer  on  service) 
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maggots  between  the  patient's  toes.  Evidence  is 
lacking:  the  SN  reported  the  maggot  infestation  to 
the  physician.  Additionally,  the  accuracy  and 
authenticity  of  the  09/24/07  documentation  is 
questionable  as  it  was  not  submitted  until  one 
month  following  the  visit. 

On  09/25/07  the  SN  visited  the  patient  and  the 
patient  stated  "I  had  an  awful  time  last  night,  I 
couldn't  sleep  and  my  left  foot  was  bothering  me. 
I  removed  part  of  the  dressing  and  I  had 
hundreds  of  maggots  on  my  foot.  It  was  terrible.  I 
cleaned  it  as  best  I  could"  The  SN  removed  the 
dressing  from  the  left  leg  and  documented  the 
entire  leg  was  covered  with  white  maggots.  The 
SN  sent  the  patient  to  the  emergency  room. 


Failure  of  the  SN  to  report  to  the  physician  on 
09/23/07  and  09/24/07  that  the  patient's  wound 
was  infested  with  maggots  to  the  physician 
resulted  in  unnecessary  discomfort,  resulting  in  a 
delay  of  treatment  of  the  maggots. 

On  1 1/14/07  the  surveyor  interviewed  the  SN,  and 
questioned  the  SN  as  to  why  he  did  not  report  the 
maggots  on  09/23/07,  and  09/24/07.  The  SN  was 
unable  to  explain  why,  and  stated  he  thought  the 
patient  had  a  problem  with  maggots  all  along.  The 
SN  was  also  unable  to  explain  why  the  09/24/07 
SN  progress  note  was  "missing"  from  the 
patient's  chart. 

This  record  was  reviewed  with  the  AA  and  DON 
on  11/13/07,  no  additional  information  was 
provided. 

2.  Patient  #1  was  admitted  to  the  home  care 
agency  on  9/1 1/2007  with  secondary  diagnoses 
of  type  2  diabetes  mellitus  and  nausea  and 
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4)  Reporting  of  assessment  data  based 
on  established  parameters  in  the  plan 
of  care  such  as,  but  not  limited  to 
weight  loss  (patients  #2,  #6  no  longer 
on  service) 

5)  Reporting  of  changes  identified  in  the 
patient's  condition  by  the  assessor  to 
the  physician  at  the  time  the  changes 
are  identified  with  revision  to  the  plan 
of  care,  as  needed.  Based  on 
professional  nursing  standards,  some 
identified  changes  in  patient 
condition  may  require  immediate 
emergency  department  referral  with 
physician  notification  to  follow 
(Patient  #13  sent  to  emergency 
department  with  no  evidence 
physician  was  notified).  Data 
specifically  reported  to  the  physician 
by  the  professional  will  be  complete 
and  documented  in  the  clinical  record 
as  being  reported  to  the  physician. 
The  professional  will  follow  up  by 
completing  a  clinical  summary  form 
documenting  the  information  reported 
to  the  physician  and  directing  support 
staff  to  fax  the  form  to  the  physician 
for  signature  (interim  orders  to  be 

obtained  if  physician  has  directed 
changes  to  the  plan  of  care).  If  the 
professional  is  unable  to  reach  the 
physician  by  telephone  he/she  will 
continue  their  efforts,  as  well  as  fax  a 
clinical  summary  to  the  physician.  If 
the  physician  does  not  respond  in  a 
timely  matter,  based  on  individual 
situation,  the  professional  will  consult  ' 
the  DPS  for  further  direction. 
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vomiting.  The  plan  of  care  included  zofran  8  mg 
every  four  hours  for  nausea  and  vomiting.  The 
09/1 1/07  initial  nursing  assessment  indicated  the 
patient's  weight  was  155  pounds. '  Evidence  is 
lacking  that  the  following  changes  in  patient 
condition  were  reported  to  the  physician: 


-  On  10/02/07  the  SN  documented:  the  patient's 
weight  was  145  pounds,  evidence  is  lacking  the 
SN  reported  the  10  pound  weight  loss  to  the 
physician.  Additionally  evidence  is  lacking  the  SN 
reported  the  patient  had  decreased  appetite;  was 
not  drinking  well;  vomited  a  large  amount  of 
emesis  per  her  assessment. 

-On  10/09/07  the  SN  documented  the  patient's 
weight  was  145.5  pounds,  and  the  patient  had 
complaints  of  intermittent  nausea  and  dry  heaves. 

Evidence  is  lacking  the  SN:  reported  the  patient's 
weight  loss,  or  nausea  and  vomiting  to  the 
physician  until  the  patient  was  discharged  from 
the  agency  on  10/30/07. 

This  record  was  reviewed  with  the  AA  and  DON 
on  1 1/13/07,  no  additional  information  was 
provided. 

3.  Patient  #6  was  admitted  to  the  agency  on 
09/28/07  with  a  secondary  diagnosis  of  head  and 
neck  cancer.  The  plan  of  care  included:  gastric 
tube  feedings  of  jevity  4  times  per  day;  50ml  of 
water  before  and  after  feedings;  and  wash  gastric 
tube  site  daily  and  apply  dry  dressing. 

On  10/18/07  the  SN  visited  and  discharged  the 
patient.  Although  the  SNs  documented  the  patient 
weighed  1 52  pounds  on  09/28/07  and  1 39 
pounds  on  10/18/07,  and  the  patient's  appetite 
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The  AA  will  send  a  letter  to 
physicians  in  the  community  and  to 
those  known  to  refer  patients  to  the 
agency  by  1/15/08  encouraging 
enhanced  communication  with 
agency  staff  and  to  solicit  strategies 
for  improving  and  streamlining 
communication  to  promote  quality 
patient  care. 

The  DPS  and  or  Designee  will 
present  an  in-service  on  the  policies  • 
and  procedures  related  to  1)  the  role 
and  responsibility  of  the  nurse  to 
inform  the  physician  of  changes  in 
the  patient's  condition  which  suggests 
a  need  to  alter  the  plan  of  care  and  2) 
that  states  that  if  a  physician  refers  a 
patient  under  a  plan  of  care  that 
cannot  be  completed  until  after  the 
initial  evaluation  the  nurse  will 
contact  the  physician  to  approve 
additions  or  modifications  to  that  plan 
by  01/10/08  with  follow  up  in- 
service  for  those  required  to  attend 
that  did  not  by  01/14/05.  The  revised 
policies  and  procedures  will  be 
implemented  01/15/08 

Evaluation  of  communication  with 
the  physician  on  a  concurrent 
basis: 

The  DPS  and  or  Designee  will  assess 
compliance  with  the  above  on  a 
concurrent  basis  through  start  of  care, 
restart  of  care,  and  recertification  and 
case  management  audits  and  case 
conferences  by  01/15/08  (see  G 1 43) 
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was  only  fair,  evidence  is  lacking  the  SN  reported 
the  13  pound  weight  loss  to  the  physician,  or 
assessed  the  patient's  caloric  intake  prior  to 
discharging  him  from  the  agency  on  10/18/07. 
484.30  SKILLED  NURSING  SERVICES 


This  CONDITION  is  not  met  as  evidenced  by: 
o  Failure  to  ensure  that  skilled  nurses  are 
instructed  and  adequately  trained  to  perform 
comprehensive  nursing  assessments  which 
identify  each  patient's  individual  needs.  Nursing 
assessments  are  incomplete  and  do  not 
consistently  reflect  the  patient's  baseline  status. 
Seed  71 

o  Failure  to  consistently  reevaluate  the  patient's 
response  to  treatment  and  ensure  immediate 
intervention  for  significant  symptoms  and  priority 
needs.  Seed 72 

o  Failure  to  ensure  that  skilled  nurses  receive 
adequate  training  to  ensure  competency  in  the 
skills  necessary  to  implement  each  patient's  plan 
of  care.  Seed  74 

The  cumulative  effect  of  these  systemic  problems 
related  to  the  assessment  process  resulted  in  the 
home  care  agency's  inability  to  ensure  the 
delivery  of  appropriate,  quality  health  care  to  each 
patient.  Specifically,  failure  of  the  agency  to 
provide  comprehensive  skilled  nursing 
assessments  and  reassessments  necessary  to 
develop  an  effective  plan  of  care  resulted  in  a 
failure  to  ensure  safe  and  effective  care  to  all 
patients,  and  resulted  in  negative  outcomes  for 
patients  #2,  6,  11. 

484.30(a)  DUTIES  OF  THE  REGISTERED 
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Event  ID:  D2IJ11 


Fact 


Evaluation  of  communication  with 
the  physician  on  a  retrospective 
basis  is  incorporated  into  the  2  to  4 
week  record  review  process  and  the 

quarterly  clinical  record  review 
process  (see  G250). 


G168  SKILLED  NURSING 
SERVICES 

The  DPS  and  or  Designee  will 
review/revise  and  implement  policies 
and  procedures  related  to  the 
following  to  include  patient  case 
conferencing  and  staff  education  by 
1/15/08. 

Complete  and  accurate  nursing 
assessments  and  reassessments  that 
identify  significant  patient  symptoms, 
address  priority  needs  and  immediate 
reporting  of  changes  in  patient 
condition  to  the  physician  (see  G  171, 
G172) 

Qualified  and  knowledgeable  nursing 
staff  to  implement  the  patient's  plan 
ofcare(see  G174) 

The  DPS  and  or  Designee  will 
develop  and  implement  by  01/15/08  a 
plan  to  audit  each  case  managers  case 
load  every  2  weeks  (weekly  at 
present)  for  effective  reassessment 
and  case  management  and  to  audit 
each  case  managers  patient  start  of 
care,  restart  of  care,  and 
recertification  assessment  and  plan  of 
care  for  completeness  and  accuracy 
(SeeG171,G172,G174). 
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NURSE 

The  registered  nurse  makes  the  initial  evaluation 
visit 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  15  clinical  records,  5 
observational  home  visits,  and  interviews  with  the 
Agency  Administrator  (AA)T  Director  of  Nursing 
(DON),  and  Agency  Consultant,  evidence  is 
ia eking  in  8  records  the  initial  nursing 
assessments  are  of  sufficient  scope  to  ensure 
that  all  patient  needs  are  met.  Patients  #1,6,  7, 
10,  11,  12,  13t  15 

Lack  of  complete  and  accurate  nursing 
assessments  has  the  potential  for  unmet  patient 
needs  and  possible  negative  patient  outcomes. 

Examples  are  as  follows: 

HV 

1 .  Patient  #7  was  a  male  admitted  to 

the  agency  on  10/24/07  with  a  primary  diagnosis 
of  Burkitts  Tumor  (lymphoma),  and  secondary 
diagnosis  of  vascular  access  device.  The  initial 
nursing  assessment  failed  to  include: 

-  complete  and  accurate  assessment  of  the 
subcutaneous  catheter  site.  Specifically,  although 
the  Skilled  Nurse  (SN)  removed  the  catheter 
which  had  become  dislodged,  and  reinserted  it 
Jater  that  day,  the  SN  failed  to  document  an 
assessment  of  the  site. 

-  complete  and  accurate  assessment  of  the 
hickman  catheter.  Specifically,  on  10/24/07  the 
surveyor  conducted  a  home  visit  with  the  SN.  The 
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Policies  and  procedures  will  be  of 
sufficient  scope  so  that  initial  nurse 
assessments  are  accurate  and 
complete  baseline  data  is  obtained  so 
that  patient  needs  can  be  met. 

The  DPS  and/or  Designee  wilt  review 
and  or  revise  where  appropriate 
policies  and  procedures  related  to 
initial  nurse  assessment  by  01/08/08. 
The  DPS  and  or  AA  will  present  the 
revised  policies  and  procedures  to  the 
Professional  Advisory  Committee 
.  (PAC)  by  01/09/08  for  review  and 
approval  and  to  the  Governing 

Authority  for  review  and  approval  by 
01/10/08. 

Patients  #1,  #6,  #7,  #10,  #11,  #12, 
#13  identified  under  this  standard  are 
no  longer  on  service;  Examples  for 
patients  #1 2,  #  1 3,  #  15  were  not 
included  under  this  standard;  Patient 
#  1 5  remains  on  service  and  a 
thorough  review  will  be  completed  to 
ensure  that  assessment  data  is  current, 
accurate,  and  sufficient  in  scope  to 
ensure  development  of  a  care  plan 
that  meets  the  patient 's  needs  by 
01/03/08). 

The  policies  and  procedures  will 
address,  but  not  be  limited  to  areas 
identified  to  be  deficient  in  the 
12/19/07  SOD  issued  to  the  agency 
by  NYSDOH  as  indicated  below; 
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SN  failed  to  assess  the  hickman  catheter  site,  or 
if  the  dressing  was  intact. 

Additionally,  although  the  plan  of  care  indicated 
the  hickman  catheter  was  to  be  flushed  daily,  and 
also  every  Tuesday  and  Friday,  the  SN 
documented  the  next  SN  visit  was  not  scheduled 
until  9  days  later  on  1 1/02/07.  The  SN  failed  to 
document  the  patient  was  to  be  seen  by  the 
physician  for  the  flush  and  dressing  change  in  the 
interim,  as  discussed  with  the  patient's  mother 
during  the  initial  assessment. 

This  record  was  reviewed  with  the  AA  and  DON 
on  1 1/13/07,  no  additional  information  was 
provided. 

2.  Patient  #11  was  admitted  to  the  agency  on 
05/03/07  with  a  secondary  diagnosis  of  obsessive 
compulsive  disorder.  The  plan  of  care  included 
weekly  assessments  of  the  patient's  emotional 
status,  including  anxiety,  depression,  anger.  The 
initial  nursing  assessment  indicated  the  patient: 
was  delusional,  hallucinatory;  exhibiting  paranoid 
behaviors;  was  very  anxious;  and  would  not  allow 
the  SN  past  his  foyer.  The  SN  failed  to: 

-  report  the  patient's  psycho  social  status  to  the 
physician 

-  assess  for  the  possible  need  of  a  social  work 
referral 

-  plan  to  reassess  the  patient's  psycho  social 
status  until  1  week  later 

The  record  was  reviewed  with  the  AA  and  the 
DON  on  11/13/2007.  No  additional  information 
was  provided. 
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Complete,  clear,  and  accurate 
description  of  edema,  wounds, 
ostomy  sites,  subcutaneous  catheter 
sites,  and  vascular  access  device  sites 
(patients  #6,  #7,  #10,  #1  no  longer  on 
service) 

Thorough  assessment  of  patient  and 
or  primary  caregiver's  ability  and 
willingness  to  participate  in  care  plan 
development  to  include  sufficient 
detail  related  to  roles  and 
responsibilities  in  that  plan. 
Competency  determinations  by 
agency  nurses  based  on  observation 
of  patient  and  or  primary  care  giver 
performing  procedures  such  as  care  of 
wounds,  vascular  access  devices, 
ostomies,  tube  feedings,  and 
fingerstick  blood  sugars  (patient  #6, 
#10,  #1  no  longer  on  service) 
Accurate  assessment  of  nursing  visit 
frequency  needs  to  ensure  that 
objectives  of  the  plan  can  be  met  with 
immediate  communication  with  the 
physician  if  all  or  any  part  of  the 
nursing  assessment  cannot  be 
completed  within  the  timeframe 
specified  by  the  physician  (#1 1  no 
longer  on  service)  (no  back  dating  of 
physician  orders  to  cover  frequency 
of  visits  completed  as  opposed  to 
frequency  ordered  (patient  #1 1  no 
longer  on  service) 

Complete,  accurate  assessment  of 
emotional  status  to  include  anxiety, 
anger,  depression  (#1 1  no  longeron 
■  service). 
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3.  Patient  #6  was  admitted  to  the  agency  on 
9/28/2007  with  a  primary  diagnosis  of  bilateral 
lower  extremity  cellulitis  and  open  wounds.  The 
patient  had  secondary  diagnoses  of  radical  neck 
dissection  for  head  and  neck  cancer.  The  initial 
nursing  assessment  identified:  4  locations  of 
open  wounds  and  labeled  them  1  through  4;  the 
patient  had  a  tracheostomy  and  percutaneous 
endoscopic  gastrostomy  (PEG)  tube.  Evidence  is 
lacking  the  initial  nursing  assessment  was 
accurate  and  complete  as  follows: 

-  complete  and  accurate  wound  assessment. 
Specifically,  wound  #1  location  was  described  as 
bilateral  lower  extremity  (BLE),  however,  the  SN 
failed  to:  assess  for  wound  drainage;  describe  the 
specific  wound  location/s  or  measure  the 
wound/s.  Specifically  the  wound  measurements 
were  documented  as  "PEG". 

Additionally,  although  the  SN  documented  the 
patient  was  "deemed  competent  in  wound  care", 
evidence  is  lacking  the  SN  observed  the  patient 
performing  the  dressing  change. 

Wound  #4  location  was  identified  as  BLE, 
however,  the  description  was  of  the  patient's 
mandible  wound. 

-  complete  and  accurate  medication  assessment. 
Specifically,  the  plan  of  care  included:  oxycodone 
and  oxycontin  (narcotic  analgesics)  which  are 
known  to  cause  constipation;  docusate  100  mg 
five  times  daily  for  constipation;  senna  8.6  mg  as 
needed  for  constipation.  Evidence  is  lacking  the 
skilled  nurse  assessed:  the  patient's  last  bowel 
movement;  if  the  patient  was  taking  the  docusate 
per  the  plan  of  care;  if  the  patient  was  taking  the 
as  needed  senna. 
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The  DPS  and  or  Designee  will 
present  an  in-service  on  the  revised 
assessment  policies  and  procedures 
to  staff  by  01/10/08.  The  revised 
policies  and  procedures  will  be 
implemented  by  01/15/08. 

The  DPS  and  or  Designee  will 
present  an  in  service  to  staff  on 
completion  of  thorough,  accurate 
initial  nursing  assessments  and 
OASIS  data  set  completion  by  j 
01/15/08.  | 

i 

The  DPS  and  or  Designee  will  } 
arrange  for  an  in  service  related  to  : 
care  of  vascular  access  devices  and  : 
administration  of  medications  j 
intravenously  or  via  subcutaneous  by 
02/1 5/Qg.  Policies  and  procedures  \ 
related  to  the  above  will  be  reviewed,  j 
revised  and  or  developed  and  approveji 
by  PAC  and  the  Governing  Authority  * 
by  2/15/08.  The  agency  will  not 
admit  patient's  requiring  these 
services  until  the  in  service  has  been 
provided  and  staff  have  attended  and  ; 
been  observed  by  the  DPS  and  or 
Designee  to  be  competent  in  the 
procedure. 

Evaluation  of  comprehensive 
nursing  assessment  on  a  concurrent 
basis: 

The  case  man  ager  will  forward  to  the 
DPS  or  Designee  assessments  and 
plans  of  care  completed  on  all 
patients  at  three  points  in  time;  1) 
start  of  care,  2 )  resumption  of  care,  ; 
and  3)  recertification  within  24  hours 
of  the  completion  of  the  assessment 
visit. 
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-  complete  and  accurate  tracheostomy 
assessment.  Although  the  nurse  documented  the 
tracheostomy  site  was  healed,  and  had  a 
dressing  on  it,  the  SN  also  documented  the 
patient  denied  any  secretions  via  the 
tracheostomy,  indicating  the  tracheostomy  was 
functioning  as  the  patient's  airway.  Evidence  is 
lacking  the  SN:  assessed  the  site;  assessed  if  the 
patient  required  suctioning;  and  if  so,  if  the  patient 
had  suction  equipment  in  the  home;  clarified  with 
the  physician  what  the  tracheostomy  care 
included;  observed  the  patient  performing 
tracheostomy  care.  Specifically,  the  SN 
documented  she  was  unable  to  measure  the 
tracheostomy  site  because  the  patient  had 
completed  the  tracheostomy  care  prior  to  her 
arrival. 

-  complete  and  accurate  gastric  tube 
assessment.  Specifically,  the  SN  documented  the 
patient  utilized  a  gastric  tube  for  feedings,  and  the 
gastric  tube  site  had  a  dressing  on  it.  Evidence  is 
lacking  the  SN:  observed  the  patient 
administering  the  tube  feedings  or  flushing  the 
PEG  tube;  or  clarified  with  the  physician  what  the 
PEG  tube  care  included.  Specifically,  the  SN 
documented  she  was  unable  to  measure  the  PEG 
tube  site  at  the  patient's  request  because  the 
patient  had  completed  the  care  to  PEG  tube  site 
prior  to  her  arrival. 


4.  Patient  #10  was  admitted  to  the  agency  on 
09/19/07.  The  plan  of  care  indicated  the  SN  was 
to  make  weekly  visits  for  assessment  of  right 
buttocks  pressure  ulcer,  and  assess  flap.  The 
plan  also  included:  teaching  the  patient  to  wash 
scabbed  abrasions  and  skin  flap  with  soap  and 
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The  DPS  or  Designee  will  audit  the 

assessment  data  to  ensure 

completeness  and  accuracy  and  the 

plan  of  care  to  ensure  that  it  is 

comprehensive,  accurate,  and 

addresses  patient  needs.  The  audit 

will  be  completed  within  24  hours  of 

receipt  of  the  completed  assessment 

and  plan  of  care.  The  current  audit 

tool  and  quality  indicators  are  under 

revision  and  will  address,  but  not  be 

limited  to  areas  identified  to  be 

deficient  in  the  past  and  most  recent 

DOH  surveys/The  audits  will  be 

completed  on  100%  of  the  patient's 
on  each  case  manager's  roster  at  all 
three  points  in  time.  When  a  case 
manager  reaches  a  90%  compliance 
rate  with  the  quality  indicators  the 
audits  for  that  case  manager  will 
decrease  to  50%  audit  of  the  case 
manager's  patient  roster  at  all  three 
points  in  time.  If  at  any  time  the  case 
manager's  compliance  rate  drops 
below  90%,  audit  frequency  will 
return  to  100%.  If  the  DPS  or 
Designee  identifies  deficiencies 
through  the  audit,  the  deficiencies 
will  either  be  corrected  at  the  time  of 
the  review  or  a  plan  to  correct  the 
deficiencies  will  be  developed.  The 
nurse  who  completed  the  j 
assessment/plan  of  care  will  follow  j 
up  with  the  DPS  or  Designee  within  j 
an  agreed  upon  timeframe  based  on  | 
urgency  of  the  corrective  action  to  be  ! 
taken.  The  DPS  or  Designee  will  flag  | 
the  audit  tool  for  follow  up,  and  if  j 
contact  by  the  nurse  has  not  occurred  j 
reporting  corrective  action  the  DPS  or  j 
Designee  will  contact  the  nurse  to  r 
discuss  the  outcome  of  the  planned     ,,eet  Page  60  of  87 
corrective  action.  ; 
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Continued  From  page  60 
water  every  day,  and  to  use  a  mirror  to  assess 
any  open  areas.  The  09/19/07  initial  nursing 
assessment  indicated  the  patient  had  3  ischial 
wounds,  however,  the  assessment  was 
incomplete  as  follows: 

-  the  SN  documented  the  patient  had  3  decubitus 
wounds  on  her  right  ischium,  however,  there  was 
no  further  delineation  of  the  location  of  the 
wounds,  therefore  making  accurate  comparison 
of  follow  up  measurements  impossible 

-  although  the  SN  documented  the  patient  was 
competent  in  wound  care  by  the  wound  center, 
evidence  is  lacking  the  SN  observed  the  patient 
performing  the  wound  care,  and  did  not  visit  the 
patient  again  until  8  days  later  on  09/27/07. 
Additionally,  evidence  is  lacking  the  patient  was 
able  to  observe  the  wounds  with  a  mirror  per  the 
plan  of  care. 

This  record  was  reviewed  with  the  AA  and  DON 
on  11/13/07,  no  additional  information  was 
provided. 

5.  Patient  #1  was  admitted  to  the  agency  on 
9/1 1/2007  with  a  secondary  diagnosis  of  diabetes. 
The  plan  of  care  included:  a  peripherally  inserted 
central  catheter  (PICC)  line  for  intravenous  (IV) 
antibiotic  administration;  daily  blood  glucose 
monitoring;  novolin  70/30  insulin  subcutaneously 
5  units  every  AM,  which  was  listed  as  a  new 
medication.  Evidence  is  lacking  the  SN: 

-  observed  the  primary  caregiver  (PCG) 
performing  the  finger  stick  blood  sugars 

-  observed  if  the  PCG  was  able  to  correctly  use 
the  glucometer 

-  determined  if  there  was  a  glucometer  in  the 
patient's  home 
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The  DPS  or  Designee  will  maintain 
the  results  of  assessment  and  care 
plan  audits  by  patient  in  a  notebook 
that  will  be  labeled  Patient  Case 
Conference/Audits.  This  notebook 
will  be  maintained  in  the  DPS  office. 
After  the  patient  is  discharged  from 
the  agency  the  DPS  or  Designee  will 
remove  the  patient  specific  case 
audits  from  the  notebook  and  request 
that  support  staff  file  them  by  month 
of  discharge  alphabetically  in  a 
cabinet  in  the  locked  medical  record 
room. 

The  DPS  or  Designee  will  trend  the 
results  of  these  audits  by  individual 
and  by  group  on  a  monthly  basis  or 
sooner  based  on  results  of  data 
(weekly  at  present). 
•  The  DPS  and  or  Designee 

will  meet  with  the  AA  on  a  monthly 

basis  (1st  Tuesday  of  each  month)  or 
more  frequently  if  compliance  rates 
are  below  90%  (weekly  at  present)  to 
discuss  and  analyze  the  results  of  the 
audits.  Areas  identified  to  be  in  need 
of  improvement  will  be  identified  and 
corrective  action  plans  will  be 
developed,  implemented  and 
monitored.  Corrective  actions 
planned  may  be  by  group  or  by 
individual. 

The  DPS  or  Designee  will  provide  the 
agency  Human  Resources  Designee 
with  a  copy  of  individual  audit 
trending  results  for  filing  in  that 
individuals  personnel  file  for  use  in 
staff  development  and  performance 
evaluations. 
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This  record  was  reviewed  with  the  AA  and  DON 
on  1 1/13/07,  no  additional  information  was 
provided. 

484.30(a)  DUTIES  OF  THE  REGISTERED 
NURSE 

The  registered  nurse  regularly  re-evaluates  the- 
patients  nursing  needs. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  15  clinical  records,  5 
observational  home  visits,  and  interviews  with  the 
Agency  Administrator  (AA),  Director  of  Nursing 
(DON),  and  Agency  Consultant  (AC),  evidence  is 
lacking  in  7  records  the  skilled  nursing  (SN) 
reassessments  are  of  sufficient  scope  to  identify 
changes  in  the  patient's  condition  which  may 
require  re-evaluation  and/or  modification  in  the 
plan  of  care.  Patients*  1,  2,  4,  6,  10,  11,  13 

Failure  to  perform  complete  and  accurate  nursing 
assessments  resulted  in  a  negative  outcome  for 
patient  #  2,  6,  11,  and  has  the  potential  for 
agency  wide  unmet  patient  needs,  and  possible 
negative  patient  outcomes. 

1 .  Patient  #1 1  was  admitted  to  the  agency  on 
05/03/07  with  a  secondary  diagnosis  of  obsessive 
compulsive  disorder.  The  plan  of  care  specified 
weekly  Skilled  Nurse  (SN)  visits  to  assess  the 
patient's  emotional  status,  including  anxiety, 
depression,  anger.  The  Skilled  Nursing  (SN) 
reassessments  were  incomplete  as  follows: 

-  On  05/17/07  the  SN  visited  the  patient,  and 
documented  the  patient  did  not  allow  the  SN  past 
the  front  hallway.  Evidence  is  lacking  the  SN 
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•     The  DPS  or  Designee  will  provide  the 
PAC  and  Governing  Authority  with 
the  trended  case  management  audit 
results  and  individual  audit  findings 
quarterly  or  sooner  based  on  results 
for  review  and  action. 

Evaluation  of  comprehensive 
nursing  assessment  on  a 
retrospective  basis  is  incorporated 
into  the  2  to  4  week  record  review 
process  and  the  quarterly  clinical 
record  review  process  (see  ). 

G172  DUTIES  of  the 
REGISTERED  NURSE 

Policies  and  procedures  will  be  of  \ 

sufficient  scope  to  ensure  that  nurse  '. 

reassessments  are  sufficient  in  scope  ; 

so  that  accurate  and  complete  j 
baseline  data  is  obtained  so  that 

patient  needs  can  be  met.  ! 

The  DPS  and/or  Designee  will  review 
and  or  revise  where  appropriate 
policies  and  procedures  to  ensure  that  , 
the  nurse  regularly  reevaluates  the 
patient's  needs  in  sufficient  detail  so  : 
that  accurate  and  complete  data  is 
obtained  so  that  patient  needs  can  be 
met  by  01/08/08.  The  DPS  and  or  AA 
will  present  the  revised  policies  and 
procedures  to  the  Professional 
Advisory  Committee  (PAC)  by 
01/09/08  for  review  and  approval  and 
to  the  Governing  Authority  for 
review  and  approval  bv  01/10/08. 


lisle* 
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assessed  the  patient's  emotional  status  during 
this  visit,  or  ever  reassessed  his  emotional  status. 


-  On  06/05/07  the  SN  attempted  to  visit  the 
patient,  however,  the  wife  reported  that  she  was 
unwilling  to  accept  a  visit  because  they  were 
moving  soon.  Evidence  is  lacking  the  SN  reported 
to  the  physician  the  SN  was  unable  to  visit  the 
patient,  or  that  the  patient's  emotional  status  had 
not  been  assessed  since  admission  on  05/03/07. 

-  On  06/07/07  the  SN  documented  the.  patient 
was  admitted  to  the  hospital  for  an  apparent 
suicide  attempt.  This  was  confirmed  by  the 
patient's  hospital  record. 

This  record  was  reviewed  with  the  AA  and  DON 
on  11/13/07,  no  additional  information  was 
provided. 

2.  Patient  #  2  was  admitted  to  the  agency  on 
06/06/07  with  a  primary  diagnosis  of  urinary  tract 
infection,  and  secondary  diagnoses  of 
dehydration,  mental  disorder,  difficulty  walking. 
The  patient  was  receiving  aide  service  from  a 
Licensed  Home  Care  Services  Agency  which  was 
being  paid  for  privately  by  the  patient's  son.  The 
initial  assessment  indicated  the  patient  was 
unable  to  use  her  personal  emergency  response 
system  due  to  dementia.  The  skilled  nursing 
reassessments  were  inaccurate  or  incomplete  as 
follows: 

On  06/07/07  the  SN  documented  the  patient  was 
experiencing  acute  diarrhea.  Evidence  is  lacking 
the  SN  assessed  if  the  patient  was  continuing  to 
take  colace  (bowel  medication)  twice  daily  and 
metamucil  (bowel  medication)  every  other  day  per 
the  plan  of  care.  The  physician  directed  the 


G  172         Patients  #1,  #2,  #4,  #6,  #10,  #11,  #13 
identified  under  this  standard  are  no 
longer  on  service. 


The  policies  and  procedures  will 
address,  but  not  be  limited  to  areas 
identified  to  be  deficient  in  the 
12/19/07  SOD  issued  to  the  agency 
by  NYSDOH  as  indicated  below: 
Complete,  clear,  and  accurate 
description  of  edema,  wounds,  ostomy 
sites,  subcutaneous  catheter  sites,  and 
vascular  access  device  sites  (patients 
#6,  #10,  #1  no  longer  on  service) 
Competency  determinations  by 
agency  nurses  based  on  observation 
of  patient  and  or  primary  care  giver 
performing  procedures  such  as  care  of 
wounds  or  tube  feedings  (Patients  #4, 
#6  no  longer  on  service) 
Complete,  accurate  assessment  of 
nutrition  status  to  include  specific 
nutrition  requirements,  related 
teaching,  assessment  for  compliance, 
weight  assessment,  and 
communication  with  the  physician 
with  changes  in  the  patient's 
condition  that  suggest  a  need  to  alter 
the  plan  of  care  (patients  #1,  #6  no 
longer  on  service) 
Criteria  for  referral  to  other 
disciplines  such  as  nutrition  (patients 
#1,  #6  no  longer  on  service)  or  social 
work  (#11  no  longer  on  service). 
Reporting  of  assessment  data  to  the 
physician  that  falls  into  the 
parameters  specified  on  the  plan  such 
as  weight  loss/gain  (patients  #1",  #6  j 
no  longer  on  service)  ■ 
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patient  to  the  emergency  room,  however, 
evidence  is  lacking  the  patient  ever  went  to  the 
emergency  room,  or  that  the  SN  reassessed  the 
patient  until  4  days  later  on  06/1 1/07. 


On  06/11/07  the  SN  visited  the  patient,  however, 
evidence  is  lacking  the  SN  assessed  the  patient's 
bowel  status.  Specifically,  the  SN  failed  to  assess 
the  status  of  the  diarrhea  or  bowel  frequency,  or  if 
the  patient  was  continuing  to  take  colace  and 
metamucil  per  the  plan  of  care. 

Additionally,  the  SN  instructed  the  aide  to  give 
imodium  after  each  loose  stool.  Although  it  is  not 
within  the  scope  of  tasks  for  a  Home  Health  Aide 
(HHA)  to  administer  medications  to  a  non  self 
directed  patient,  evidence  is  lacking  the  SN: 

-  assessed  that  the  family  needed  to  be  instructed 
on  medication  administration  for  the  patient 

-  obtained  a  physician  order  for  the  imodium 

-  assessed  the  frequency  with  which  the  patient 
was  being  given  the  imodium 

Additionally,  the  SN  documented  the  patient  was 
experiencing  pain  and  instructed  the  aide  to  give 
tylenol  every  4  hours  until  the  pain  resolved. 
Although  it  is  not  within  the  scope  of  tasks  for  a 
Home  Health  Aide  (HHA)  to  administer 
medications  to  a  non  self  directed  patient, 
evidence  is  lacking  the  SN: 

-  instructed  the  family  on  medication 
administration  for  the  patient 

-  clarified  the  plan  of  care  for  tylenol  with  the 
physician.  Specifically,  the  plan  included  "  Tylenol 
Arthritis  Pain  650  mg:  1  tablet  Oral  PRN  24  hours, 
every  6  hours,  1  tab  in  am  and  1  tab  in  pm  for 
pain".  The  plan  was  not  clear  in  the  dose,  and 
maximum  dose  for  the  tylenol. 

-  assessed  if  the  patient  was  taking  ibuprofen 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
■  DEFICIENCY) 


►     Complete  accurate  assessment  of 
bowel  status  and  management  and 
pain  assessment  and  management 
with  follow  up  to  ensure  interventions 
adequately  address  the  symptoms  ( 
patients  #2,  #  11  no  longer  on  service) 
Complete,  accurate  assessment  of 
emotional  status  (patient  #1 1  no 
longer  on  service). 
Scope  of  practice  for  home  health 
aides  and  personal  care  aides  (patient 
#2  no  longer  on  service) 
Requirement  to  document  findings  of 
nursing  visits  within  24  hours  of  the 
visit,and  to  visit  at  the  frequency 

specified  in  the  plan  or  to  notify  the  I 
physician  if  the  visit  is  not  made  with  | 
the  reason  why  (patient  #4  no  longer 
on  service) 

The  DPS  and  or  Designee  will 
present  an  in-service  on  the  revised 
reassessment  policies  and  procedures 
to  staffby  01/10/08.  The  revised 
policies  and  procedures  will  be 
implemented  by  01/15/08. 

The  DPS  and  or  Designee  will 
present  an  in  service  to  staff  by 
01/15/08  on  the  following:  ' 
Completion  of  thorough,  accurate  ! 
nursing  reassessments  J 
scope  of  practice  for  home  health  i 
aides  and  personal  care  aides,  j 
completion  of  aide  care  plans,  and  ' 
supervision  of  aides  j 


<X5) 
COMPLETION 
DATE 


\/\ojo% 


rORM  CMS-2567{02-99)  Previous  Versions  Obsolete 


Event  ID:  D2IJ1 1 


Facility  ID:  3537 


If  continuation  sheet  Page  64  of  87 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  &  MEDICAID  SERVICES 


PRINTED:  12/19/2007 
FORM  APPROVED 
OMB  NO.  0938-0391 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDERySUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


337212 


<X2)  MULTIPLE  CONSTRUCTION 
A.  BUILDING 


B.  WING . 


<X3)  DATE  SURVEY 
COMPLETED 

c 

12/19/2007 


NAME  OF  PROVIDER  OR  SUPPLIER 

VNS  ITHACA  TOMPKINS  CO  CHHA 


STREET  ADDRESS.  CITY.  STATE,  ZIP  CODE 
138  CECIL  A  M ALONE  DRIVE 
ITHACA,  NY  14850 


(X4)  ID 
PREFIX 
TAG 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
{EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


ID 
PREFIX 
TAG 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


<X5) 
COMPLETION 
DATE 


G  172 


Continued  From  page  64 

twice  daily  as  needed  for  pain  per  the  plan  of  care 

On  06/12/07  the  the  SN  visited  the  patient  and 
documented  the  patient  fell  over  the  weekend. 
Evidence  is  lacking  the  SN  assessed  the  patient's 
pain  status,  or  bowel  status. 

On  06/15/07  the  transfer  nursing  assessment 
indicated  the  patient  went  to  the  emergency 
room  for  nausea,  dehydration,  malnutrition, 
constipation,  impaction,  however,  the  SN  failed  to 
clarify  specifically  what  the  change  in  patient 
condition  was.  The  supervisory  notes  indicated  on 
06/14/07  the  patient  was  in  the  emergency  room 
for  increased  diarrhea,  weakness,  and  would 
possibly  be  admitted.  Evidence  is  lacking  the  SN 
determined  the  status  of  the  patient  until  6  days 
later  on  06/20/07. 

On  06/20/07  the  patient  returned  home,  and  the 
SN  performed  a  resumption  of  care  assessment. 
The  SN  documented  the  patient  was  experiencing 
diarrhea,  however,  evidence  is  lacking  she 
assessed  if  the  patient  was  taking  imodium, 
colace  or  metamucil,  or  discussed  a  bowel  plan 
with  the  physician. 

On  07/10/07  the  SN  documented  the  patient  was 
experiencing  nausea  and  vaginal  pain.  Evidence 
is  lacking  the  SN  assessed  the  patient's  use  of 
tylenol  or  ibuprofen.  Additionally,  although  the  SN 
documented  the  patient  was  homebound  due  to 
bowel  status,  evidence  is  lacking  the  SN 
assessed  the  patient's  bowel  status. 

This  record  was  reviewed  with  the  AA  and  AC  on 
10/18/07,  no  additional  information  was  provided. 

3.  Patient  #6  was  admitted  to  the  agency  on 


G  172 


Evaluation  of  comprehensive  care  ' 
planning  on  a  concurrent  basis: 

The  DPS  and  or  Designee  will  assess 
compliance  with  the  above  on  a 
concurrent  basis  through  participation 
in  patient  case  conferences  conducted 
at  the  patient's  start  of  care  and  every 
2  weeks  thereafter,  and  through  case 
management  audits  beginning 
01/15/08  (see  G 143) 

Evaluation  of  comprehensive 
nursing  reassessment  on  a 
retrospective  basis  is  incorporated 
into  the  2  to  4  week  record  review 
process  and  the  quarterly  clinical 
record  review  process  (see  G250). 
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09/28/07  with  a  secondary  diagnosis  of  head  and 
neck  cancer.  The  plan  of  care  included:  gastric 
tube  feedings  of  jevity  4  times  per  day;  50ml  of 
water  before  and  after  feedings;  and  wash  gastric 
tube  site  daily  and  apply  dry  dressing. 

Although  the  SN  visited  4  times  from  09/28/07  - 
10/03/07,  evidence  is  lacking  the  SN  ever 
assessed  the  gastric  tube  for  patency  or  observed 
the  patient  performing  the  gastric  tube  site  care 
or  feedings. 

On  10/15/07  the  SN  documented  a  phone  call 
with  the  patient  indicating  the  gastric  tube  had 
been  removed  by  the  physician  due  to  a 
blockage.  Although  the  patient  communicated  the 
plan  was  to  let  the  old  gastric  tube  site  heal, 
evidence  is  lacking  the  SN  clarified  with  the 
physician  what  the  wound  care  plan  was;  what 
the  patient's  diet  was;  or  reassess  the  patient  until 
3  days  later  on  10/18/07. 

On  10/18/07  a  different  SN  visited  and  discharged 
the  patient.  Although  the  SNs  documented  the 
patient  weighed  152  pounds  on  09/28/07  and  139 
pounds  on  10/18/07,  and  the  patient's  appetite 
was  only  fair,  evidence  is  lacking  the  SN  reported 
the  13  pound  weight  loss  to  the  physician,  or 
assessed  the  patient's  caloric  intake  prior  to 
discharging  him  from  the  agency  on  10/18/07. 

Additionally  the  SN  reported  in  the  discharge 
assessment  the  patient  had  intractable  pain, 
however,  failed  to  assess  if  the  patient  was  taking 
oxycodone  or  oxycontin  per  the  plan  of  care.  The 
SN  discharged  the  patient  without  reporting  to  the 
physician  that  the  patient  was  continuing  to  have 
pain. 
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4.  Patient  #1 0  was  admitted  to  the  agency  on 
09/1 9/07.  The  plan  of  care  indicated  the  SN  was 
to  make  weekly  visits  for  assessment  of  right 
buttocks  pressure  ulcer,  and  flap  assessment. 
The  nursing  reassessments  were  incomplete  as 
follows: 


On  10/05/07  the  SN  visited  and  discharged  the 
patient.  The  SN  documented  the  patient  had  been 
instructed  to  assess  the  skin  flap  on  her  buttocks 
with  2  mirrors,  however,  evidence  is  lacking  the 
patient  demonstrated  being  able  to  perform  this 
prior  to  discharge. 

This  record  was  reviewed  with  the  AA  and  DON 
on  1 1/13/07,  no  additional  information  was 
provided. 

5.  Patient  #  4  was  admitted  to  the  agency  on 
09/26/07  with  a  primary  diagnosis  of  uncontrolled 
diabetes,  secondary  diagnosis  of  foot  ulcer.  The 
plan  of  care  included  daily  dressing  changes. 
Evidence  is  lacking  the  SN  visited  daily  from 
09/26/07  -  10/16/07,  or  that  the  SN  observed  the 
primary  caregiver  performing  the  dressing 
independently. 

On  10/16/07  the  surveyor  requested  the  patient 
record  for  review.  The  surveyor  questioned  the 
AA  as  to  where  the  SN  notes  were  for  after 
1 0/01/07.  The  AA  stated  that  the  record  contained 
all  of  the  notes. 

On  10/17/07  the  surveyor  received  additional 
documentation  entered  into  the  computerized 
record  by  the  SN  oh  1 0/16/07  indicating:  the  SN 
had  performed  the  dressing  changes  on 
09/27/07,  09/28/07,  and  10/05/07;  the  patient  had 
been  attending  the  wound  center  3  times  per 
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week  for  wound  vac  therapy/dressing  changes 

Evidence  is  lacking  the  SN: 

-  documented  the  patient's  current  status  until 
after  the  surveyor  inquired  about  the  missing 
progress  notes,  making  the  documentation 
questionable  for  accuracy 

-  clarified  when  the  wound  vac  had  been  initiated 

-  confirmed  with  the  physician  SN  visits  would  no 
longer  be  needed  for  wound 
assessment/dressing  changes  prior  to  decreasing 
the  SN  visit  frequency 

This  record  was  reviewed  with  the  AA  and  AC  on 
10/18/07,  no  additional  information  was  provided. 

6.  Patient  #1  was  admitted  to  the  home  care 
agency  on  9/1 1/2007  with  secondary  diagnoses 
of  type  2  diabetes  mellitus  and  nausea  and 
vomiting.  The  plan  of  care  included  zofran  (anti 
nausea)  8  mg  every  four  hours  for  nausea  and 
vomiting.  The  09/1 1/07  initial  nursing  assessment 
indicated  the  patient's  weight  was  155  pounds. 
Evidence  is  lacking  the  SN  reassessments  were 
complete  as  follows: 


-  On  10/02/07,  10/09/07  the  SN  documented  the 
patient's  weight  was  145  pounds,  and  on  and 
10/30/07  a  weight  of  139  pounds/Although  the 
patient  had  experienced  a  16  pound  weight  loss 
since  admission,  and  the  SN  documented  the 
patient  had  decreased  appetite;  was  not  drinking 
well;  and  was  experiencing  nausea  and  vomiting, 
evidence  is  lacking  the  SN  assessed  the  patient's 
caloric  intake,  or  whether  he  was  taking  the 
zofran  per  the  plan  of  care. 

This  record  was  reviewed  with  the  AA  and  DON 
on  1 1/13/07,  no  additional  information  was 


PROVIDER'S  PLAN  OF  CORRECTION 
{EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


G  172 


(X5) 
COMPLETION 
DATE 


:ORM  CMS-2567(02-99)  Previous  Versions  Obsolete 


Event  ID:  02IJ11 


Facility  ID:  3537 


If  continuation  sheet  Page  68  of  87 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  &  MEDICAID  SERVICES 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDERVSUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


337212 


PRINTED:  12/19/2001 
FORM  APPROVEC 
OMB  NO.  0938-0391 


(X2)  MULTIPLE  CONSTRUCTION 
A.  BUILDING 


B.  WING 


NAME  OF  PROVIDER  OR  SUPPLIER 

VNS  ITHACA  TOMPKINS  CO  CHHA 


(X4)  ID 
PREFIX 
TAG 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


G  172  Continued  From  page  68 
provided. 

7.  Patient  #13  was  admitted  to  the  agency  on 
09/07/07.  The  09/07/07  initial  nursing  assessment 
indicated  the  patient  had  wounds  and  edema  of 
the  left  lower  extremity.  Evidence  is  lacking  the 
SN  re  assessments  were  accurate  as  follows: 

On  09/07/07  the  SN  documented  in  the  initial 
nursing  assessment  the  edema  measurements 
obtained  were  measured  over  the  dressing  on  the 
wound.  The  SN  measured  the  left  lower 
extremity  6  times  between  09/07/07  and 
10/22/07,  and  the  measurements  varied  3  cm  for 
the  left  calf,  8  cm  for  left  ankle,  8.5  cm  for  left 
instep  during  this  time  period,  however,  it  is 
unclear  if  the  measurements  were  done  with  the 
dressings  on  as  well.  Specifically,  the  edema 
measurements  would  not  be  accurate  if  done 
over  the  dressing. 

This  record  was  reviewed  with  the  AA  and  DON 
on  11/13/07,  no  additional  information  was 
provided. 

G  174  484.30(a)  DUTIES  OF  THE  REGISTERED 
NURSE 

The  registered  nurse  furnishes  those  services 
requiring  substantial  and  specialized  nursing  skill. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  22  clinical  records,  5 
observational  home  visits,  and  interviews  with  the 
Agency  Administrator  (AA),  Director  of  Nursing 
(DON),  and  Agency  Consultant,  evidence  was 
lacking  in  3  records  the  agency's  registered 
nurses  demonstrated  substantial  and  specialized 
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G174  DUTIES  OF  THE 
REGISTERED  NURSE 

The  DPS  and/or  Designee  will  review 
and  or  revise  where  appropriate 
policies  and  procedures  related  to 
nursing  supervision  and  agency 
nursing  policies  and  procedures  by 
01/08/08.  The  DPS  and  or  AA  will 
present  the  revised  policies  and 
procedures  to  the  Professional 
Advisory  Committee  (PAC)  by 
01/09/08  for  review  and  approval  and 
to  the  Governing  Authority,  for 
review  and  approval  by  01/10/08. 


The  policies  and  procedures  will 
include  but  not  be  limited  to  the 
following: 

Nursing  skills  competency  checklist 
completed  upon  employment  and  at 
least  annually  thereafter.  Current 
nurse  employees  will  complete  a 
skills  competency  checklist  by 
01/04/08.  Based  on  information 
provided  additional  training  will  be 
arranged  as  required  and  or  patient 
case  assignments  may  be  temporarily 
rearranged.  No  nurse  will  perform  a 
skill  prior  to  DPS  or  Designee 
determination  that  that  nurse  is 
competent  to  perform  the  skill 
consistent  with  agency  policy  and 
procedure  and  professional  standards  j 
of  practice.  1 
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skill/knowledge  to  meet  the  needs  of  the  patient 
Patients*  5,  7,  13 


Failure  of  the  Skilled  Nurses  (SN)  to  possess 
adequate  knowledge  and  skill  has  the  potential 
for  unmet  patient  needs  and  possible  negative 
patient  outcomes. 

Examples  are  as  follows: 

1.  Patient  #13  was  admitted  to  the  agency  on 
09/07/07.  The  09/07/07  initial  nursing  assessment 
indicated  the  patient  had  wounds  and  edema  of 
the  left  lower  extremity.  Evidence  is  lacking  the 
SN  demonstrated  adequate  knowledge  about 
edema  assessment  as  follows; 

On  09/07/07  the  SN  (employee  P)  documented  in 
the  initial  nursing  assessment  the  edema 
measurements  obtained  were  measured  over  the 
dressing  on  the  wound.  The  SN  measured  the 
left  lower  extremity  6  times  between  09/07/07  and 
1 0/22/07,  and  the  measurements  varied  3  cm  for 
the  left  calf,  8  cm  for  left  ankle,  8.5  cm  for  left 
instep  during  this  time  period,  however,  it  is 
unclear  if  the  measurements  were  done  with  or 
without  the  dressing  on.  Evidence  is  lacking  the 
SN  was  aware  that  accurate  edema 
measurements  cannot  be  obtained  over  a 
dressing,  or  that  the  Nursing  Supervisor  identified 
this  problem.  Additionally  the  SN  failed  to  clarify 
reporting  parameters  for  edema  with  the 
physician. 


This  record  was  reviewed  with  the  AA  and  DON 
on  11/13/07,  no  additional  information  was 
provided. 


HV 
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DPS  or  Designee  in  home  evaluation 
of  nurse  skills,  knowledge,  and 
competency  through  out  orientation, 
annually,  and  as  needed  based  on 
individual  educational  needs.  The 
DPS  or  Designee  will  complete  a 
home  visit  with  each  nurse  currently 
on  staff  by  01/08/08  to  observe  skills 
and  knowledge.  Based  on 
observations  and  or  discussion 
additional  training  will  be  arranged  as 
required  and  or  patient  case 
assignments  may  be  temporarily 
rearranged 

Extensive  orientation  and  mentoring 
program 

Nursing  Supervision  . 
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2.  Patient  #5  was  admitted  to  the  agency  on 
10/08/07  with  a  primary  diagnosis  of  methicillin 
resistant  staphylococcus  aureus  post  operative 
infection  (MRSA)  of  a  chest  wound.  The  plan  of 
care  included  vancomycin  intravenously  and  daily 
dressing  changes  which  included  packing  the 
wound  with  kerlix  gauze  soaked  in  1/4  betadine 
and  3/4  normal  saline.  The  SN  (employee  Q) 
failed  to  demonstrate  adequate  knowledge  about 
sterile  dressing  technique  as  follows: 

On  10/22/07  the  surveyor  made  an  observational 
home  visit  with  the  SN.  Evidence  was  lacking  the 
SN  ensured  that  the  betadine  and  normal  saline 
solutions  which  were  being  used  were  not 
expired.  Specifically,  the  SN  failed  to  label  the 
containers  of  betadine  and  normal  saline  with  the 
date  and  time  they  were  opened. 

Additionally,  evidence  is  lacking  the  SN  ensured 
the  dressings  removed  from  the  patient's  wound 
were  properly  disposed  of.  Although  the  patient 
was  being  treated  for  MRSA  at  the  wound  site, 
the  skilled  nurse  failed  to  dispose  of  the  soiled 
dressings  per  agency  policy.  Specifically, 
following  the  dressing  change,  the  SN  disposed 
of  the  heavily  soiled  dressing  in  an  open,  plastic 
lined  trash  can,  which  was  left  open  in  the 
patient's  home.  The  agency's  policy  for  Disposal 
of  Soiled  Dressings  specifies:  1.  place  all  soiled 
wound  dressings  in  a  plastic  trash  bag.  2.  spray 
with  10%  bleach  solution  if  heavily  soiled  3.  Seal 
and  place  in  a  second  plastic  bag  if  the  dressings 
are  heavily  soiled  or  if  leakage  is  a  possibility. 
Place  the  plastic  bag  in  the  family's  trash. 

This  record  was  reviewed  with  the  AA  and  DON 
on  1 1/13/07,  no  additional  information  was 
provided. 
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3.  Patient  #  7  was  admitted  to  the  agency  on 
10/24/07.  On  10/24/07  an  observational  home 
visit  was  conducted  by  the  surveyor  with  the  SN 
for  the  initial  nursing  assessment.  The  surveyor 
observed  the  patient  had  a  subcutaneous 
catheter  in  his  right  lower  extremity  for  the  daily 
infusion  of  neupogen.  Evidence  is  lacking  the  SN 
(employee  O)  possessed  adequate  knowledge 
about  subcutaneous  catheter  as  follows: 

The  agency  failed  to  develop  a  policy  that  had 
been  reviewed  and  approved  by  their  PAC 
committee  prior  to  the  SN  implementing  the 
procedure.  Additionally,  the  agency  failed  to 
provide  education  to  the  SN  regarding 
subcutaneous  catheters. 

The  10/21/07  hospital  referral  contained  a 
lospital  policy  /  procedure  for  subcutaneous 
infusion  catheters,  and  on  1 1/1 3/07  the  surveyor 
interviewed  the  AA  and  DPS.  The  AA  stated  she 
thought  the  procedure  could  be  implemented  as 
ong  as  a  physician  had  prescribed  it.  Evidence  is 
acking  however,  the  policy/procedure  was  signed 
3y  the  physician  as  an  order,  or  was  appropriate 
for  home  care.  Specifically,  the  policy  indicated 
the  nurse  is  to  check  the  site  daily  for  irritations  or 
other  complications,  and  document  in  patient 
assessment  on  daily  flow  sheet.  The  plan  of  care 
however,  included  only  weekly  SN  visits,  and 
evidence  is  lacking  the  policy  or  plan  of  care 
addressed  whether  the  family  should  observe  and 
record  the  status  of  the  catheter  site  daily. 


Additionally,  the  policy  specified  the  catheter 
should  be  changed  every  7  days,  and  the  dates 
should  be  recorded  on  the  medication 
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administration  record  indicating  when  the  catheter 
was  changed,  and  due  to  be  changed  next. 
Evidence  is  lacking  the  agency  planned  to 
maintain  a  medication  administration  record,  or 
indicated  in  the  plan  of  care  when  the  next 
catheter  change  was  due,  or  that  the  catheter 
should  be  changed  every  7  days. 


This  record  was  reviewed  with  the  AA,  and  DON 
on  1 1/13/07.  The  surveyor  asked  the  AA  and 
DPS  if  the  catheter  should  be  flushed  after 
infusing  the  medication,  and  they  were  not 
certain.  The  plan  of  care  indicates  the  dose  of 
neupogen  is  .33  ml,  however,  the  hospital  policy 
does  not  specify:  whether  the  catheter  should  be 
primed  prior  to  insertion;  if  so,  the  type  of  solution 
to  be  used;  or  how  to  ensure  the  first  dose 
following  insertion  is  a  complete  dose,  and 
accounts  for  the  residual  left  in  the  catheter. 
484.36(d)(2)  SUPERVISION 

The  registered  nurse  (or  another  professional 
described  in  paragraph  (d)(1)  of  this  section) 
must  make  an  on-site  visit  to  the  patient's  home 
no  less  frequently  than  every  2  weeks. 
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This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  7  clinical  records  where  the 
patient  was  receiving  aide  service,  and  interviews 
with  the  Agency  Administrator  (AA),  Director  of 
Nursing  (DON)  and  Agency  Consultant,  evidence 
is  lacking  in  4  records  the  supervision  of  the 
agency's  Home  Health  Aides  was  adequate, 
Patients*  3,  5,  14,  21 

Failure  of  the  agency  to  provide  adequate 
supervision  to  Home  Health  Aides  has  the 
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G229  SUPERVISION 

The  DPS  and/or  Designee  will  review 
and  or  revise  where  appropriate 
policies  and  procedures  regarding 
supervision  of  Home  Health  Aides  by 
01/08/08.  The  procedure  will  include 
supervision  of  aides  every  2  weeks 
when  a  patient  is  receiving  skilled 
nursing  service.  The  DPS  and  or  AA 
will  present  the  revised  policies  and 
procedures  to  the  Professional 
Advisory  Committee  (PAC)  by 
01/09/08  for  review  and  approval  and 
to  the  Governing  Authority  for 
review  and  approval  by  01/10/08. 

Patients  #3  identified  under  this 
standard  is  no  longer  on  service- 
Patients  #14,  #2 1  remain  on  service 
and  a  corrective  plan  will  be 
indicated. 

The  policies  and  procedures  will  I 
address,  but  not  be  limited  to  areas  I 
identified  to  be  deficient  in  the  | 
12/19/07  SOD  issued  to  the  agency  I 
by  NYSDOH  as  indicated  below; 

Home  Health  Aide  supervision  every 
two  weeks,  while  aide  is  present  in 
home  (as  per  agency  policy  and 
procedure)  (patients  #5,  #14,  #21  will 
receive  supervision  of  their  aides 
every  2  weeks  beginning  12/31/07) 
Consistent  documentation  of  aide 
supervision  on  separate  form  to  be 
filed  in  the  aide  section  of  the  patient 
record  within  24  hours  of  the  aide 
supervision  ] 
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potential  for  unmet  patient  needs,  and  possible 
negative  patient  outcomes. 


1 .  Patient  #3  was  admitted  to  the  agency's 
LTHHCP  on  05/04/06.  The  08/27/07  plan  of  care 
included:  SN  visits  every  2  weeks  for  assessment 
of  the  patient's  cardio-pulmonary  status,  and 
emotional  status,  and  HHA's  3  times  per  week. 

Although  the  patient  was  receiving  SN  visits  for 
assessment  every  2  weeks,  the  plan  of  care 
included  HHA  supervision  only  monthly,  and 
evidence  is  lacking  the  SN  supervised  the  HHA 
every  2  weeks.  Specifically,  the  patient  record 
included  the  following  aide  supervisions:  06/10/7 
07/16/07,  09/26/07,  10/25/07,  10/26/07. 

This  record  was  reviewed  with  the  AA  and  AC  on 
10/18/07,  no  additional  information  was  provided. 

2.  Patient  #5  was  admitted  to  the  agency  on 
05/25/07.  The  05/25/07  and  07/24/07  plans  of 
care  included  SN  visits  every  2  weeks  for 
assessment,  and  evidence  is  lacking  the  SN 
supervised  the  HHA  every  2  weeks.  Specifically, 
the  SN  supervised  the  aide  only  on  06/04/07, 
07/17/07,  07/20/07,  09/07/07.  Additionally, the 
agency  policy  specifies  the  aide  must  be  present 
for  every  other  supervision  by  the  SN.  Evidence  is 
lacking  the  aide  was  present  for  the  supervision 
on  07/17/07,  07/20/07  or  09/07/07. 


This  record  was  reviewed  with  the  AA  and  DON 
on  1 1/1 3/07,  no  additional  information  was 
provided. 

3.  Patient  #14  was  admitted  to  the  agency's 
LTHHCP  on  05/25/07.    Although  the  plan  of  care 
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Evaluation  of  Home  Health  Aide 
supervision  on  a  concurrent  basis: 

The  DPS  and  or  Designee  will  assess 
compliance  with  the  above  on  a 
concurrent  basis  through  participation 
in  patient  case  conferences  conducted 
at  the  patient's  start  of  care  and  every 
2  weeks  thereafter,  and  through  case 
management  audits  beginning 
01/15/08  (see  G143) 

Evaluation  of  comprehensive 
nursing  reassessment  on  a 
retrospective  basis  is  incorporated 
into  the  2  to  4  week  record  review 
process  and  the  quarterly  clinical 
record  review  process  (see  G250). 
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included  SN  visits  every  1-  2  weeks  for 
assessment,  the  SN  failed  to  supervise  the  HHA 
every  2  weeks.  Specifically,  the  SN  supervised 
the  aide  only  on:  06/04/07,  07/20/07,  09/07/07, 
09/13/07,  10/04/07,  and  11/14/07. 
Addition  ally,  the  agency  policy  specifies  the  aide 
must  be  present  for  every  other  supervision  by 
the  SN.  Evidence  is  lacking  the  aide  was  present 
for  any  supervisions  conducted  from  06/04/07  - 
09/13/07  or  from  10/04/07-1 1/14/07. 
G  235  484.48  CLINICAL  RECORDS 


This  CONDITION  is  not  met  as  evidenced  by: 
o  Failure  to  develop  and  maintain  a  functional 
and  effective  system  of  documentation  that 
provides  the  following: 

-  an  accurate  assessment  of  the  patient's 
needs 

-  a  clear  and  comprehensive  identification  of 
patient  problems 

-  a  consistent,  accurate,  and  organized  plan 
of  care 

-  evidence  of  case  management  and 
communication  among  all  interdisciplinary  team 
members,  including  the  physician 

-  reliable  data  resulting  from  an  ongoing 
assessment  of  each  patient's  response  to 
treatment 

-  modification  of  the  plan  of  care  based  on  the 
patient's  response  to  treatment 

-  an  assessment  of  the  patient's  progress 
relative  to  the  attainment  of  measurable 
outcomes 

o  Failure  to  ensure  nursing  reassessments  are 
accessible  to  all  staff  who  are  responsible  for 
providing  care  within  an  acceptable  time  frame. 
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G235  CLINICAL  RECORDS 

The  DPS,  AA,  and  or  Designee  will 
implement  policies  and  procedures  to 
direct  and  maintain  a  functional  and 
effective  system  of  documentation  at 
all  times  to  promote  quality  health 
care,  by  1/15/08. 

Clinical  records  will  contain  an 
accurate  assessment  of  the  patient's 
needs,  a  clear  and  comprehensive  j 
identification  . of  patient  problems,  a 

consistent,  accurate  and  organized 
plan  of  care,  evidence  of  effective 
case  coordination  and  communication 
among  all  interdisciplinary  team 
members  including  the  physician, 
reliable  data  resulting  from  ongoing 
assessment  of  each  patient's  response 
to  treatment,  modification  of  the  care 
plan  based  on  response  to  treatment, 
and  assessment  of  the  patient's 
progress  in  attaining  the  goals.  The 
DPS  and  or  Designee  will  complete 
quality  improvement  activities  to 
monitor  compliance;  concurrent  and 
retrospective  record  audits,  of 
sufficient  scope  to  ensure  that  areas  in 
need  of  improvement  are  identified. 
(See  G109,  G143  G158,  G159,  G164, 
G171,  G172,  G174,  G229,  G236, 
G250). 
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See  G236 

The  cumulative  effect  of  these  systemic  problems 
of  incomplete/inadequate  documentation 
compromised  the  home  care  agency's  ability  to 
ensure  the  provision  and  coordination  of  quality 
health  care,  and  has  the  potential  for  agency  wide 
negative  patient  outcomes. 
G  236  484.48  CLINICAL  RECORDS 


A  clinical  record  containing  pertinent  past  and 
current  findings  in  accordance  with  accepted 
professional  standards  is  maintained  for  every 
patient  receiving  home  health  services.  In 
addition  to  the  plan  of  care,  the  record  contains 
appropriate  identifying  information;  name  of 
physician;  drug,  dietary,  treatment,  and  activity 
orders;  signed  and  dated  clinical  and  progress 
notes;  copies  of  summary  reports  sent  to  the 
attending  physician;  and  a  discharge  summary. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  22  clinical  records,  5 
observational  home  visits,  and  interviews  with  the 
Agency  Administrator  (AA),  Director  of  Nursing 
(DON)  and  Agency  Consultant  (AC),  evidence  is 
lacking  in  8  records  that  ail  pertinent  information 
is  contained  in  the  clinical  record.  Specifically, 
although  agency  policy  specifies  the  Skilled  Nurse 
(SN)  is  expected  to  complete  the  day's 
documentation  before  leaving  for  the  day,  the 
clinical  progress  notes  are  not  being  recorded  in  a 
timely  manner,  and  in  accordance  with  agency 
policy.  Specifically,  documentation  is  being 
submitted  as  late  as  6  weeks  late,  and  as  a 
result,  information  concerning  patient  status  and 
patient  response  to  treatment:  is  not  readily 
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G  236  CLINICAL  RECORDS 

The  DPS,  AA,  and  or  Designee  will 
revise  the  clinical  record  policies  and 
procedures  to  indicate  that  nurse 
clinical  progress  notes  are  to  be 
completed  within  24  hours  of  a  visit. 
The  DPS  and  or  AA  will  present  the 
revised  policies  and  procedures  to  the 
Professional  Advisory  Committee 
(PAC)  by  01/09/08  for  review  and 
approval  and  to  the  Governing 
Authority  for  review  and  approval  by 
01/10/08.  The  revised  policy  and 
procedure  will  be  implemented  by 
1/15/08. 

Patients  #2,  #3 ,  #4,  #  1 4,  #  1 6  were  j 
identified  to  have  late  nursing  note  j 
entries,  however  only  #3  and  #14 
remain  on  service.  Nursing  note 
entries  on  these  and  all  records  will 
be  current  within  24  hours  of  a  visit 
by  1/04/08.  . 

The  Technology  Designee  will 
provide  documentation  of  dates  of 
nurse  visits  on  a  weekly  basis  for 
each  nurse  to  be  used  by  support  staff 
to  audit  patient  records  for  * 
compliance  with  the  24  hour 
documentation  requirement. 
Support  staff  will  complete  chart 
audits  on  100%  of  the  visits  made  by 
each  nurse  on  a  weekly  basis  to 
ensure  that  documentation  is 
completed  within  24  hours  after  a 
patient  visit.  When  a  nurse's 
compliance  rate  reaches  90%  or 
greater,  the  chart  audits  will  drop  to 
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available  to  all  clinicians  responsible  for 
implementing  the  plan  of  care;  readily  available  to 
supervisors  responsible  for  overseeing  the 
delivery  of  patient  care;  is  questionable  for 
accuracy  and  authenticity. 

Additionally,  evidence  is  lacking  clinical  records 
are  accurate  and  complete.  Specifically,  patient 
records  contain  inconsistent  documentation  for 
the  presence,  location,  and  status  of  all  wounds 
and  edema,  and  inaccurate  transfer  OASIS 
information.  Patients*  2,  3,  4,  10,  13,  14,  16 

Failure  of  the  agency  to  ensure  complete, 
accurate,  and  current  documentation  is  readily 
available  creates  the  potential  for  agency 
clinicians  and  supervisors  to  make  incorrect 
decisions  based  on  inaccurate  information,  and 
agency  wide  negative  patient  outcomes. 

Examples  are  as  follows: 

1 .  Patient  #13  was  admitted  to  the  agency  on 
09/07/07.  The  SN  documentation  was  inaccurate, 
incomplete,  and  not  timely  as  follows: 

-  On  09/28/07  the  SN  measured  7  wounds, 
however,  failed  to  number  the  wounds.  On 
10/1 1/07  the  SN  depicted  2  wounds,  however 
failed  to  number  them  or  indicate  which  wounds 
had  resolved.  On  10/22/07  the  SN  documented  3 
wounds  and  depicted  wound  #3  as  anterior  right 
calf,  however  wound  #3  was  described  as  the  left 
ankle  on  09/07/07. 

-  The  computer  indicated  nursing  progress  notes 
dated:  09/18/07,  09/28/07,  10/01/07,  10/04/07 
had  not  been  entered  until  10/15/07. 
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50%  of  all  visits  made  by  that  nurse 
in  a  week.  If  a  nurse's  compliance 
rate  drops  below  90%,  the  audit 
frequency  will  return  to  100%.  The 
support  staff  will  document  the  chart 
audits  on  a  tool  to  be  developed  by 
1/15/08. 

The  DPS  or  Designee  will  trend  the 
results  of  these  audits  by  individual 
and  by  group  on  a  monthly  basis  or 
sooner  based  on  results  of  data 
(weekly  at  present). 

The  DPS  and  or  Designee  will  meet 
with  the  A  A  on  a  monthly  basis  (1st 
Tuesday  of  each  month)  or  more 
frequently  if  compliance  rates  are 
below  90%  (weekly  at  present)  to 
discuss  and  analyze  the  results  of  the 
audits.  Areas  identified  to  be  in  need 
of  improvement  will  be  identified  and 
corrective  action  plans  will  be 
developed,  implemented  and 
monitored.  Corrective  actions 
planned  may  be  by  group  or  by 
individual. 

The  DPS  or  Designee  will  provide  the 
agency  Human  Resources  Designee 
with  a  copy  of  individual  audit 
trending  results  for  filing  in  that 
individuals  personnel  file  for  use  in 
staff  development  and  performance 
evaluations. 

The  DPS  or  Designee  will  provide  the 
PAC  and  Governing  Authority  with 
the  trended  case  management  audit 
results  and  individual  audit  findings 
quarterly  or  sooner  based  on  results 
for  review  and  action. 
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Additionally,  the  SN  documented  weekly  edema 
measurements  on  the  wound  flow  sheet,  and 
failed  to  specify  the  measurements  were  for 
edema. 

This  record  was  reviewed  with  the  AA  and  DON 
on  1 1/13/07,  no  additional  information  was 
provided. 

2.  Patient  #  4  was  admitted  to  the  agency  on 
09/26/07.  On  10/16/07  the  surveyor  reviewed  the 
record  and  asked  the  AA  if  there  were  any 
nursing  progress  notes  missing.  The  AA  stated  all 
notes  were  in  the  record. 

On  10/17/07  the  SN  submitted  to  the  surveyor 
progress  notes  dated  09/27/07,  09/28/07, 
10/01/07,  10/03/07,  10/05/07,  10/06/07.  The 
computer  indicated  these  notes  had  not  been 
been  entered  until  10/16/07. 

This  record  was  reviewed  with  the  AA  and  AC  on 
10/18/07,  no  additional  information  was  provided. 

3.  Patient  #10  was  admitted  to  the  agency  on 
09/19/07.  Although  the  patient  was  discharged 
from  nursing  services  on  10/05/07,  the  SN  failed 
to  notify  the  physician  or  submit  a  patient 
summary  until  10  days  later  on  10/15/07. 

This  record  was  reviewed  with  the  AA  and  DON 
on  11/13/07,  no  additional  information  was 
provided. 


plan  of  care,  evidence  of  effective 
case  coordination  and  communication 
among  all  interdisciplinary  team 
members  including  the  physician, 
reliable  data  resulting  from  ongoing 
assessment  of  each  patient's  response 
to  treatment,  modification  of  the  care 
plan  based  on  response  to  treatment, 
and  assessment  of  the  patient's 
progress  in  attaining  the  goals,  the 
DPS  and  or  Designee  will  implement 
quality  improvement  activities  such 
as  concurrent  and  retrospective  record 
audits  of  sufficient  scope  to  ensure 
that  areas  in  need  of  improvement  are 
identified.  (See  G109,  G143  GI58, 
G159,  G164,  GI71,  G172,  G174, 
G229,  G236,  G250). 
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-  Following  the  surveyors  review  of  the  record  on 

10/23/07,  the  SN  submitted  hand  written  nursing 

progress  notes  dated  10/23/07  as  late  entries  for 

visits  made  on  09/08/07,  09/09/07,  09/18/07, 

09/24/07. 

G236 

Clinical  records  will  contain  an 
accurate  assessment  of  the  patient's 
needs,  a  clear  and  comprehensive 
identification  of  patient  problems,  a 
consistent,  accurate  and  organized 
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4.  Patient  #2  was  admitted  to  the  agency  on 
06/06/07.  The  patient's  hospital  record  indicates 
on  10/15/07  the  patient  was  admitted  for  a  urinary 
tract  infection,  however  the  06/15/07  transfer 
OASIS  indicated  the  patient  was  seen  in  the 
emergency  room  for  dehydration,  malnutrition, 
constipation,  impaction.  The  OASIS  failed  to 
specify  why  the  patient  required  emergent  care, 
and  failed  to  indicate  the  patient  had  been 
admitted  to  the  hospital. 

This  record  was  reviewed  with  the  AA  and  AC  on 
10/18/07,  no  additional  information  was  provided. 

5.  Patient  #16  was  admitted  to  the  agency  on 
03/07/07.  On  08/17/07  the  SN  documented  a 
phone  call  to  the  physician  indicating  a  SN  visit 
was  made  the  prior  day.  The  patient  record  failed 
to  contain  documentation  of  a  SN  visit  on 
08/16/07. 

Additionally,  on  08/31/07  a  transfer  OASIS  was 
completed  which  indicated  the  patient  was 
admitted  to  the  hospital,  however,  the  transfer 
OASIS  failed  to  specify  the  reason  for 
hospitalization. 
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6.  Patient  #  14  was  admitted  to  the  agency  on 
08/28/07.  Following  the  surveyors  review  of  the 
record  the  SN  submitted  nursing  progress  notes 
dated  09/07/07  and  10/04/07.  The  computer 
indicated  the  notes  had  been  entered  on 
10/31/07. 


7.  Patient  #3  was  admitted  to  the  agency  on 
05/04/06.  On  10/16/07,  following  the  surveyor's 
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review  of  the  record,  the  SN  submitted  progress 
notes  dated  09/06/07,  and  09/26/07.  The 
computer  indicated  the  notes  had  not  been 
entered  until  10/16/07. 

This  record  was  reviewed  with  the  AA  and  Ac  on 
10/18/07,  no  additional  information  was  provided. 

8.  Patient  #16,  was  admitted  to  the  agency  on 
03/07/07.  On  1 1/27/07  the  SN  submitted  progress 
notes  dated  08/16/07  and  08/22/07.  The 
computer  indicated  the  notes  had  not  been 
entered  until  11/27/07. 
G  242  484.52  EVALUATION  OF  THE  AGENCY'S 
PROGRAM 


This  CONDITION  is  not  met  as  evidenced  by: 
The  agency  failed  to  implement  a  program  which 
identifies  and  resolves  problems  associated  with 
quality  patient  care.  The  03/27/07  Annual 
Program  Evaluation  for  2006  services  is  not  of 
sufficient  scope  to  identify  problem  areas  in 
patient  care  and  develop  mechanisms  for 
resolutions.  Specifically,  the  Annual  Program 
Evaluation  failed  to  ensure  and  evaluate  the 
following: 

o  The  protection  and  promotion  of  patient  riqhts 
SeeG109 

o  The  adequacy  of  nursing  supervision,  and 
supervision  of  paraprofessional  staff.  See  G140 
G229 

o  The  effectiveness  of  case  management 
activities.  See  G143 
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G242  EVALUATION  of  the 
AGENCY'S  PROGRAM 

The  AA,  DPS,  and  or  Designee 
implement  an  intensified  quality 
improvement  program  that  is 
sufficient  in  scope  to  identify 
problem  areas  in  patient  care  and 
develop  mechanisms  for  resolution. 
This  information  will  be  used  in  the 
agency's  ANNUAL  EVALUATION. 
The  evaluation  will  include,  but  not 
be  limited  to  the  following: 

1)  Overall  policy  and  administrative 
review  to  determine  the  extent  to 
which  they  promote  patient  care  that 
is  appropriate,  adequate,  effective, 
and  efficient 

2)  Analysis  of  results  of  quality 
assurance  audits,  concurrent  and 
retrospective,  of  sufficient  scope  to 
ensure  that  supervisory  functions  are 
being  performed;  agency  policies  and 
procedures  are  implemented 
consistently;  care  is  of  sufficient 
quality;  patient  rights  are  being 
protected  and  promoted;  case 
coordination  is  being  performed; 
plans  of  care  are  complete  and  being  j 
implemented;  changes  in  patient  ! 
condition  are  being  reported  to  the  ! 
physician;  nursing  assessments  are  j 
complete  and  accurate;  nurses  are  | 
qualified  and  knowledgeable;  clinical  ! 
records  are  complete,  accurate.  (See 
G109,G143G158,G159,G164, 
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o  The  accuracy  and  completeness  of  patient 
assessments,  and  that  nurses  are  qualified  and 
knowledgeable.  See  G  171,  G  172,  G  174 

o  The  accuracy.com pleteness,  and 
implementation  of  plans  of  care.  See  G  158  G 
159 

o  That  complete,  accurate,  and  current 
documentation  in  patient  records,  is  readily 
available.  G  236 

o  The  extent  to  which  the  agency's  program  is 
appropriate,  adequate,  effective  and  efficient.  See 
G245 

o  That  the  policies  and  administrative  practices 
of  the  agency  are  reviewed  to  determine  the 
extent  to  which  they  promote  patient  care  that  is 
appropriate,  adequate,  effective  and  efficient.  G 
248 

o  The  quality  and  appropriateness  of  patient 
care.  See  G250 

The  cumulative  effect  of  these  systemic  problems 
related  to  the  agency's  annual  evaluation, 
resulted  in  the  home  care  agency's  inability  to 
ensure  the  provision  of  quality  care  and  a  - 
negative  outcome  for  patients  #  1 ,  2,  6,  8,  1 1 ,  1 3. 
G  245  484.52  EVALUATION  OF  THE  AGENCY'S 
PROGRAM 


The  evaluation  assesses  the  extent  to  which  the 
agency's  program  is  appropriate,  adequate, 
effective  and 
efficient. 


(X2)  MULTIPLE  CONSTRUCTION 
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G171,  G172,  G174,  G229,  G236, 
G250), 

The  AA,  DPS  or  Designee  will 
participate  in  all  agency  quality 
improvement  activities,  facilitate  the 
identification  of  problems  and 
development  of  plans  of 
correction/monitoring/reporting  for 
all  identified  problems,  trend 
deficiencies,  review  all  meeting 
minutes  for  accuracy  and  clarity,  be 
prepared  to  report  on  all  corrective 
actions  taken  at  the  next  meeting,  and 
maintain  a  copy  of  all  minutes  of  the 
meetings  in  a  location  that  ensures 
ready  availability  and  accessibility. 

The  AA,  DPS,  and  or  Designee  will 
report/share  the  findings  of  all  quality 
improvement  committees  including 
PAC  at  least  quarterly  if  not  more 
frequently  and  with  the  Governing 
Authority  monthly  or  more  frequently 
(see  G 1 33,  G 140,  G 143,  G243,  G250, 
and  G330). 

G245  EVALUATION  of  the 
AGENCY  PROGRAM 

The  AA,  DPS,  PAC,  and  Governing 
Authority  will  coordinate  an  agency 
annual  evaluation  to  accurately 
determine  the  extent  to  which  the  " 
program  is  appropriate,  adequate, 
effective  and  efficient  by  3/08  (see 
G236,  G242),  G250). 
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This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of:  the  agency's  03/23/07 
Annual  Program  Evaluation  for  2006  Services 
Professional  Advisory  Committee  (PAC)  meeting 
minutes  for  2007,  and  Quality  Assurance/Quality 
Improvement  (QA/QI)  reviews  of  patient  records 
evidence  is  lacking  the  Annual  Program 
Evaluation  is  of  sufficient  scope  to  determine  the 
extent  that  the  agency's  services  are  appropriate 
adequate,  effective  and  efficient. 

Evidence  is  lacking  the  Program  Evaluation 
identified,  or  developed  a  plan  to  resolve  serious 
agency  problems  as  identified  in  this  report. 
Although  the  annual  report  indicated  the  overall 
compliance  rate  for  start  of  care  and 
comprehensive  audits  was  91%,  the  agency 
failed  to  develop  a  successful  plan  to: 

-  correct  the  problems  identified  in  the  01/24/07 
Department  of  Health  survey,  specifically- 
developing  the  plan  of  care  G  159,  and  initial 
nursing  assessments  G 171 

-  intensify  their  QA  activities  to  identify  and  correct 
the  additional  problems  outlined  in  this  report  to 
include:  patient  rights  G  108,  G109;  coordination 
of  care  G143;  supervision  of  professional  staff  G 
140;  supervision  of  aide  staff  G  229;  submission 
of  accurate  and  timely  reports  G236;  nursing 
reassessments  G172;  skills  and  knowledge  of  the 
professional  staff  G  1 74. 

Failure  of  the  agency's  annual  evaluation  to 
accurately  determine  the  extent  that  the  program 
is  appropriate,  adequate,  effective  and  efficient 
has  resulted  in  negative  outcomes  for  patients  # 
1,  2,  6,  8,  11,  13,  and  has  the  potential  for  agency 
wide  unmet  patient  needs  and  negative  patient 
outcomes.  See  G  250 
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G250  484.52(b)  CLINICAL  RECORD  REVIEW 

At  least  quarterly,  appropriate  health 
professionals,  representing  at  least  the  scope  of 
the  program,  review  a  sample  of  both  active  and 
closed  clinical  records  to  determine  whether 
established  policies  are  followed  in  furnishing 
services  directly  or  under  arrangement. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  the  quality  assurance 
program,  Professional  Advisory  Committee  (PAC) 
meeting  minutes,  Governing  Body  meeting 
minutes  and  interviews  with  the  Agency 
Administrator  (AA),  Director  of  Nursing  (DON) 
and  Agency  Consultant  (AC),  evidence  is  jacking 
the  agency's  Quality  Assurance/  Quality 
Improvement  (QA/QI)  program  identified  and 
corrected  recurring  systemic  agency  problems 
Specifically: 

1 .  The  agency  '  s  patient  record  reviews 
conducted  by  the  Agency  Consultant  were  narrow 
in  scope,  and  identified  problems  only  with" 
developing  plan  of  care;  following  plan  of  care; 
initial  nursing  assessments;  reporting  changes  in 
patient  condition  to  the  physician.  The  QA/QI 
program  failed  to  intensify  their  QA  activities  to 
ensure  the  following  additional  problems  were 
identified  and  corrected  as  outlined  in  this  report- 
patient  rights  G  108,  G109;  coordination  of  care 
G143;  nursing  reassessments  G172;  supervision 
of  professional  staff  G  140;  supervision  of  aide 
staff  G  229;  submission  of  accurate  and  timely 
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G  250  CLINICAL  RECORD 
REVIEW 

The  AA,  DPS,  and  or  Designee  will 
revise  and  intensify  the  agency's 
quality  improvement  program 
policies  and  procedures  by  01/08/08. 
The  comprehensive  audit  tool  will  be 
revised  and  will  be  of  sufficient  scope 
to  identify  areas  in  need  of 
improvement  and  effectiveness  of  the 
plan  of  correction  to  address 
deficiencies  identified.  The  patient 
complaint  procedure  will  be  revised 
to  include  a  written  response  to  the 
complainant  regarding  the  outcome  of 
the  investigation  routinely.  The 
Patient  Satisfaction  Survey  will  be 

revised  to  incorporate  questions 
regarding  patient  rights.  The  DPS  and 
or  AA  will  present  the  revised 
policies  and  procedures  to  the 
Professional  Advisory  Committee 
(PAC)  by  01/09/08  for  review  and 
approval  and  to  the  Governing 
Authority  for  review  and  approval  by 
01/10/08. 

The  AA5  DPS,  and  or  Designee  will 
on  a  quarterly  basis  in  accordance 
with  agency  policies  and  procedures 
select  a  sample  of  records  for  review 
by  appropriate  health  professionals. 
The  sample  will  include  both  active 
and  closed  patient  records 
representing  the  scope  of  services. 
The  4th  quarter  review  for  2007  will 
be  completed  by  2/01/08. 
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reports  G236;  skills  and  knowledge  of  the 
professional  staff  G  174. 

2.  The  PAC  failed  to  correctly  interpret  the  trends 
that  were  being  identified  in  the  patient  records  by 
the  Agency  Consultant.  Specifically,  the  record 
reviews  indicated  no  upward  trends  for 
compliance,  and  in  some  cases  downward  trends 
for  January  2007  -  September  2007.  Evidence  is 
lacking  the  PAC  correctly  interpreted  and 
reported  these  trends  to  the  Governing  Body,  or 
developed  strategies  for  improvement. 
Specifically,  the  Agency  Consultant  reported; 

-  January  -  March  2007  quarterly  patient  record 
review: 

insufficient  plan  of  care  in  5  of  1 1  records;  failure 
to  follow  the  plan  of  care  in  3  of  1 0  records  ; 
inadequate  initial  nursing  assessments  in  7 'of  10 
records;  failure  to  report  changes  in  patient 
condition  in  2  of  1 1  records. 


-  April  -  June  2007  quarterly  patient  record  review- 
insufficient  plan  of  care  (medications)  in  4  of  8 
records;  failure  to  follow  the  plan  of  care  in  3  of  8 
records;  inadequate  initial  nursing  assessments 
in  3  of  8  records  ;  inadequate  care  coordination  in 
1  of  8  records. 


-  April  2007  comprehensive  patient  record 
reviews: 

insufficient  plan  of  care  in  6  of  12  records- 
inaccurate  medication  plan  in  7  of  12  records- 
failure  to  follow  the  plan  of  care  in  6  of  12  records- 
inadequate  initial  nursing  assessments  in  9  of  12  ' 
records 

-  August  2007  comprehensive  patient  record- 
insufficient  plan  of  care  in  6  of  6  records;  failure  to 
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The  AA,  DPS,  and  or  Designee  will 
trend  the  results  of  the  quarterly 
clinical  record  reviews  as  well  as  the 
results  of  all  other  quality 
improvement  activities  and  accurately 
interpret  the  data  for  the  PAC  and 
Governing  Authority  for  review  and 
action  by  1/15/08. 

The  DPS  and  or  Designee  will 
implement  a  plan  for  accurate 
medication  reconciliation  by  1/15/08 
(see  G 159) 

The  AA,  DPS,  or  Designee  will 
implement  a  plan  to  assess  nurse 
compliance  with  the  agency's  policy 
requiring  nurse  documentation  of 
visit  findings  within  24  hours  of 
completion  of  visit  by  1/15/08.  (see 
G236) 

The  AA  will  evaluate  nurse  retention 
problems  related  to  issues  of  salary 
and  benefits  and  develop  a  proposal  ! 
for  retention  for  presentation  to  the 
Governing  Authority  by  3/01/08.  (see 
G  133). 
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follow  the  plan  of  care  in  2  of  6  records; 
inadequate  initial  nursing  assessments  in  3  of  6 
records. 


-  September  2007  comprehensive  patient  record 
reviews: 

insufficient  plan  of  care  in  8  of  1 2  records; 
inaccurate  medication  plan  in  10  of  12  records; 
failure  to  follow  the  plan  of  care  4  of  12  records; 
inadequate  initial  nursing  assessments  in  7  of  12 
records. 

Despite  lack  of  any  improvement  in  the  above 
trends,  the  07/20/07  PAC  notes  documented 
areas  need  improvement  including  aide  care 
plans,  nursing  assessments,  plans  of  care, 
medication  discrepancies.  However  the  PAC  also 
documented  the  QA  consultant  is  continuing  to 
see  improvement  in  chart  reviews,  and  failed  to 
develop  a  plan  for  improvement. 

On  10/05/07  the  09/10/07  PAC  minutes  were 
reported  to  the  governing  authority.  The  PAC 
reported  the  same  deficiencies  appear  on  all 
reports,  and  other  than  the  deficiencies  noted, 
compliance  in  other  areas  is  very  high.  Evidence 
is  lacking  the  PAC  or  Governing  Body  developed 
an  aggressive  plan  to  resolve  the  significant 
deficiencies  continuing  to  appear  on  all  reports. 
This  resulted  in  the  agency  failing  to  provide  safe 
and  appropriate  patient  care,  and  failing  to  correct 
the  deficiencies  cited  on  the  01/24/07 
recertification  survey,  specifically,  plan  of  care 
G159  and  nursing  assessments  G  171,  G  172. 

3.  The  agency  identified  the  following  additional 
problems,  however,  failed  to  implement  an 
effective  plan  to  resolve  the  problems: 
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-On  06/04/07  and  09/10/07  the  PAC  identified 
inaccurate  hospital  discharge  information  as  a 
possible  cause  for  the  agency's  inaccurate 
medication  plans,  however,  evidence  is  lacking 
the  PAC  identified,  and  reported  to  the  Governing 
Body  that  the  AA  and  Supervising  Nurse  had 
been  failing  to  identify  plan  of  care  medication 
discrepancies  during  the  start  of  care  reviews. 

-  On  07/20/07  the  Governing  Body  meeting 
minutes  indicated  nurses  were  being  encouraged 
to  complete  documentation  on  "day  of  visit  while 
still  fresh  in  their  minds"  and  that  the  board 
supported  time  frames,  and  the  use  of 
computers.  Evidence  is  lacking  the  Governing 
Body:  developed  a  plan  to  include  timely 
submission  of  nursing  notes  into  the  patient 
record  reviews;  ever  reevaluated  the  problem; 
identified  late  submission  of  nursing  notes  as  a 
significant  continuing  problem  as  outlined  in  this 
report.  SEE  G  236 

-  On  7/20/07  the  Governing  Body  minutes 
indicated  staff  retention  was  discussed  regarding 
caseload.  On  1 1/09/07  the  surveyor  interviewed 
the  AA,  who  stated  salary  and  benefits  were 
causing  a  high  turnover  in  the  nursing  staff,  and 
that  a  competing  agency  had  higher  salaries  and 
better  benefits  as  well  as  lower  caseloads.  The 
surveyor  questioned  if  the  AA  had  brought  this  to 
the  attention  of  the  governing  body.  The  AA 
initially  stated  she  had,  however,  then  stated  it 
would  not  matter  if  she  had  because  if  the  agency 
increased  their  salaries,  the  competing  agency 
would  do  the  same.  Evidence  is  lacking  however, 
the  issue  of  salary  and  benefits  was  ever 
discussed  with  the  Governing  Body. 

Failure  of  the  agency's  Quality  Assurance/  Quality 
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Improvement  (GA/GI)  program  to  identify  and 
correct  recurring  systemic  agency  problems  has 
resulted  in  negative  patient  outcomes  for  patients 
#  1 ,  2,  6,  8,  1 1,  13,  and  has  the  potential  for 
agency  wide  unmet  patient  needs,  and  negative 
patient  outcomes. 
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G  000  INITIAL  COMMENTS 

The  following  statement  of  deficiencies  is  the 
result  of  a  recertrfication  survey  and  an  onsite 
investigation  of  4  complaints:  NY00066934, 
NY00066961 ,1^00066182,  NY00069327. 

A  post  certification  survey  of  the  agency  was 
commenced  on  1/13/09.  The  post.cer tification 
survey  was  initiated,  as  a  follow  up  to  the. 
recertrfication  survey  completed  on  August  13, 
200.8,  event  SG7Q 11.  ■ 


On  January  21, 2009,  it  was  determined  that 
nonet  of  the  citations  identified  on  the  August  13, 
2008  survey  had  been  corrected,  and  additional 
deficiencies  were  identified..  The  survey  was 
converted  to  an  extended  survey,  which  consisted 
of  "a  review  of  a  total  of  41  patient  records, 
including  25  observational  home  visits.  Clinical 
record  reviews'  and  observational  home  visits 
were  conducted  at  the  parent  office  as  well  as  the 
two  branch  offices,  located  in  Oswego  and 
Auburn,  New  York. 


Deficient  practices  were  identified  at  condition ' 
level  non-compliance  in  the  following  5  Conditions 
of  Participation:  Organization,  Services  and 
Administration;  Group  of  Professional  Person nel; 
Acceptance  of  Patients,  Plan,  of  Care,  and  . 
Medical  Supervision;  Skilled  Nursing  Services; 
and  Evaluation  of  .the  Agency's  Program. 
Negative  outcomes  were  identified  for  a  totar  of 
seven  patients:  #1 , 2,  6, 26,  27 ;  30,  37,  and  the 
potential  for  negative  outcomes  for  the  agency's 
entire  patient  population. 

interviews  were  conducted  with  the  Administrator 
(hired  10/30/08  and  reassigned  on  02/04/09},  . 
acting  Administrator,  Director  of  Clinical . 
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G000  INITIAL  COMMENTS. 

The  following  statement  of  deficiencies  is  the 
result  of  a  recertification  survey  and  an  onsite 
investigation  of  4  complaints:  NY00066934, 
NY00066961,  NY00066182,  NY00069327. 

A  post  certification  survey  of  the  agency  was 
commenced  on  1/13/09.  The  post.certification 
survey  was  initiated  as  a  follow  up  to  the 
recertification  survey  completed  on  August  13, 
200.8,  event  SG7Q11.  : 


On  January  21 ,  2009,  it  was  determined  that 
none  of  the  citations  identified  on  the  August  13, 
2008  survey  had  been  corrected,  and  additional 
deficiencies  were  identified..  The  survey  was 
converted  to  an  extended  survey,  which  consisted 
of  a  review  of  a  total  of  41  patient  records, 
including  25  observational  home  visits.  Clinical 
record  reviews  and  observational  home  visits 
were  conducted  at  the  parent  office  as  well  as  the 
two  branch  offices,  located  in  Oswego  and 
Auburn,  New  York. 


Deficient  practices  were  identified  at  condition 
level  non-compliance  in  the  following  5  Conditions 
of  Participation:  Organization,  Services  and 
Administration;  Group  of  Professional  Personnel; 
Acceptance  of  Patients,  Plan  of  Care;  and 
Medical  Supervision;  Skilled  Nursing  Services; 
and  Evaluation  of  the  Agency's  Program. 
Negative  outcomes  were  identified  for  a  total  of 
seven  patients:  #1,  2,  6,  26,  27,  30,  37,  and  the 
potential  for  negative  outcomes  for  the  agency's 
entire  patient  population. 

Interviews  were  conducted  with  the  Administrator 
(hired  10/30/08  and  reassigned  on  02/04/09),  , 
acting  Administrator,  Director  of  Clinical . 
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■  deficiency  statement  ending  with  an  asterisk  (*)  denotes  a  deficiency  which  the  institution  may  be  excused  from  correcting  providing  it  is  determined  that 
sr  safeguards  provide  sufficient  protection  to  the  patients.  (See  instructions.)  Except  for  nursing  homes,  the  findings  stated  above  are  disclosabfe  90  days 
twing  the  date  of  survey  whether  or  not  a  plan  of  correction  is  provided.  For  nursing  homes,  the  above  findings  and  plans  of  correction  are  disclosable  14 
s  following  the  date  these  documents  are. made  availabie.to  the  facility..  If  deficiencies  are  cited,  . an  approved  plan  of.correction  is  requisite  to  continued 
} ram  participation.  ■        ..   .   .,.„.:  •.  
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Management,  acting  Director  of  Clinical 
Management  Director  of  Performance 
Improvement  Supervising  Nurses  and  staff 
members  throughout  the  survey. 


The  following  agency  records  were  requested  and 
reviewed  during  the  extended  survey: 
administrative  and  clinical  policies  and 
procedures,  Professional  Advisory  Committee 
meeting  minutes  for  2007  and  2008,  Governing 
Body  meeting  minutes  for  2008,  the  agency's 
Annual  Program  Evaluation  for  2007,  Quality 
Improvement  Program,  the  agency's  Adverse 
Event  Outcome  Report  for  the  period  8/08  to 
10/08,  Emergency  Preparedness  Plan,  on-call 
log,  and  complaint  log  for  the  parent  and  each 
branch  office. 

Additionally,  33  personnel  records  were  reviewed 
for  professional  and  para-professional  staff. 

Throughout  the  survey,  each  clinical  record 
chosen  as  part 'of  the  sample  was  reviewed  with 
the  acting  Administrator,  acting  Director  of  Clinical 
Management  and  Supervising  Nurses. 
484.12(a)  COMPLIANCE  WITH  FED,  STATE, 
LOCAL  LAWS 

The  HHA  and  its  staff  must  operate  and  furnish 
services  in  compliance  with  all  applicable  Federal, 
State,  and  local  laws  and  regulations.  If  State  or 
applicable  local  law  provides  for  the  licensure  of 
HHAs,  an  agency  hot  subject  to  licensure  is 
approved  by  the  licensing  authority  as  meeting 
the  standards  established  for  licensure.  ■  • 


G000 


G118 


This  STANDARD  is  not  met  as  evidenced  by: 
Evidence  is  lacking  that  trie  agency  is  in 


G118  484.12(a)  Compliance-with  Federal, 
State  and  Local  laws  and  Regulations 

The  two  registered  nurses  N  and  Z  have 
obtained  a  written  document/clearance  from 
their  physician  stating  that  they  are  not 
actively  infected  with  TB.  Date:  N  has  the  ; 
documentation  4/21/09  and  Z  4/01/09.  This 
-^L  documentation  has  been  placed  in  their 
personnel  files.  In  addition  a  position  was 
<^    added  to  the  branches  to  perform  all 


personnel  activities  and  ensure  compliance. 
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Continued  From  page  2  . 

compliance  with  all  applicable  Federal,  State,  and 
local  laws  and  regulations.  Specifically,  the 
agency  failed  to  ensure  that  Title  1 0  of  NYCRR 
Part  763.13  (4)  are  implemented  as  follows: 

Based  on  review  of  2  of  2  registered  nurses  with 
a  history  of  testing  positive  during  a  ppd  skin  test 
for  tuberculosis,  and. interviews  with  the  acting 
Administrator,  evidence  is  lacking  that  appropriate 
clinical  follow-up  was  complete.  Employees  N,  Z 

Failure  to  conduct  appropriate  clinical  follow-up  to 
positive  tuberculosis  findings  has  the  potential  for 
exposure  of  patients  and  employees  to 
tuberculosis.  . 

Specifically: 

Employee  N  had  a  history  of  a  positive  PPD  in 
1 978.  Evidence  of  a  chest  x-ray  on  1 1/6/06 
showed  negative  results.  Another  chest  x-ray 
was  completed  4/21/08,  stating  "negative  PA 
chest."  Evidence  was  lacking  that  the  employee's 
primary  physician  reviewed  the  x-ray  results  and 
either  made  recommendations  for  follow-up,  if 
necessary,  or  cleared  the  employee  to  work. 

Employee  Z  had  a  chest  x-ray  completed  on  . 
4/1/08  due  to  history  of  a  cough,  with  stated 
results  of  "no  acute  disease  of  the  chest." 
Evidence  was  lacking  that  the  employee's  primary 
physician  reviewed  the  x-ray  results  and  either 
made  recommendations  for  follow-up,  if 
necessary,  or  cleared  the  employee  to  work. 

This  was'  reviewed  with  the  acting  Administrator 
on  02/09/09.  No  further  evidence  was  provided. 
484.14  ORGANIZATION,  SERVICES  & 
ADMINISTRATION 


G  118 


G  122 


10  Personnel  Files  will  be  audited  by  the  RC 
2  (records  coordinator)  each  quarter  to 
ensure  required  documentation  is  present  in 
the  files.  A  summary  of  this  audit  will  be 
provided  to  administrator  and  this  audit  will 
be  incorporated  in  the  PAC  meetings. 
This  will  begin  May  1 1, 2009. 

In  addition  the  RC2  will  run  employee 
compliance  report  that  has  all  employees 
listed  and  attend  the  morning  meetings 
biweekly  to  inform  the  MCP  staff  of: 
Status  of  CPR/TB  renewals 
License  renewals 
Performance  evaluations 
Supervised  visits  required.  This  will 
monitored  by  the  employee  compliance 
report  and  those  areas  not  completed  by  the 
due  date,  the  RC2  will  complete  a  report  for 
the  Administrator,  monthly  as  the  process 
will  be  proactively  identifying  compliance 
requirements  a  month  previous  to  the 
expiration.  The  Administrator/DPS  will  follow- 
up  with  the  MCP. 

The  administrator  is  responsible  for 
compliance  with  this  standard.  Lack  of 
compliance  will  lead  to  disciplinary  activities. 
Disciplinary  actions  will  be  documented  and 
placed  in  their  personnel  files. 
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This  CONDITION  is  not  met  as  evidenced  by: 
o  Failure  to  identify  patients  who  have  the 
potential  to  develop  negative  outcomes  and 
failure  to  implement  systems  and  interventions 
designated  to  the  prevention  of  those  negative 
outcomes.  G1 40, 143, 168 

o  Failure  of  the  governing  body  to  assume 
responsibility  for  the  overall  management  of  the 
agency.  G128 

o  Failure  of  the  governing  body  to  ensure  that  < 
individuals  appointed  to  the  position  of 
Administrator  receive  adequate  orientation  and 
training  and  that  clear  and  consistent  lines  of 
authority  within  the  agency,  from  the  administrator 
down  to  the  delivery  of  patient  care  are 
established.  G  128,  G 133 

o  Failure  to  ensure  that  ail  staff  hired  at  various 
levels  within  the  agency  are  qualified  for  the 
assigned  positions  and  that  they  receive  sufficient 
orientation,  training,  and  supervision  to  perform 
their  job  responsibilities  G128,  G140 

o  Failure' of  the  governing  body  to  ensure  that  the 
individual  appointed  to  the  position  responsible  for 
supervision  of  nursing  and  therapy  staff  (Director 
of  Clinical  Management)  possesses  the 
necessary  qualifications  for  the  position  and  that 
the  employee  received  adequate  orientation, 
training  and  supervision  G1 38 

o  Failure  to  ensure  administrative  and 
supervisory  functions  are  performed  effectively 
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G122  484.14  Organization,  Services  and 
Administration  Condition 

Failure  to  identify  patients  who  have  the 
potential  to  develop  negative  outcomes  and 
failure  to  implement  systems  and 

interventions  designated  to  the  prevention  of 
those  negative  outcomes.  G140, 143. 168 

With  respect  to  G 1 40  supervision  of  a 
professional  nurse,  G143  coordination  of 
care  to  meet  the  objectives  of  the  plan  of 
treatment  and  G168  skilled  nursing  services 
following  systemic  issues  have  been 
addressed  and  corrected  to  improve 
accountability  of  the  MCP  staff  and  clinical 
staff: 

1 .  )       The  implementation  of  area  teams 
in  each  branch  so  that  it  is  clear  to  the  MCP 
and  to  their  staff  who  is  the  MCP  they  report 
to  and  to  the  MCP  who  they  supervise 

2.  )       To  improve  supervision  a  team  was 
added  to  the  Liverpool,  Oswego  and  Auburn 
branch,  so  that  each  MCP  has  a  smaller 
group  of  clinicians  to  supervise/manage  and 
a  smaller  patient  census  per  team. 

3.  )       Reduced  case  manager  caseloads 
to  promote  quality  in  patient  care  and 
documentation.  This  was  done  by  hiring 
additional  RN  staff.  The  RN  staff  will  be 
case  managing  between  25-30  patients. 

'  4.)       1 00%  review  by  the  MCP  of  all 
SOC  assessments  and  the  POT. 
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and  that  agency  policies  and  procedures  are 

appropriate  and  implemented  consistently 

G133.140 

o  Failure  to  develop  and  implement  a  system 
which  ensures  that  changes  in  patient  condition 
are  promptly  identified  and  reported  to  the 
physician,  and  that  priority  needs  are  addressed, 
both  of  which  are  necessary  to  the  prevention  of 
negative  patient  outcomes. 

o  Failure  to  ensure  effective  communication  and 
coordination  between  all  disciplines  including 
supervisory  staff  as  outlined  in  agency  policy. 
G143,144  . 

o  Failure  to  ensure  internal  quality 
assurance/improvement  audits  are  of  sufficient 
scope  to  identify  quality  of  care  issues,  that 
results  are  trended,  and  that  adequate  plans  are 
being  developed  and  revised  for  the  resolution  of 
identified  problems.  G250 

The  cumulative  effect  of  these  systemic  problems 
resulted  in  the  home  care  agency's  failure  to 
ensure  the  provision  of  quality  health  care. 
Additionally,  this  failure  to  provide  oversight  . 
resulted  in  negative  outcomes  for  seven  patients: 
#1,  2,  6,  26,  27,  30,  37  and  potential  negative 
outcomes  for  the  agency's  entire  patient 
population. . 

On  December  26,  2006  a  recertification  survey 
was  completed  and  determined  4  Conditions 
were  not  in  compliance.  Although  all  4  conditions 
were  back  in  compliance  during  re-visits 
completed  on  03/19/07  and  08/13/08,  the  agency 
failed  to  maintain  compliance  in  the  following 
areas:  supervision  of  professional  and 


G  122 


5.  )       SOC  case  conference  within  the 
first  week  of  care  to  review^ie  POC  is 
appropriate  to  meet  the  patient's  needs 

6.  )       The  case  conference  process  is  as 
follows:  It  will  be  held  weekly,  patients  will 
be  selected  by  that  have  just  been  open  to 
services  (SOC);  resumption  of  care, 
recertification  and/or  discharge;  if  the 
patients  condition  is  unstable,  fragile  or 
requires  frequent  changes  in  the  POC  or 
multidisciplinary.  Wound  care  conferences 
will  occur  per  policy. 

Case  conferences  will  consist  of  a  review  of 
patient  care  and  coordination  including  but 
not  limited  to  services  provided;  progress 
within  the  care  plan;  progress  towards  goals 
should  the  patient  be  discharged  or 
recertified.  The  medical  record  will  be 
utilized  to  facilitate  the  case  conference. 

1)       The  MCP  will  ensure  follow-up 
visits  are  assigned  as  needed  with  changes 
in  patient  condition  The  MCP  will  ensure  the 
RN/PT  assess  the  patient  and  that  the 
RN/PT,  LPN/PTA  practice  within  their  scope 
of  practice  (observe  and  report). 
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paraprofessionai  staff;  supervision  of  patient  care; 
coordination  of  care;  identification  of  changes  in 
patient  condition;  skilled  nursing  care;  and 
evaluation  of  the  agency's  program. 
484.14(b)  GOVERNING  BODY 

A  governing  body  (or  designated  persons  so 
functioning)  assumes  full  legal  authority  and 
responsibility  for  the  operation  of  the  agency. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  41  clinical  records,  25 
observational  home  visits,  Governing  Body 
meeting  minutes  dated  October  21,  2008, 
Professional  Advisory  Meeting  Minutes  dated 
September  23,  2008  and  December  2,  2008,  the 
Annual  Program  Evaluation  dated  June  3,  2008 
for  the  year  2007,  and  interviews  with  the  agency 
Administrator,  the  Director  of  Performance 
Improvement,  and  staff  at  all  levels  within  the 
agency,  evidence  is  lacking  in  39  clinical  records 
and  25  observational  home  visits  that  the 
Governing  Body  effectively  oversees  the 
operation  and  management  of  the  agency. 
Patients  #1-11,  14-41. 

Failure  of  the  Governing  Body  to  provide 
adequate  oversight  and  direction  of  the  agency 
resulted  in  negative  outcomes  for  seven  patients: 
#1,2,  6,  26,  27,  30,  37,  multiple  repeat  standard 
level  deficiencies  and  multiple  repeat  condition 
level  deficiencies  as  outlined  in  the  body  of  this 
report. 

Specifically,  evidence  is  lacking  that  the  following 
Governing  Body  responsibilities  are  being 
performed: 
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16Z 
963 


^8.)       Due  to  accountability/performance 
issues  the  scheduling  staff  has  been  - 
replaced,  (with  the  exception  of  two)  to  assist  S63 
in  the  coordination  of  patient  visits  within  the  tj63 

teams  and  case  managers.  TheRN  R7 
identifies  the  LPN  visits  and  provides  to  the 
scheduler  a  schedule  of  RN  and  LPN  visits 
at  the  SOC  for  that  episode  of  care.  PT 
identifies  their  visits  and  the  visits  the  PTA 
will  be  making.  The  LPN/PTA  will 
communicate  with  the  RN/PT  on  a  daily 
basis.  This  will  be  documented  on  the 
bottom  of  the  visit  note. 

.  9)       The  Governing  Body  will  monitor  ,    i  I 

the  implementation  of  the  Plan  of  Correction; c    #h  /  p  \ 
through  weekly  and  then  monthly  calls  with       1'  I 
the  AVP  of  Regulatory  Affairs,  the  RVP  and  ^  ^  ^ 
the  VP  of  Clinical  Operations.  The  status  of  g 
compliance  will  be  measured  through  chart  u£  -  - 
audit  results  shared  with  the  members  of  the  ^ 
Call  along  with  orientation  and  personnel  file 
audits.  The  monitoring  and  current  status  of 
case  manager  case  loads  will  also  be 
presented  for  input  and  recommendations. 


LZ 
LZ 
LZ 
LZ 
LZ 
LZ 


1 0.)      As  issues  are  identified  field 
supervision  will  occur  by  the  MCP/designee  g3 
with  the  clinicians.  These  include  but  are  not!g3 
limited  to:  with  lack  of  quality  documentation 
and  care  issues;  patients  who  have 
verbalized  a  compliant  with  services;  New  _ 
staff  within  60  -90  days  and  existing  staff  will  dZ 
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l|93 
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have  their  yearly  supervisory  visits  per 
policy. 
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paraprofessional  staff;  , supervision  of  patient  care; 
coordination  of  care;  identification  of  changes  in 
patient  condition;  skilled  nursing  care;  and 
evaluation,  of  the  agency's  program. 
484.14(b)  GOVERNING  BODY 

A  governing  body  (or  designated  persons  so 
functioning)  assumes  full  legal  authority  and 
responsibility  for  the  operation  of  the  agency. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  41  clinical  records,  25 
observational  home  visits,  Governing  Body 
meeting  minutes  dated  October  21,  2008, 
Professional  Advisory  Meeting  Minutes  dated 
September  23,  2008  and  December  2,  2008,  the 
Annual  Program  Evaluation  dated  June  3,  2008 
for  the  year  2007,  and  interviews  with  the  agency 
Administrator,  the  Director  of  Performance 
Improvement,  and  staff  at  all  levels  within  the 
agency,  evidence  is  lacking  in  39  clinical  records 
and  25  observational  home  visits  that  the 
Governing  Body  effectively  oversees  the 
operation  and  management  of  the  agency. 
Patients*  1-11,  14-41. 

Failure  of  the  Governing  Body  to  provide 
adequate  oversight  and  direction  of  the  agency 
resulted  in  negative  outcomes  for  seven  patients: 
#  1,  2„6,  26,  27,  30,  37,  multiple  repeat  standard 
level  deficiencies  and  multiple  repeat  condition 
level  deficiencies  as  outlined  in  the  body  of  this 
report. 

Specifically,  evidence  is  lacking  that  the  following 
Governing  Body  responsibilities  are  being 
performed: 
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11.)  The  AdministratQr/DPS  will  meet,  62 
with  the  MCP  staff  bi-weekly  and  hold  MCP  6Z 
conference  calls  weekly  in-  between.  These  qz 
meetings  will  address  care  and 
documentation  issues;  staffing  needs; 

these  meetings  in  addition  to  the  morning 
meetings.  These  meetings  will  be 
documented. 

12.)      Revamped  orientation  program  to 
ensure  that  new  clinicians  have  the  time  to 
adapt  to  homecare  before  given  a  full 
assignment.  They  will  gradually  increase 
their  case  load  based  on  their  ability  to 
complete  quality  documentation  and  care. 
Their  skills  are  verified  by  the  educator  and 
their  preceptor  in  the  field.  The  MCP  will 
meet  with  the  orientee  weekly  once  on  her 
team. 

Revised  PI  program  and  PAC  to  include  the, 
following  measures: 


Clinical  Record  Review  results 
New  orientation  chart  audits 
Personnel  file  audits 
Quarterly  policy  reviews 
RN  case  management  case  load 


Results  of  the  monthly  team  audits 
Adverse  events 


62 
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a.  ) 

b.  ) 
c) 

d.  ) 

e.  ) 

reports 
f-) 

g.  ) 

h.  )  Trends  of  complaints,  incidents  and  1 92 
infections  £92 

i.  )  Inclusion  of  the  AVP  of  Regulatory  ^92 
Affairs  as  a  member  of  the  PAC  committee.  *  92 

Governing  Body  weekly  calls  with  the  VP  of  1 92 
Clinical  Operations;  the  AVP  of  Regulatory  1 QZ 
Affairs;  the  RVP  of  operations  will  be  held  ^L 
with  the  Administrator  until  the  conditions  are  5^ge  ®  of 
lifted  and  then  become  monthly.  The  352 
members  of  the  calls  will  be  sent  Chart  audit  iqz 
results;  orientation  chart  audit  results  and  952 
case  manager  case  load  reports. 

The  Administrator  is  responsible  for  all  of  the 
above  outcomes. 
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Continued  From  page  6 
o  Exercising  its  ability  for  the  overall 
management  and  supervision  of  the  agency. 
Evidence  is  lacking  that  the  Governing  Body 
understood  it's  responsibility  to  provide  oversight 
and  direction  specific  to  the  agency.  Specifically, 
the  Governing  Body  minutes  dated  October  21, 
2008  for  a  meeting  at  the  corporate  level  lack  a 
specific  reference  to  the  CHHA  located  in 
Liverpool,  New  York  and  and  its  two  branches 
located  in  Oswego,  New  York  and  Auburn,  New 
York.  The  minutes  contain  a  general  statement: 
"No  substantive  recommendations  had  been 
made  for  Governing  Body  consideration.  Where 
noted,  office  administrators  and  staff  will  respond 
to  recommendations  within  their  respective 
markets". 

o  Ensuring  that  supervision  of  all  patient  care  is 
provided  and  readily  available.  Specifically,  that 
supervisors  are  ensuring  that:  case  coordination 
and  case  management  are  being  performed; 
patients  receive  the  necessary  services  based  on 
a  professional  assessment  of  the  patient's  needs; 
plans  of  care  are  completed  and  followed; 
changes  in  patient  condition  are  identified  and 
reported  to  the  physician;  nursing  assessments 
are  complete  and  accurate;  and  nurses  are 
qualified,  trained,  and  supervised.  G140,  143, 
144,158,  159,  171,  172 

Evidence  is  lacking  that  the  administrator  was 
given  the  authority  to  provide  oversight  of  the 
entire  agency  operations  and  the  Director  of 
Clinical  Management  lacked  the  clinical 
experience  to  oversee  the  clinical  operations  of 
the  agency. 

Specifically,  on  02/09/09  the  surveyor  interviewed 
the  individual  who  was  functioning  as  the 
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G  Tag  #128  484.14(b)  Governing  Body 
assumes  full  legal  authority  and  ■ 
responsibility  for  the  operations  of  the 
agency. 

Governing  Body  Calls:  the  AVP  of 
Regulatory  Affairs  and  the  VP  of  Clinical 
Operations  along  with  the  RVP  of 
Operations  and  the  Administrator  are 
conducting  weekly  conference  calls.  The 
calls  will  review  progress  with  the  plan  of 
correction.  The  calls  will  review  the  plan 
of  correction.  The  governing  body  will 
assist  in  providing  any  support  needed  to 
the  ensure  quality  documentation,  care 
and  services  for  our  patients.  The  calls 
will  begin  on  April  21, 2009.  Governing 
body  calls  will  continue  weekly  until  the 
conditions  are  lifted.  They  will  then 
become  monthly  through  2009. 

Monthly  chart  audit  results,  orientation 
audits  and  case  manager  case  load  status; 
will  be  shared  with  the  governing  body 
calls  for  their  input  and  recommendations. 
The  governing  body  will  review  and 
approve  action  plans.  The  Governing 
Body  calls  are  documented  by  the 
Governing  Body  and  sent  to  the 
Administrator. 

All  aspects/staff  within  the  three  branches 
report  through  a  MCP/designee  to  the 
Administrator/DPS  who  has  the 
responslfety'to  direct  and  organize  the 
branches'  on  going  functions.  The  DPS 
will  report  directly  to  the  Administrator. 
The  administrator  is  a  liaison  to  the 
governing  body  and  reports  through 
weekry/monthly  conference  calls. 
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Administrator  from  October  30,  2008  until 
February. 4,  2009.  She  stated  that  all  clinical, 
services  were  being  supervised  by  a  .Corporate 
Vice  President,  and  that  she  had  no  role  for 
clinical  oversight  of  the  agency.  The  Corporate 
Vice  President  was.  located  in  Binghamton,  NY 
and  had  oversight  of  multiple  agencies  within 
New  York  State.  The  Administrator  stated  that 
until  December  18,  2008  she  did  not  supervise 
the  Director  of  Clinical  Management  (DCM),  but 
instead,  the  DCM  was  supervised  by  a  corporate 
Vice  President.  The  Administrator  further  stated 
that  the  Director  of  Clinical  Management 
implemented  several  changes,  autonomously,' 
and  failed  to  follow  established  agency  policy; 
and  that  the  Administrator  had  no  authority  over 
the  DCM.  This  reporting  structure  was  changed 
on  December  1 8,  2008,  at  which  time  the  DCM. 
reported  to  the  Administrator.  Furthermore,  the 
surveyor  determined  through  a  review  of  the 
resume  for  the  Director  of  Clinical  Services,  that 
she  lacked  the  required- experience  for  the 
position.  The  corporation  terminated  the  DCM  on 
January  19,  2009.  The  surveyor  was  notified  in 
writing  on  February  9,  2009  that  the  agency's  : 
Director  of  Performance  Improvement  was 
reassigned  to  the  position  of  DCM,  designated  in 
an  acting  capacity  because  she,  too,  lacked  the 
qualifications  for  the  position. 


The  Governing  Body  also  failed  to  ensure 
continuity  with  respect  to  administration  of  the 
agency.  Specifically,  four  different  Administrators 
and  three  different  Directors  of  Clinical 
Management  were  appointed  to  these  positions 
since  August  13,  2008,  the  date  of  the  prior  New 
York  State  Department  of  Health  recertification 
survey,  On  February  9,  2009,  the  agency 
provided  written  notification  to  the  New  York  State 
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"the  AVP  of  Regulatory  Affairs  will  become  of 
member  of  the  PAC  committee.  He  will  join 
either  via  conference  call  or  in  person.  He 
will  receive  a  copy  of  the  PAC  meetint 
minutes.    Hz.  JU&    '  ' 

Any  Governing  Body  recommendations  will 
be  integrated  into  the  action  plan  developed 
with  the  PAC. 


6\m 


/  Hiring  for  management  roles  (DCM,  MCP, 
/  and  Administrator)  will  follow  the  company 
(   and  state  guidelines  and  experience 


/education  requirements.  It  will  be  the 
AVP/designee  responsibility  to  ensure  only 


5^H 


\  qualified  professionals  are  hired.  This  will  be: 
Evident  by  the  AVP  signature  within  the 
interview  process. 
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Continued  From  page  8 
Department  of  Health  that  a  new  Administrator, 
who  is  the  Regional  Director  of  Clinical 
Operations,  was  reassigned  to  the  CHHA.  The 
Administrator  from  October  30,  2008  until 
February  4,  2009  was  reassigned  to  the  position 
of  Business  Manager. 

o  Ensuring  internal  agency  audits  are  of  sufficient 
scope  to  identify  quality  of  care  issues  and 
deficient  practices,  and  that  resolutions  are 
developed  and  implemented.  G250 

o  Ensuring  that  the  agency's  Professional 
Advisory  Committee  reviews  and  revises  agency 
policies  and  procedures,  as  needed  and  at  least 
annually  .' G 153,  248 

o  Ensuring  that  the  agency  is  consistently 
functioning  in  full  compliance  with  all  applicable 
rules  and  regulations  as  outlined  in  this  report. 
484.14(b)  GOVERNING  BODY 

The  governing  body  oversees  the  management 
and  fiscal  affairs  of  the  agency. 


This  STANDARD  is  not  met  as  evidenced  by: 
See G 128 

484.14(c)  ADMINISTRATOR 

The  administrator,  who  may  also  be  the 
supervising  physician  or  registered  nurse  required 
under  paragraph  (d)  of  this  section,  organizes  and 
directs  the  agency's  ongoing  functions;  maintains 
ongoing  liaison  among  the  governing  body,  the 
group  of  professional  personnel,  and  the  staff. 


This  STANDARD  is  not  met  as  evidenced  by: 
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Continued  From  page  9 
Based  on  a  review  of  41  clinical  records,  and 
interviews  with  the  present  and  previous  agency 
Administrators,  interviews  with  the  previous  and 
acting  Director  of  Clinical  Management, 
interviews  with  agency  staff,  review  of  personnel  . 
records  and  agency  policies  and  procedures,  arid 
review  of  Professional  Advisory  Committee  and 
Governing  Body  minutes,  evidence  is  lacking  in 
39  records  that  the  Administrator  effectively 
oversees  the  operation  and  management  of  the 
agency. 

Patients  #1-11,  14-41. 

Failure  of  the  agency  Administrator  to  provide 
adequate  oversight  and  direction  of  the  agency 
resulted  in  negative  patient  outcomes  for  seven 
patients:  #1,  2,  6,  26,  27,  30,  37,  multiple  repeat 
standard  and  condition  level  deficiencies,  and 
creates  the  potential  for  agency  wide  negative 
patient  outcomes. 

Specifically,  evidence  is  lacking  the  following 
responsibilities  of  the  Administrator  are  being 
performed: 

o  Ensuring  the  Professional  Advisory  Committee 
annually  reviews  the  agency's  administrative  and 
clinical  policies  G153 

o  Ensuring  an  effective  plan  is  implemented  to 
maintain  compliance  with  42  CFR  484. 
Specifically,  during  a  recertification  survey  dated 
12/28/06,  the  agency  was  found  out  of 
compliance  with  the  following  four  Conditions  of 
Participation:  Organization,  Services,  and 
Administration;  Acceptance  of  Patients,  Plan  of 
Care,  and  Medical  Supervision;  Skilled  Nursing 
Services;  and  Evaluation  of  the  Agency's  . 
Program.  Although  the  agency  was  able  to 
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PROVIDER'S  PLAN  OF  CORRECTION  ■ 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


Implementation  of  the  Plan  of 
Correction  will  be  monitored  through  weekly 
and  then  monthly  calls  with  the  AVP  of 
Regulatory  Affairs,  the  RVP  and  the  VP  of 
Clinical  Operations.  The  status  of 
compliance  will  be  measured  through  chart 
audit  results  shared  with  the  members  of  the 
call  along  with  orientation  and  personnel  file 
audits.  The  monitoring  and  current  status  of 
case  manager  case  loads  will  aos  be 
presented  for  input  and  recommendations. 


Revised  PI  program  and  PAC  to 
include  the  following  measures: 


{X5) 
COMPLETION 
DATE 


a.) 
b-) 
c) 
d.) 
a) 

reports 
f) 

g.  ) 

h.  ) 


Clinical  Record  Review  results 
New  orientation  chart  audits 
Personnel  file  audits 
Quarterly  policy  reviews 
RN  case  management  case  load 


Results  of  the  monthly  team  audits 
Adverse  events 

Trends  of  complaints,  incidents  and 
infections 

i.)  Inclusion  of  the  AVP  of  Regulatory 
Affairs  as  a  member  of  the  PAC  committee. 


The  administrator  is  responsible  for 
compliance  with  this  standard.  Lack  of 
compliance  will  lead  to  disciplinary  activities. 
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Continued  From  page  9 
Based  on  a  review  of  41  clinical  records,  and 
interviews  with  the  present  and  previous  agency 
Administrators,  interviews  with  the  previous  and 
acting  Director  of  Clinical  Management, 
interviews  with  agency  staff,  review  of  personnel  . 
records  and  agency  policies  and  procedures,  and 
review  of  Professional  Advisory  Committee  and 
Governing  Body  minutes,  evidence  is  lacking  in 
39  records  that  the  Administrator  effectively 
oversees  the  operation  and  management  of  the 
agency. 

Patients  #1-11,  14-41. 

Failure  of- the  agency  Administrator  to  provide 
adequate  oversight  and  direction  of  the  agency 
resulted  in  negative  patient  outcomes  for  seven 
patients:  #1,2/6,  26,  27,  30,  37,  multiple  repeat 
standard  and  condition  level  deficiencies,  and 
creates  the  potential  for  agency  wide  negative 
patient  outcomes. 

Specifically,  evidence  is  lacking  the  following 
responsibilities  of  the  Administrator  are  being 
performed: 

o  Ensuring  the  Professional  Advisory  Committee 
annually  reviews  the  agency's  administrative  and 
clinical  policies  G153  • 

o  Ensuring  an  effective  plan  is  implemented  to 
maintain  compliance  with  42  CFR  484. 
Specifically,  during  a  recertification  survey  dated 
12/28/06,  the  agency  was  found  out  of 
compliance  with  the  following  four  Conditions  of 
Participation:  Organization,  Services,  and 
Administration;  Acceptance  of  Patients,  Plan  of . 
Care,  and  Medical  Supervision;  Skilled  Nursing. 
Services;  and  Evaluation  of  the  Agency's  , 
Program.  Although  the  agency  was  able  to. 
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G  128  Continued  From  page  8 

Department  of  Health  that  a  new  Administrator, 
who  is  the  Regional  Director  of  Clinical. 
Operations,  was  reassigned  to  the  CHHA.  The 
Administrator  from  October  30,  2008  until 
February  4,  2009  was  reassigned  to  the  position 
of  Business  Manager. 

o  Ensuring  interna!  agency  audits  are  of  sufficient 
scope  to  identify  quality  of  care  issues  and 
deficient  practices,  and  that  resolutions  are 
developed  and  implemented.  G250 


o  Ensuring  that  the  agency's  Professional 
Advisory  Committee  reviews  and  revises  agency 
policies  and  procedures,  as  needed  and  at  least, 
annually.  G153,  248 

o  Ensuring  that  the  agency  is  consistently 
functioning  in  full  compliance  with  all  applicable 
rules  and  regulations  as  outlined  in  this  report..  ' 
484.14(b)  GOVERNING  BODY 

The  governing  body  oversees  the  management 
and  fiscal  affairs  of  the  agency. 


G  128 


G132 


G133 


G  132 


This  STANDARD  is  not  met  as  evidenced  by: 
See  G128 

484.14(c)  ADMINISTRATOR 

The  administrator,  who -may  also  be  the 
supervising  physician  or  registered  nurse  required 
under  paragraph  (d)  of  this  section-,  organizes  and 
directs  the  agency's  ongoing  functions;  maintains 
ongoing  liaison  among  the  governing  body,  the 
group  of  professional  personnel,  and  the  staff. 


This  STANDARD  is  not  met  as  evidenced  by: 


G  133 
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Based  on  a  review  of  41  clinical  records,  and 
interviews  with  the  present  and  previous  agency 
Administrators,  interviews  with  the  previous  and 
acting  Director  of  Clinical  Management, 
interviews  with  agency  staff,  review  of  personnel . 
records  and  agency  policies  and  procedures,  and 
review  of  Professional  Advisory  Committee  and 
Governing  Body  minutes,  evidence  is  lacking  in 
39  records  that  the  Administrator  effectively 
oversees  the  operation  and  management  of  the 
agency. 

Patients  #1-11,  14-41. 


Failure  of- the  agency  Administrator  to  provide 
adequate  oversight  and  direction  of  the  agency 
resulted  in  negative  patient  outcomes  for  seven 
patients:  #1,  2/6,  26,  27,  30,  37,  multiple  repeat 
standard  and  condition  level  deficiencies,  and 
creates  the'  potential  for  agency  wide  negative 
patient  outcomes. 

Specifically,  evidence  is  lacking  the  following 
responsibilities  of  the  Administrator  are  being 
performed: 

o  Ensuring  the  Professional  Advisory  Committee 
annually  reviews  the  agency's  administrative  and 
clinical  policies  G153 

o  Ensuring  an  effective  plan  is  implemented  to 
maintain  compliance  with  42  CFR  484. 
Specifically,  during  a  recertification  survey  dated 
12/28/06,  the  agency  was  found  out  of 
compliance  with  the  following  four  Conditions  of 
Participation;  Organization,  Services,  and 
Administration;  Acceptance  of  Patients,  Plan  of . 
Care,  and  Medical  Supervision;  Skilled  Nursing 
Services;  and  Evaluation  of  the  Agency's  . 
Program.  Although  the  agency  was  able  to 
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Implementation  of  the  Plan  of 
Correction  will  be  monitored  through  weekly 
and  then  monthly  calls  with  the  AVP  of 
Regulatory  Affairs,  the  RVP  and  the  VP  of 
Clinical  Operations.  The  status  of 
compliance  will  be  measured  through  chart 
audit  results  shared  with  the  members  of  the 
call  along  with  orientation  and  personnel  file 
audits.  The  monitoring  and  current  status  of 
case  manager  case  loads  will  aos  be 
presented  for  input  and  recommendations. 


Revised  PI  program  and  PAC  to 
include  the  following  measures: 


a.  ) 

b.  ) 
c) 

d.  ) 

e.  ) 

reports 

f.  ) 
9) 
h.) 


Clinical  Record  Review  results 
New  orientation  chart  audits 
Personnel  file  audits 
Quarterly  policy  reviews 
RIM  case  management  case  load 


Results  of  the  monthly  team  audits 
Adverse  events 

Trends  of  complaints,  incidents  and 
infections 

i.)  Inclusion  of  the  AVP  of  Regulatory 
Affairs  as  a  member  of  the  PAC  committee. 


The  administrator  is  responsible  for 
compliance  with  this  standard.  Lack  of 
compliance  will  lead  to  disciplinary  activities. 
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Continued  From  page  10 
demonstrate  correction  of  the  four  Condition  level 
deficiencies  on  3/19/07,  repeat  standard  level 
deficiencies  were  cited  on  8/13/08.  Multiple 
repeat  standard  and  condition  level  deficiencies 
are  cited  within  the  body  of  this  report.  The  same 
four  Conditions  cited  on  12/28/06  recertification 
survey  are  out  of  compliance  which  demonstrates 
the  failure  to  maintain  compliance.  Evidence  is 
lacking  that  the  Administrator  ensured  that  the 
agency  continued  to  implement  the  plans  of 
correction  submitted  to  the  New  York  State 
Department  of  Health  in  response  to  these 
respective  surveys. 

o  Ensuring  internal  quality  assurance  audits  are 
provided  to  the  governing  body  and  that  an 
effective  plan  is  developed  to,  resolve  areas  in 
need  of  improvement.  G250 

o  Ensuring  the  provision  of  adequate  supervision 
of  patient  care  and  skilled  nursing  staff. 
Specifically,  that  supervisors  are  ensuring  that: 
case  coordination  is  being  performed;  plans  of 
care  are  complete  and  being  implemented; 
changes  in  patient  condition  are  being  reported  to 
the  physician;  nursing  assessments  are  complete 
and  accurate;  and  nurses  are  oriented,  trained 
and  evaluated  as  clinically  competent.  G134 

On  February  9,  2009,  the  surveyor  interviewed 
the  employee  who  was  functioning. as  the 
Administrator  from  10/30/08  until  02/04/09.  The 
Administrator  stated  that  she  did  not  supervise 
the  Director  of  Clinical  Management  (DCM)  until 
12/18/08.  The  DCM  reported  to  a  corporate  Vice 
President  during  this  time  period.  The 
Administrator  stated  that  until  12/1 8/08,  she  had 
no  role  in  the  clinical  oversight  of  the  agency. 
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1 .  )       The  implementation  of  area  teams 
in  each  branch  so  that  it  is  clear  to  the  MCP 
and  to  their  staff  who  is  the  MCP  they  report 
to  and  to  the  MCP  who  they  supervise 

2.  )  To  improve  supervision  a  team  was 
added  to  the  Liverpool,  Oswego  and  Auburn 
branch,  so  that  each  MCP  has  a  smaller 
group  of  clinicians  to  supervise/manage  and 
a  smaller  patient  census  per  team.  As  team 
census  grows  over  125-150  a  OA 
coordinator  will  be  added  to  the  team. 

3 .  )       Reduced  case  manager  caseloads 
to  promote  quality  in  patient  care  and 
documentation.  This  was  done  by  hiring 
additional  RN  staff.  The  RN  staff  will  be 
case  managing  between  25-30  patients. 

4.  )       100%  review  by  the  MCP  of  ail 
SOC  assessments  and  the  POT  to  ensure 
accuracy  and  that  the  POT  is  appropriate 
based  on  the  assessment.  This  will  be 
documented  on  the  SOC  tool. 

5.  )       SOC  case  conference  within  the 
first  week  of  care  to  review  the  POC  is 
appropriate  to  meet  the  patient's  needs 

6.  )       The  case  conference  process  is  as 
follows.   It  will  be  held  weekly,  patients  will 
be  selected  by  that  have  just  been  open  to 
services  (SOC);  resumption  of  care, 
recertification  and/or  discharge;  if  the 
patients  condition  is  unstable,  fragile  or 
requires  frequent  changes  in  the  POC  or 
multidisciplinary.  Wound  care  conferences 
will  occur  per  policy. 

Case  conferences  will  consist  of  a  review  of 
patient  care  and  coordination  including  but 
not  limited  to  services  provided;  progress 
within  the  care  plan;  progress  towards  goals 
should  the  patient  be  discharged  or 
recertified.  The  medical  record  will  be 
utilized  to  facilitate  the  case  conference. 
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G  133  Continued  From,  page  1 1  . 

o  Ensuring  that  safe  discharge  plans  are  being 
developed  and  approved  by  the  physician,  prior 
to  patient  discharge. 
G  134  484.14(c)  ADMINISTRATOR 

The  administrator,  who  may  also  be  the 
supervising  physician  or  registered  nurse  required 
under  paragraph  (d)  of  this  section,  employs 
qualified  personnel  and  ensures  adequate  staff 
education  and  evaluations. , 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  review  of  24  personnel  records  of 
skilled  nurses  (RNs  and  LPNs),  review  of  the  . 
agency's  Orientation  policy,  and  interviews  with  6 
skilled  nurses,  the  Area  Staff  Development 
Specialist  and  acting  Administrator,  evidence  is 
lacking  in  11  records  that  the  administrator  has 
ensured  that  staff  complete  the  agency 
orientation  process.  (Employees  B,  D,  F,  G,  J,  K, 
N,  X,  Y,  BB,  DD) 

In  addition,  7  of  24  skilled  nursing  personnel, 
records'  lacked  a  complete  assessment  of  skills 
■  prior  to  the  provision  of  patient  care.  (Employees 
A,  C,  J,  AA,  EE,  FF,  GG)  . 

Failure  to  provide  a  complete  orientation  process 
and  adequately  assess  nursing  skills  prior  to 
patient  contact  has  the  potential  for  negative 
patient  outcomes. 

Specifically,  the  lack  of  orientation  is  as  follows: 

-  Personnel  records  for  3  registered  nurses 
lacked  any.evidence  of  orientation.  Employees  Y, 
BB  and  DD. 


G  133 


G134 


The  Administrator/DPS  will  meet 
with  the  MCP  staff  bi-weekly  and  hold  MCP 
conference  calls  weekly  in-between.  These 
meetings  will  address  care  and 
documentation  issues;  staffing  needs; 
educational  needs  of  the  team  and  audit  and 
employee  compliance  outcomes. 
Complaints  and  Incidents  will  be  reviewed  at 
these  meetings  in  addition  to  the  morning 
meetings. 


Orientation  has  been  evaluated  and 
the  changes  to  this  process  are  as  follows: 

Orientation  has  three 
phases:  didactic  instructions/  revisits  with  a 
preceptor;  OASIS  training  and  completion  of 
OASIS  assessments  with  their  preceptor; 
case  management  and  MCP  managed  case 
loads  to  be  specific  to  the  clinicians  ability  to 
manage  patients. 

Effectiveness  of 
orientation  will  be  measured  through  a  chart 
audit  of  5  records  once  they  begin  case 
management.  The  DCM/designee  will  be 
responsible  to  perform  these  audits.  The 
DCM  will  work  with  the  MCP  to  ensure 
continued  mentoring  or  a  decision  will  be 
made  as  the  clinician's  ability  to  perform  and 
document  homecare  services. 

The  MCP  is  the  over-all 
"preceptor"  and  will  review  the 
documentation  and  meet  with  the  clinicians 
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-  Evidence  of  any  orientation  was  lacking  for  the 
Director  of  Clinical  Management  (hired  08/13/08 
to  01/19/09).  Specifically,  the  personnel  record 
only  contained  documentation  of  meeting  other 
employees  throughout  the  organization.  There 
was  no  documentation  of  orientation  to  her  role 
as  Director  of  Clinicaf  Management.  Employee  M 

-  In  3  of  6  personnel  records  for  employees 
assigned  as  Managers  of  Clinical  Practice 
(Supervising  Nurses),  evidence  is  lacking  of  a 
complete  orientation.  Specifically,  there  is  no 
evidence  that  each  employee  was  oriented  to 
their  role  as  Managers  of  Clinical  Practice. 
Employees  G,  J,  K. 

In  4  of  10  personnel  records  reviewed  for 
registered  nurses,  evidence  is  lacking  that  the 
orientation  was  completed  and  documented. 
Employees  B,  D,  N,  and  X. 

In  6  of  16  personnel  records  reviewed  for  RNs 
and  LPNs,  evidence  is  lacking  that  the  following 
skills  competencies  were  assessed  prior  to 
patient  assignment; 

-  Employee  A  (an  LPN)-  lacked  competency  in 
Gastrointestinal/Nutrition  and  Urinary  Care  and 
Pediatric  Procedures  these  sections.were  left 
blank. 

-  Employee  FF  (an  LPN)  -  lacked  competency  in 
Gastrointestinal/Nutrition,  Endocrine,  Urinary 
Care,  Pediatric  Procedures  these  sections  were 
left  blank. 

-  Employee  GG,  (an  LPN)  lacked  competency  in 
Dressing  and  Wound  Care,  Cardiopulmonary 
Care;  Gastrointestinal/Nutrition;  Endocrine; 


G  134 


4.  )       A  clinical  skills  fair  is  being 
scheduled  will  take  place  by  May  22, 2009. 
The  fair  will  be  provided  by  the  educator. 
New  skills  demonstrated  will  be  signed  and 
updated  on  the  skills  checklist  The  skills 
checklist  will  be  kept  in  a  binder  with  the 
MCP  so  that  as  patient  needs  are  identified 
the  MCP  can  match  the  nurse  with  those 
skills  to  the  patient. 

5.  )       Outcomes  of  the 
orientation  chart  audits  performed  by  the 
MCP/Designee  will  be  reviewed  monthly  by 
the  Administrator/DPS  and  discussed  with 
the  educator  and  also  at  the  weekly  MCP 
meetings.  The  results  will  be  presented  at 
the  quarterly  PAC  meetings  for  additional 
recommendation  for  improvement  as 
necessary. 

-  -  .  ! 

The  following  employees  have  had  the 
following  corrected: 

Employee  Y  and  BB  have  resigned 
Employee  DD:  the  educator 
She  Will  need  to  recreate  her  orientation 
materials.  To  be  completed  by  fljay15, 2009 

The  DCM  was  termed. 

Employee  K  completed  checklist  is  in  the  file 

Employee  D  checklist  completed 

Employee  G  covering  DCM  role  presently,  is 

not  remaining  in  the  role. 

Employee  B  checklist  was  completed,  just 

not  in  folder,  present  currently.' 

Employee  B  check  list  in  folder  from  200$ 

Employee  N  checklist  was  in  file 

Employee  X  resigned   


5J>> 
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Medication  Administration;  Pain  Management; 
Urinary  Care;  and  Fail  Prevention  Management, 
these  sections  were  left  blank.  Additionally,  the 
competency  evaluation  for  fingerstick  PT/INR  and 
glucometer  was  completed  an  LPN. 

-  Employee  AA,  (an  RN)  lacked  competency  in 
Gastrointestinal/Nutrition  and  Urinary  Care  these 
sections  were  left  blank. 

-  Employee  EE,  (an  RN),  lacked  competency  in 
Gastrointestinal/Nutrition  and  Urinary  Care,  and 
Infusion  Therapy  these  sections  were  left  blank. 

-  Employee  C,  (an  RN),  lacked  competency  in 
Gastrointestinal/Nutrition  and  Urinary  care. 
Infusion  Therapy  and  Pediatric  Procedures,  these 
sections  were  left  blank. 

Additionally,  evidence  is  lacking  that  the 
administrator  is  ensures  that  annual  performance 
evaluations  are  complete. 

Based  on  review  of  16  personnel  records  of 
professional  and  para-professional  staff  who  have 
been  employed  for  12  or  more  months,  and 
interviews  with  the  Area  Staff  Development 
Specialist  and  acting  Administrator,  evidence  is 
lacking  in  6  records  of  an  annual  performance 
assessment.  (Employees  D,  E,  P,  Q,  R,  T) 

Failure  to  conduct  an  annual  assessment  of  each 
employees'  performance  and  effectiveness  may 
lead  to  unmet  patient  needs  and/or  negative 
patient  outcomes. 

Specifically: 

Employee  D  is  a  Clinical  Account  Executive 
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Employee  A  nutritional  assessment  was 
signed  off  8/26/08  No  other  competencies 
were  required. 

Employee  FF  Nutritional  assessment  was 
signed  off  8/26/08.  Intermittent 
catheterizations  signed  off  8/26/08. 
Employee  GG  skills  observed  by  ASDS  on 
supervisory  visit  1/19/09.  Skills  list  updated. 
Employee  M  no  completions  were  required. 
Employee  EE  No  completions  were  required, 
does  not  perform  infusion. 

Employee  C  No  competencies  were 
required,  does  not  perform  infusion. 
Employee  D  evaluation  to  be  completed  by 
May  15, 2009 
Employee  E  resigned 
Employee  P  completed  12/26/08 
Employee  Q  completed  12/18/08 
Employee  R  completed  1/30/09 
Employee  T  completed  5/6/08 

ARC  2  position  has  been  hired  whose 
responsibilities  are  the  personnel  files.  A 
monthly  report  will  be  run  of  all  upcoming 
performance  evaluations  and  tracked  by  the; 
RC2.  Reviews  not  completed  timely  will  be. 
shared  with  the  Administrator  who  will 
ensure  the  evaluations  are  completed. 
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whose  date  of  hire  was  5/1/00.  The  most  recent 
performance  assessment  in  this  personnel  record 
was  completed  in  2005. 

Employee  E  is  a  Registered  Nurse  whose  date  of 
hire  was  1/8/07.  The  most  recent  performance 
assessment  in  this  personnel  record  was  dated 
1/8/08.  The  record  lacked  a  performance 
assessment  for  2009. 

Employee  P  is  a  Speech-Language  Pathologist 
whose  date  Of  hire  was  12/16/07.  Jhe  personnel 
record  lacked  evidence  of  any  performance 
assessments  completed  since  the  date  of  hire. 

This  information  was  reviewed  with  the  acting 
Administrator  on  02/1 1/09.  No.  further  information 
was  provided. 
G  138  484.14(d)  SUPERVISING  PHYSICIAN  OR 
REGIS.  NURSE 

The  skilled  nursing  and  other  therapeutic  services 
furnished  are  under  the  supervision  and  direction 
of  a  physician  or  a  registered  nurse  (who 
preferably  has  at  least  .1  year  of  nursing 
experience  and  is  a  public  health  nurse). 


This  STANDARD  is. not  met. as  evidenced  by: 
Based  on  a  review  of  the  personnel  file  for  the 
employee  .functioning  as  Director  of  Clinical 
Management  (DCM)  from  September  1 5,  2008 
until  January  19,  2009  and  the  employee  "acting" 
in  the  role  of  Director  of  Clinical  Management  as 
of  February  4,  2009,  and  interviews  with  the 
previous  and  current  Administrators,  evidence  is 
lacking  that  the  agency  appointed  a  qualified, 
experienced  registered  nurse  to'  be  responsible 


G  134 


G138  484.14(d) 

Supervising  Physician  or  Registered  Nurse 

Hiring  for  management  roles  (DCM,  MCP, 
and  Administrator)  will  follow  the  company 
and  state  guidelines  and  experience 
/education  requirements.  It  will  be  the 
AVP/designee  responsibility  to  ensure  only 
qualified  professionals  are  hired. .~ 
To  address  the  needs  of  the  new  MCP  staff 
a  clinical  management  course  has  been 
scheduled  for  the  week  of  May  1 1 .2009.  It  is 
a  three  day  course.  This  course  includes  but 
not  limited  to: 

1 .)  Concepts  of  PI:  adverse  events; 
Medicare  outcome  reports;  how  to  complete 
a  chart  audit;  how  to  handle  a  complaint, 
incidents;  billing  compliance  audits;  how  to 
run  arid  analyze  patient  management 
reports;  how  to  review  an  OASIS  and  POT. 
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for  supervision  of  all  skilled  nursing  and 

therapeutic  services. 

Specifically,  both  the  previous  and  acting  DCM 
lack  evidence  of  home  care  experience. ' . 
Furthermore,  evidence  is  lacking  that  the  agency 
ensured  that  each  of  these  candidates  were 
oriented  to  the  responsibilities  of  the  position. 

Failure  to  ensure  that  the  supervising  nurse 
meets  the  qualifications  of  the  position  resulted  in 
negative  outcomes  for  seven  patients:  #  1 ,  2,  6, 
26,  27,  30,  37  and  the  potential  for  negative  ■ 
outcomes  for  the  entire  patient  population. 
484.14(d)  SUPERVISING  PHYSICIAN  OR 
REGIS.  NURSE 

Services  furnished  are  under  the  supervision  and 
direction  of  a  physician  or  a  registered  nurse  (who 
preferably  has  at  least  one  year  of  nursing 
experience  arid  is  a  public  health  nurse). 

This  person,  or  similarly  qualified  alternate, 
participates  in  all  activities  relevant  to  the 
professional  services  furnished,  including  the 
development  of  qualifications  and  the  assignment 
of  personnel.. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  41  clinical  records, 
interviews  with  the  previous  and  current 
Administrator,  .interviews  with  the  previous  and 
acting  Director  of  Clinical  Management  (DCM), 
review  of  agency  policies  and  procedures,  and 
review  of  personnel  files,  evidence  is  lacking  in  39 
records  that  the  following  supervisory 
responsibilities  are  being  performed: 


.  G  138 


Outcomes  of  the  . 
orientation  chart  audits  performed  by  the 
MCP/Designee  will  be  reviewed  monthly  b> 
the  AdministratorfDPS  and  discussed  with 
the  educator  and  also  at  the  weekly  MCP 
meetings.  The  results  will  be  presented  at 
the  quarterly  PAC  meetings  for  additional 
recommendation  for  improvement  as 
necessary. 

The  current  Administratof/DPS  meets  the 
criteria  for  the  position.- 
The  search  continues  and  was  elevated  to 
the  AVP  of  Recruiting  level  for  a  qualified 
DPS.  The  company  has  even  approved 
paying  for  relocation  if  necessary  to  find  the 
right  qualified  candidate  for  this  position. 
The.candidate  when  identified  will  be 
interviewed  not  only  by  the  Administrator  but 
also  the  VP  of  Clinical  Operations. 


The  Administrator/DPS  is  responsible  for 
compliance  with  the  orientation  process, 

and. ;  h\nr\a  <^  rr, 
Ori4£n^  {standards 
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o  Ensuring  that  nurses  providing  care  are 
qualified,  oriented  to  the  position,  and  have  been 
evaluated  as  competent  in  the  skills  they  are  . 
assigned  to  perform  independently.  Specifically, 
6  out  of  6  skilled  nurses  hired  within  6  months 
prior  to  the  survey  lack  evidence  of  either  a 
completed  orientation  program  or  a  skills 
competency  evaluation.  See  G  134 

o  Ensuring  that  nurses  are  assigned  tasks  that  • 
are  only  within  their  allowable  scope  of  practice 
per  New  York  State  Education  Department 
Licensure  requirements.  Specifically,  the  agency 
is  routinely  assigning  Licensed  Practical  Nurses 
(LPN)  to  visit  patients  who  have  reported 
changes  in  condition  and  who  require 
assessment.  Patient  assessment  is  beyond  the 
LPN  scope  of  practice.  As  outlined  in  Title  VIII 
Education  Law,  Article  139  -  Nursing  " 

o  Ensuring  that  Supervising  Nurses  are  aware  of 
the  current  status  of  each  patient;  that  skilled 
nurses  are  providing  comprehensive  patient 
assessments  and  reassessments;  that  the  plan  of 
care  developed  is  comprehensive  and  meets  all 
patient  needs;  that  the  physician  is  consulted  . 
when  changes  in  the  patient's  condition  occur. 
G144,  159,  164,  171,  172 

o  Ensuring  that  coordination/case  management 
is  being  performed  consistently  and  that  all  ' 
pertinent  patient  information  is  communicated  to 
all  individuals  providing  care  G143,  144 


o  Ensuring  that  the  plan  of  care  is  being  followed 
and. that  patients  are  not  discharged  from  service 
prior  to  physician  consultation/approval  and  prior 
to  the  development  of  a  safe  and  adequate 


G  140 


All  new  clinical  staff  will  be  trained  through 
the  newly  revised  clinician  associate 
orientation  and  follow  the  checklist  of  their 
discipline  specific  skill  and  requirements  in 
their  entirety. 

With  joint  visits  with  their  preceptor  skills  will 
be  validated  as  observed  by  the  preceptor. 
In  addition  as  new  skills  need  to  be 
observed,  it  will  be  scheduled  with  a  like 
discipline  already  providing  the  skilled  care 
for  demonstrated  competency  and  ability  to 
perform  that  skill  set  The  skills  checklist  will 
be  updated  as  new  skills  are  verified..  In 
addition  a  skill  fair  is  being  scheduled  by 
May  22,  2009.  ^iren+;  Sfe££  »  S  . 

Staff  was  in-serviced  on  care  coordination 
on: 

Liverpool:  3/31/09 
Auburn:  3/24/09 
Oswego:  4/7/09 

An  in-service  on  scope  of  practice  is 
scheduled  for 
Liverpool:  5/21/09 
Oswego:  5/19/09 
Auburn:  5/20/09 

OASIS  training  classes  are  provided 
monthly;  This  is  training  in  how  to  assess  the 
patient  and  complete  an  OASIS  assessment 
From  this  assessment  how  to  identify  patient 
needs  and  create  a  POC. 
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G  140  Continued  From  page  17 

discharge  plan.  G158,  159,  164 

Failure  to  provide  adequate  supervision  has  led  to 
unmet  patient  needs,  negative  outcomes  for 
seven  patients:  #1,  2,  6,  26,  27,  30,  37  and  the 
potential  for  negative  outcomes  for  the  agency 
patient  population. 

484.14(g)  COORDINATION  OF  PATIENT 
SERVICES  ■     .  , 

AN  personnel  furnishing  services  maintain  liaison 
to  ensure  that  their  efforts  are  coordinated 
effectively  and  support  the  objectives  outlined  in 
the  plan  of  care. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  37  clinical  records  (patients 
1-10,  12-28,  30-41)  for  patients  receiving  skilled 
nursing  and  at  least  one  other  service,  agency 
policies  and  procedures,,  and  interviews  with  the 
acting  Administrator  and  Supervising  Nurses, 
evidence  is  lacking  in  17  clinical  records,  that 
skilled  nurses  are  functioning  in  the  role  of  case 
management/coordination.  Patients  #  1-4,  6,  8, 
11,  15,  19,  23,  24,  27,  30,  31,  34,  36,  37. 

Although  each  patient  is  assigned  an  RN  case 
manager  who  is  responsible  for  patient  care  and 
supervision,  the  case  manager  failed  to  ensure 
the  following: 

-  significant  information  is  being  exchanged 
between  ail  individuals  responsible  for  developing 
and  implementing  the  plan  of  care. 

-  physicians  are  alerted  promptly  to  changes  in 
the  patient's  condition  which  may  warrant 
immediate  action  or  a  modification  in  the  plan  of 


G  140 


G  143 


Discharge  Planning  In-service  is 
scheduled  for 
Liverpool:  5/21/09 
Auburn:  5/20/09 
Oswego:  5/19/09 


The  MCP  reviews  100%  of  the  SOC 
Assessment  and  the  POC.  In  addition 
case  conferences  occur  at  the  SOC, 
resumption  of  care,  recertification,  and 
prior  to  discharge.  Case  conferences 
occur  with  wound  care  patients  and  with 
changes  in  the  patient" s  condition. 
Evidence  of  these  conferences  will  be 
present  in  the  medical  record. 

In  order  to  facilitate  care  coordination  field  ' 
staffs  were  assigned  to  teams.  In  this 
team  each  2RN  staff  has  an  assigned  LPN  j 
to  be  a  part  of  the  care  team  providing 
care  to  the  patient.  The  PT  staff  is 
assigned  a  PTA  in  the  same  model.  The 
RN  and  PT  are  responsible  to  assign  visits 
to  the  LPN/PTA  staff.  The  LPN/PTA  will  : 
call  and  update  the  case  manager  with  the  . 
visits  made  daily.  This  will  be  documented 
in  the  medical  record.  The  MCP  of  the 
team  is  responsible  to  facilitate  this  model. 
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care. 

-  case  managers  are  providing  communication 
and  oversight  to  Licensed  Practical  Nurses 
(LPNs)  to  ensure  that. the  plan  of  care  is 
implemented  and  changes  in  the  patient's  status 
is  reported  to  the  physician. 

Failure  to  ensure  that  skilled  nurses  are 
functioning  in  the  role  of  case 
management/coordination  has  resulted  in 
negative  outcomes  for  patients  #  2,  26  and  the 
potential  for  negative  outcomes  for  the  agency's 
entire  patient  population. 

1 .  Patient  #26  was  admitted  to  the  agency  on 
12/10/2004  with  diagnoses  of  Alzheimer's  disease 
and  urinary  incontinence  requiring  an  indwelling 
urinary  catheter.  The  plan  of  care  for  the 
certification  period  1 1/19/08  to  01/17/09  stated 
skilled  nursing  visits  one  (1)  time  a  month  for  2 
months  to  assess  the  patient1;and  change  the 
urinary  catheter;  home  health  aide  visits  3  times  a 
week  for  1  week,  then  5  times  a  week  for  7 
weeks. 

Evidence  is  lacking  the  RN  case  manager 
recognized  changes  in  the  patient's  condition, 
reported  these  changes  to  the  physician,  and 
provided  adequate  supervision  and  oversight  of 
the  LPN.  As  a  result  of  the  RN's  failure  to  provide 
adequate  case  coordination,  the  patient's 
condition  deteriorated,  and  the  patient  was 
transported  by  ambulance  to  the  hospital  and 
subsequently  died. 

Specifically,  the  RN  case  manager  visited  the 
patient  twice  weekly  from  1 1  /28/08  to  1 2/1 2/08. 
During  these  visits  the  skilled  nurse  documented 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


The  MCP  and  RN/PT  case  manager  is  to 
be  contacted  for  changes  in  patient 
condition.  The  MCP  will  ensure  that  a 
follow-up  visit  for  assessment  has  been 
scheduled  by  the  case  manager.  The 
case  manager  is  to  contact  the  MCP  with 
the  outcome  of  that  visit.    The  MCP  or 
patient  case  manager  will  contact  the  MD. 

Coordination  of  care  in-services  were 
completed  on: 
Liverpool:  3/31/09 
Auburn:  3/24/09 
Oswego:  5/19/09 

The  Administrator/DPS  is  responsible  for 
the  above  coordination  of  care.  This  will 
be  monitored  for  continued  compliance 
with  the  Clinical  Record  Review. 
Disciplinary  action  will  take  place  up  to 
and  including  termination  for  staff  not 
compliant  with  this  regulation. 
Documentation  of  this  disciplinary  process 
will  be  filed  in  the  personnel  file. 
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the  following  changes  in  the  patient's  condition 
that  were  not  reported  to  the  physician  or 
communicated  to  all  staff  responsible  for 
providing  care. 

On  11/28/08,  11:05  am,  the  RN  case  manager 
visited  the  patient  to  complete  her  monthly  skilled 
nursing  assessment  and  documented  the 
following  change  in  condition:  heart  rate  was  . 
elevated  to  100  beats  per  minute,  (bpm)  (the 
patient's  heart  rate  documented  during  monthly 
assessment  visits  from  07/2/08  to  11/1 4/08 
ranged  from  64  to  88  bpm);  the  patient's 
husband  was  having  difficulty  feeding  the  patient 
and  the  patient's  urine  was  "more  amber  than 
usual".  The  RN  failed  to  report  the  patient's 
increased  heart  rate  and  decreased  ability  to 
consume  food  to  the  physician. 

-  on  12/01/08,  the  RN  case  manager 
documented  that  the  patient's  heart  rate  was  was 
now  elevated  to  108  bpm  and  respiratory  rate  was 
increased  to  24.  The  RN  case  manager  again 
documented  that  the  patient  had  "darker"  amber 
urine.  The  RN  case  manager  failed  to 
communicate  the  elevated  heart  rate  and 
increased  respiratory  rate  to  the  physician. 

On  12/01/08,  at  7:30  pm  the  RN  case  manager 
(who  was  on-call)  received  a  call  from  the 
patient's  husband  stating  that  the  patient  would 
not  wake  up.  The  RN  case  manager  visited  the 
patient  and  documented  that  the  patient's  heart 
rate  was  104  bpm.  and  she  was  no  longer  alert  as 
per  the  11/14/08  assessment.  Specifically,  the 
RN  case  manager  documented  that  the  patient 
was  responsive  only  to  tactile  stimuli  by  opening 
her  eyes.  The  RN  case  manager  also  , 
documented  that  the  patient's  urine  output  was 
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very  low  at  150  cc  amber  urine  since  1 1  am.  the 
skilled  nurse  documented  that  she  attempted  to 
contact  the  physician  but  was  unable  to  reach 
him.  .  At  the  bottom  of  the  12/01/08  skilled  nursing 
visit  note,  the  skilled  nurse  documented  that  on 
12/02/08  that  she  called  the  physician  and  spoke 
to  a  nurse,  however,  the  skilled. nurse  failed  to 
document  the  details  of  what  was  discussed  with 
the  physician's  nurse.  The  RN  case  manager 
failed  to  conduct  a  visit  until  3  days  later. 

On  12/04/08,  the  RN  case  manager  documented 
a  blood  pressure  of  74/64;  that  the  blood  pressure 
was  low  because  of  a  poor  blood  pressure  cuff  fit; 
that  the  urine  output  was  200  cc,  and  contained 
flecks  of  red.  Although  the  skilled  nurse 
documented  that  she  reported  the  patient's  blood 
pressure,  blood  in  urine  and  urine  output  to  the 
physician,  there  was  no  documented  response 
from  the  physician,  and  no  evidence  that  the 
skilled  nurse  recognized  the  need  to  reassess  the 
patient's  blood  pressure  with  a  different  blood 
pressure  cuff  to  ensure  accuracy  of  the  blood 
pressure. 

An  interview  with  the  nurse  at  physician's  office  . 
was  completed  by  the  surveyor  on  02/25/09  at 
2:30  pm  to  determine  the  extent  of  the 
information  provided  to  the  physician  regarding 
the  patient's  condition.  The  physician's  nurse  told 
the  surveyor  that  she  looked  in  the  patient's  . 
record  and  in  the  computerized  phone  log  for  a 
record  of  calls  from  the  home  care  nurse.  The 
only  documented  information  was  on  12/04/08 
was  an  "FYI"  regarding  the  patient's  decreased 
urine  output.  The  physician's  nurse  stated  that 
they  were  not  informed  about  the  decreased 
blood  pressure. 
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The  patient  was  not  reassessed  until  4  days  later 
on  12/08/08:  On  12/08/08  a  different  RN  visited 
the  patient  and  documented  the  following 
inconsistent  findings:  the  nurse  documented  that 
the  patient  was  unresponsive  and  that  she  was 
being  fed  by  her  husband. 

There  was  no  evidence  that  the  RN  case 
manager  communicated  with  the  skilled  nurse 
before  or  after  the  visit  to  discuss  the  patient's 
deteriorating  condition.  As  a  result  of  the  lack  of 
communication,  the  skilled  nurse  failed  to  assess 
the  following:  the  patient's  intake,  skin  turgor, 
mucous  membranes  and  urine  output  to 
determine  if  the  patient  had  increased  symptoms 
of  dehydration.  Additionally,  the  skilled  nurse 
failed  to  report  the  patient's  decrease  in 
responsiveness  to  the  RN  case  manager  or 
physician.  The  patient  was  never  reassessed  by 
an  RN  and  was  not  visited  by  the.  LPN  until  4  days 
later  on  12712708. 

On  12/12/08,  at  4:45  pm,  the  LPN  visited  the 
■patient  and  documented  that  the  patient  was 
unresponsive,  urine  was  dark  amber,  had  a 
temperature  of  99.1  and  that  she  was  "unable  to 
hear"  the  patient's  blood  pressure.  There  was  no 
evidence  that  the  LPN  reported  the  inability  to 
hear  the  patient's  blood  pressure  and  low  grade 
fever  to  the  RN  case  manager  or  the  physician. 

On  12/16/08,  the  patient  was  transported  to  the 
emergency  department  by  ambulance  and  died. 

Although  there  is  a  document  labeled  a  "late 
entry"  note  dated  12717/08  which  stated  the 
following:  "spoke  to  the  nurse  at  MD  office, 
unable  to  hear  blood  pressure  at  this  time  VS 
(vital  signs)  otherwise  stable  no  change  in  orders 
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given",  the  surveyor  contacted  the  physician's 
office  on  02/25/09  at  2:30  pm  to  verify  the 
information  documented  by  the  LPN  in  the  late 
entry  note.  The  nurse  at  the  physician's  office 
informed  the  surveyor  that  they  had  no  record  of 
a  call  from  this  agency  on  12/12/08  and  told  the 
surveyor  that  "if  they  (the  MD  office)  had  received 
that  information  (unable  to  hear  a  blood  pressure) 
they  would  have  requested  another  visit  be 
completed  and  that  they  would  have 
documentation  of  the  call". 

This  record  was  reviewed  with  the  Director  of 
Clinical  Management  and  Administrator  01/14/09 
and  with  the  acting  Administrator  and  the  acting 
Director  of  Clinical  Management  on  03/16/09.  No 
further  information  was  provided.  .  The  Director 
of  Clinical  Management  stated  that  the  agency 
reviewed  the  circumstances  surrounding  the 
patient's  death. and  found  no  significant  issues 
with  the  nursing  care.  The  Director  of  Clinical 
Management  did  not  address  the  issues 
regarding  assignment  of  an  LPN  to  provide 
assessments. and  the  lack  of  LPN  communication 
with  the  Supervising  Nurse  to  report  the  inability 
to  hear  a  blood  pressure.  The  Director  of  Clinical 
Management  also  stated  that  the  LPN  did  report 
the  blood  pressure  issues  to  the  physician  and 
referred  to  the  late  entry  .note  dated  1 2/1 7/08. 

2.  Patient  #2  was  admitted  to  the  agency  . 
11/22/08  following  an  open  reduction  internal 
fixation  of  a  hip  fracture  and  a  history  of  type  II 
diabetes,  hypertension,  and  pernicious  anemia. 
The  plan  of  care  included:  skilled  nursing  services 
for  3  times  a  week  for  1  week  and  2  times  a  week 
for  1  week  to  assess  and  instruct  in  medication 
management  and  compliance;  physical  therapy 
services  4  times  a  week  for  1  week  and  3  times  a 
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PT/INR:  each  visit  note  should  reflect  that 
the  values  were  communicated  via  T.C.  at 
the  time  of  the  visit  to  the  MCP  in  the  office. ! 

The  MCP  will  document  the  levels  and  the 
Coumadin  dose  the  patient  is  on  and  then 
call  in  the  levels  to  the  MD  office  and  fax  in 
the  results  to  the  physician.  The  MCP  will  i 
document  all  of  this  information  on  a 
separate  form. 


Patient  #2  Due  to  the  care  coordination 
issues  identified  with  this  patient,  the 
PT/INR  process  has  been  updated. 
A  conference  call  was  completed  with  the 
branches  on  the  new  process  on:  Aprili7 
2009.  Pt  cUsChBro^cL  . 
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week  for  2  weeks  to  provide  therapeutic 
exercises,  and  obtain  a  PT/INR  (blood  test  to 
monitor  the  effectiveness  of  anticoagulant 
therapy)  on  Mondays  and  Thursdays. 

There  is  no  evidence  that  the  RN  case  manager 
coordinated  with  the  physical  therapist  in  the 
development  of  the  plan  of  care  and  discussed 
possible  changes  in  the  plan  of  care  related  to  the 
patient's  medication  non-compliance.  This  lack  of 
communication  among  the  physical  therapist, 
physical  therapy  assistant  and  the  RN  case 
manager;  resulted  in  a  negative  outcome  for  the 
patient  and  admission  to  the  hospital  for 
emergent  care. 

Specifically,  the  failure  to  communicate  findings 
include  the  following: 

o  Both  the  RN  case  manager  and  the  physical  ' 
therapist  completed  initial  assessments  on 
11/22/08.  During  the  initial  physical  therapy 
assessment  visit  conducted,  the  physical, 
therapist  documented  that  the  patient  had  a 
language  barrier  and  that  the  daughter  assists 
with  interpretation.  The  RN  case  manager  failed 
to  identify  this  crucial  patient  need  and  the  ■ 
physical  therapist  did  not  discuss  the  initial 
assessment  findings  with  the  nurse.  The  lack  of 
communication  between  the  RN  case  manager 
and  the  physical  therapist  resulted  in  failure  to 
develop  a  coordinated  plan  which  included 
assurance  that  an  interpreter  was  available  during 
patient  visits  conducted  by  agency  staff. 

o  on  1 1/24/08,  at  2  pm,  the  physical  therapy 
assistant  (PTA)  visited  the  patient  to  obtain  a 
PT/INR.  The  PTA  documented  that  she  reported 
to  the  physician  that  the"patient  was  not  taking 
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Coumadin  (anticoagulant)"  and  that  the  physician 
wanted  to  increase  the  patient's  Coumadin 
dosage.  The  clinical  record  contained  a  case 
communication  note  dated  1 1/24/08  from  the 
physical  therapist  documenting  receipt  of  a  call 
from  the  PTA  that  she  did  not  see  Coumadin  in 
the  pill  box,  and  could  not  determine  from  the 
patient  or  caregiver  if  the  patient  was  taking  her 
medication  correctly.  The  physical  therapist  also 
documented  calling  the  RN  case  manager  to 
notify  her  of  the  medication  issue.  There  is  no 
evidence  that  the  RN  case,  manager  developed  a 
coordinated  plan  to  ensure  that  the  patient  was 
correctly  taking  her  medication  and  that  the 
physician  was  updated. 

Specifically,  although  the  PTA  visited  the  patient 
on  1 1/25/08,  evidence  is  lacking  that  the  skilled 
nurse  visited  the  patient  until  1 1/26/08  to  assess 
the  patient's  medication  compliance. 

o  on  1 1/26/08  a  different  RN  visited  the  patient 
and  documented  that  the  medications  were 
discussed  with  the  patient's  daughter  and  family.. 
This  skilled  nurse  documented  that  she  discussed 
the  patients  incorrect  use  of  Coumadin  with  the  ■ 
physical  therapist.  Evidence  is  lacking,  however 
that  a  plan  was  coordinated  with  the  physical 
therapist,  physician,  the  RN  case  manager  and 
the  primary  care  giver  that  addresses  the 
patient/caregivers  need  for  increased  supervision 
of  medications  including  Coumadin  changes. . 

o  oh  1 1/28/08,  the  PTA  visited  the  patient  to 
obtain  the  results  of  the  patient's  blood  test.  The 
PTA  documented  that  the  patient's  blood 
pressure  was  elevated  and  that  she  woke  up  with 
a  headache.  On  her  visit  note,  the  PTA 
documented  that  she  contacted  the  physician  to 
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report  that  the  patient  was  not  given  her 
Coumadin  since  admission  to  the  agency  and  that 
the  physician  requested  changes  in  the 
Coumadin  dosages.  The  PTA  also  wrote  a  case 
conference  note  dated  1 1/28/08,  that  she  spoke 
to  the  Supervising  Nurse,  physical  therapist  and 
the  RN  case  manager  about  the  patient's 
headache,  blood  pressure  and  non-compliance 
with  Coumadin.  There  was  no  documentation 
that  the  PTA  informed  the  skilled  nurse  about  the 
physican's  request  for  changes  in  Coumadin 
dose.  The  RN  case  manager  again  failed 
develop  a  coordinated  plan  to  ensure  that  the 
patients  now  elevated  blood  pressure  and 
medication  compliance  was  monitored. 

Despite  being  informed  about  the  patient's 
elevated  biood  pressure  and  medication 
non-compliance,  the  RN  case  manager  failed  to 
recognize  the  importance  of  conducting  an 
assessment  visit  until  3, days  later  on  12/01/08. 

On  12/01/08,  the  RN  case  manager  documented 
"compliant  with  medication  regimen  per  daughter" 
and  that  there  were  no  medication  changes  since 
the  last  nursing. visit  on  1 1  /26/08. 

Evidence  is  lacking  that  the  skilled  nurse  ever 
assessed  the  dose  and  frequency  with  which  the 
patient  was  taking  Coumadin  and  the  patient's 
compliance  with  Coumadin  dose  changes 
documented  during  the  PTA  visit  on  1 1  /28/08. 

The  skilled  nurse  failed  ensure  a  coordinated  plan 
was  developed  to  evaluate  the  patient's  continued 
need  for  monitoring  of  blood  pressure  medication 
compliance  and  teaching  prior  to  the  RN  case 
manager  discharging  the  patient  on  12/04/08. 
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Specifically,  the  RN  case  manager  visited  the 
patient  on  12/04/08  and  documented  that  she 
instructed  the  patient  to  continue  taking  her 
medications  as  ordered;  Despite  the  patient's 
history  of  medication  non-compliance,  the  RN 
case  manager  failed  to  document  a  review  of 
medications  with  the  patient/caregiver,  and  failed 
to  communicate  with  the  physical  therapist  or 
physical  therapy  assistant  to  ensure  that  the 
patient's  on-going  blood  pressure  assessment,, 
medication  monitoring  and  teaching  needs  were 
met. 

Physical  therapy  visits  were  continued  twice 
weekly  from  12/04/08  to  01/12/09.  During  these 
visits,  the  patient  experienced  episodes  of 
elevated  blood  pressure  and  medication 
non-compliance  as  follows: 

-  on  12/22/08  the  PTA  documented  a  blood 
pressure  of  194/86; 

-  on  12/26/08  the  PTA  documented  a  blood 
pressure  of  190/90 

During  these  visits  the  PTA  either  failed  to 
document  the  patient's  compliance  with  blood 
pressure  meds  or  documented  that  the  patient  . 
was  non  compliant. 

Although  the  physical  therapist  visited  the  patient 
on  12/29/08,  and  assessed  the  patient's  blood 
pressure  was  normal,  the  physical  therapist  failed 
to  recognize  that  the  patient  continued  to  be  non 
compliant  with  medications  and  failed  to  assess 
the  need  for  the  reinstatement  of  skilled  nursing 
services  for  teaching  and  assessment. 

o  on  01/05/09,  the  PTA  visited  the  patient  and 
again  documented  an  elevated  blood  pressure^ 
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170/100.  The  PTA  documented  that  again  the 
patient  had  not  taken  her  blood  pressure  ' 
medications  and  failed  to  report  the  patient's 
non-compliance  with  the  physical  therapist. . 

The  PTA  also  visited  the  patient  on  1/07/09  and 
01/09/09,  and  documented  that  the  patient's 
blood  pressure  was  within  normal  limits,  no 
review  of  medication  compliance  or 
communication  with  the  physical  therapist 

o  on  01/12/09,  the  PTA  attempted  to  visit  the 
patient  and  told  by  the  patient's  caregiver  that  the 
patient  was  seen  in  the  emergency  room  on 
01/1 1/09  because  she  started  to  "pass  out".  The 
PTA  documented  in  a  case  communication  note 
dated  01/12708,  that  the  emergency  room, 
physician  told  her  that  patient  was  being 
over-medicated  for  blood  pressure. 

Failure  to  communicate  changes  in  the  patient's 
blood  pressure  and  medication  non-compliance 
between  the  PTA  and  physical  therapist  and  . 
failure  of  the  therapist  to  assess  the  patient  for 
continues  nursing  services,  resulted  in  an 
incomplete  plan  to  address  the  patient's 
medication  compliance. 

This  record  was  reviewed  with  the  acting 
Administrator  and  the  Supervising  Nurses  on 
02/03/09.  An  interview  with  the  Director  of 
Physical  Therapy  was  conducted  on  03/1 1/09. 
No  further  information  was  provided  regarding  the 
lack  of  communication. 

3.  Patient  #19  was  admitted  to  the  agency  on 
09/1 9/08  with  a  primary  diagnosis  late  effect 
cerebral  vascular  accident  with  cognitive  deficits 
and  secondary  diagnoses  of  type  II  diabetes, 
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hypertension,  aphasia  and  a  pressure  ulcer  of  the 
heel.  During  the  initial  nursing  assessment,  the 
skilled  nurse  documented  that  the  patient  has 
expressive  aphasia;  dysphagia  (swallowing 
■difficulties)  requiring  a  gastric  feeding  tube;tube 
feeding  to  be  administered  by  the  patient's  wife' 
and  nothing  by  mouth  (NPO). 

The  lack  of  case  management/coordination  by 
the  RN  case  manager  and  the  lack  of 
communication  between  the  disciplines  resulted 
in: 

-  failure  to  develop  a  plan  to  ensure  that  the  . 
patent  is  safely  managed  at  home 

-  failure  to  report  changes  in  the  patient's  status 
to  the  physician  including  changes  in  diet  and 
medication  , compliance  which  may  have  resulted 
in  aspiration  pneumonia. 

During  skilled  nursing  visits  conducted  between 
10/15  and  10/23/08,  the  skilled  nurse 
documented  that  the  patient  was  eating  and 
drinking.  This  is  against  the  physician's  orders 
dated  09/18/08  which  stated  nothing  by  mouth. 
The  RN  case  manager  failed  to  communicate  the 
patients  non-compliance  to  the  speech  therapist . 
(ST),  occupational  therapist  (OT)and  the 
physician  or  develop  a  plan,  to  ensure  that  all 
disciplines  providing  care  could  assess  the 
patient's  safety  risk  regarding  the  potential  for 
aspiration  associated  with  eating. 

The  occupational  therapist  and  speech  therapist 
documented  during  visits  conducted  on  10/23/08 
that  the  patient  had  "failed  his  modified  barium 
swallow"  and  that  the  patient  continues  to  eat 
despite  the  risks  of  aspiration.  The  speech 
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Patient  #19  The  RN  case  manager  has 
been  placed  on  an  action  plan  and  on 
focused  review  of  her  documentation. 
She  has  been  counseled  that  if  a  patient  is 
non-compliant  with  the  POC  she  must 
contact  the  MD.  She  has  been  reminded 
that  as  a  case  manager  she  needs  to 
assess  the  patient  with  a  wound  weekly 
and  anytime  the  patients  condition 
changes.  She  is  in  the  middle  of  a  4  week 
plan  to  improve  her  documentation.  If  she 
does  not  improve  in  patient  care  and 
documentation,  she  will  be  terminated  at 
that  time.        (Ms  Ore^e 
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therapist  documented  that  she  spoke  to  the 
speech  therapist  at  the  hospital  who 
recommended  that  as  a  result  of  the  modified 
.barium  swallow. test  that  the  patient  should 
remain  NPO.  Both  the  ST  and  OT  documented 
that  they  discussed  the  risks  of  eating  and  • 
aspiration  with  the  patient  and  his  wife,  who 
informed  the  therapists  that  the  patient  is  going  to 
eat  and  drink  if  he  wants  to.  The  ST  and  OT 
failed  to  communicate  the  test  results  or  the 
patient's  plan  to  continue  to  eat  despite  the  test 
results' and  the  physician's  orders. 

An  LPN  visited  the  patient  at  5:30  pm  on  the 
same  day  and  failed  to  assess  the  patient's  oral 
intake.  It  is  unclear  that  the  LPN  was  aware  of 
the  events  of  the  day  regarding  the  patient's 
testing  results  and  non-compliance  and  the  risk 
for  aspiration  of  food  and  fluid.  No  subsequent 
skilled  nursing  visit  was  conducted  until  10/27/08, 
4  days  later. 

On  10/27/08,  the  RN  case  manager  visited  the 
patient  and  documented  that  the  patient  eats  by 
mouth  and  has  tube  feedings  3  times  a  day.  (the 
plan  of  care  states  nothing  by  mouth  and  tube 
feedings  5  times  a  day).  Evidence  is  lacking  that 
the  RN  was  aware  that  the  patient  failed  the 
modified  barium  swallow  and  was  at  continued 
risk  for  aspiration  as  identified  by  the  OT  and  the 
ST  on  1 0/23/08.  The  RN  failed  to  inform  the 
physician  of  the  patient's  refusal  to  follow  the  plan' 
of  care. 

On  10/29/08,  the  occupational  therapist 
documented  that  the  patient  continues  to 
consume  oral  intake  even  with  the  risks  of 
aspiration,  and  there  was  discussion  with  the  RN 
case  manager  and  or  physician  consultation. 
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On  10/29/08,  the  RN  visited  the  patient  and  again 
failed  to  assess  the  patient's  oral  intake  or  the 
amount,  frequency  or  type  of  tube  feedings 
administered  by  the  patient's  wife. 

On  10/31/08,  the  licensed  practical  nurse  (LPN) 
was  scheduled  to  visit  the  patient,  however,  was 
told  by  the  family  that  the  patient  was  taken  to  the 
hospital  for  "palpitations".  There  was  no  skilled  . 
nursing  follow-up  until  6  days  later  and  no  contact 
with  the  physician,  or  the  hospital  to  determine  if 
there  was  a  change  in  the  plan  of  care. 

On  1 1/06/08,  a  different  LPN  visited  the  patient 
and  documented  that  the  patient  is  "eating  full 
meals,  against  what  the  physician  wants,  per  the 
wife".  Although  the  LPN  documented  that  she 
reported  her  visit  findings  to  the  RN  case 
manager,,  no  skilled  nursing  visit  was  conducted 
until  5  days  later  on  1 1/1 1/08  and  there  was  no 
communication  with  the  ST,  OT  or  the  physician 
regarding  the  patient's  non  compliance  and 
hospitalization  documented  on  10/31/08. 

Between  11/11/08  and  12/03/08,  skilled  nursing 
visits  were  conducted  2  to  3  times  a  week  by 
LPNs  and  RNs,  The  skilled  nurses  continued  to 
document  that  the  patient  was  consuming  oral 
intake.  There  is  no  evidence  of  communication 
between  the  RN  case  manager,  ST,  OT  and 
physician. 

On  1 2/03/08,  the  RN  .visited  the  patient  and 
documented  a  change  in  the  patient's  lung 
sounds.  The  RN  documented  that  the  patient  . 
had  fine  crackles  at  the  lung  bases.  This  change 
in  the  patient's  condition,  a  possible  symptom  of 
aspiration,  was  not  reported  to  the  physician. 
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On  12/12/08,  an  LPN  visited  the  patient  and 
documented  that  the  patient  had  fine  crackles. 
The  LPN  documented  that  she  reported  these 
abnormal  lung  sounds  to  the  physician  and  as  a 
result  the  physician  requested  that  the  patient  go 
to  the  emergency  room  for  an  x-ray  to  rule  out 
aspiration  pneumonia.  The  patient  refused  to  go 
due  to  a  lack  of  transportation.  Although, 
transportation  was  arranged,  the  patient  refused 
to  go  to  the  emergency  room.  There  is  no 
evidence  that  the  LPN  discussed  the  above 
findings  with  the  RN  case  manager  and  no 
evidence  that  the  RN.  case  manager  developed  a 
plan  to  ensure  that  the  patient  received  a  chest 
x-ray  to  rule  out  aspiration  pneumonia. 

On  12/16/08,  the  social  worker  visited  the  patient 
to  evaluate  the  need  for  transportation  assistance 
and  was  informed  by  the  patient's  wife  that  the  . 
patient  was  eating  and  drinking.  During  the  social 
work  visit,  the  patient's  physician  called  the 
patient  and  again  stated  that  the  patient  needed  a 
chest  x-ray.  Although  the  social  worker  reported 
this  to  the  RN  case  manager,  evidence  is  lacking 
that  she  develop  a  plan  . in  collaboration  with  the' 
physician  to  ensure  that  the  obtained  a  chest 
x-ray. 

Additionally,  although  the  skilled  nurse  visited  the 
patient  3  times  a  week  between  12/17/08  to 
01/14/09,  evidence  is  lacking. that  the  patient  ever 
had  the  chest  x-ray  done  to  rule  out  pneumonia  or 
the  the  RN  case  manager  communicated  this  to 
the  physician. 

On  1/14/09  however,  an  LPN  visited  the  patient 
and  documented  that  the  patient  had  diminished 
lung  sounds,  and  was  started  on  an  antibiotic  on 
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1/12/09.  ■  The  LPN  documented  on  a  case 
communication  note  dated  01/14/08  that  the 
patient  told  her  "this  pneumonia  is  viral  related, 
not  aspiration".  Evidence  is  lacking  that  the.RN 
case  manager  assessed  the  patient's  condition  or 
consulted  with  the  physician  to  determine  if  the 
antibiotics  were  started  due  to  aspiration 
pneumonia. 

This  record  was  reviewed  with  the  acting 
Administrator  and  Supervising  Nurses  on 
02/1 1/09.  No  further  information  was  provided. 


4.  Patient  #  33  was  admitted  to  the  agency  on 
12/03/08  with  diagnoses  of  dementia,  and  mental 
retardation.  The  lack  of  case 
management/coordination  by  the  skilled  nurse 
and  a  lack  of  communication  between  the 
disciplines  has  led  to  the  following: 

-  lack  of  specific  plan  to  ensure  that  the  patient's 
psycho/social  needs  are  met 

-  lack  of  a  plan  to  ensure  that  the  patient  is  safe 
in  his  home  when. the  caregiver  is  unavailable 

On  12/03/08  the  skilled  nurse  visited  the  patient 
and  documented  that  the  patient  was  very 
forgetful;  his  mental  status  was  deteriorating,  he 
was  dependent  on  his  wife  for  everything;  he  had 
a  history  of  suicide  attempts,  and  his  wife  was 
overwhelmed.  The  12/03/08  plan  of  care 
specified  a  social  work  evaluation  was  to  be 
conducted  within  7  days  of  admission.  Evidence 
is  lacking,  however,,  the  skilled  nurse  coordinated 
with  the  social  worker  and  identified  that  the 
social  work  evaluation  had  not  been  conducted 
until  12  days  after  admission  on  12/15/08. 
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On  12/15/08  the  social  worker  conducted  an  initial 
assessment,  and  identified  that  the  wife  was 
"burned  out" .  Additionally,  the  social  worker 
documented  that  the  patient  was  being  left  alone 
on  Tuesdays  and  Thursdays  when  the  wife 
attended  classes,  and  that  the  wife  was 
questioning  the  patient's  safety  during  these 
times.  Evidence  is  lacking  that  the  social  worker 
communicated  this  to  the  skilled  nurse,  and 
evidence  is  lacking  that  the  SN  or  the  social 
worker  ever  assessed  whether  the  patient  was 
safe  being  left  alone,  or  coordinated  a  plan  to 
address  the  caregiver's  stress. 

Additionally,  the  social  worker  documented  that 
she  would  refer  the  patient  to  the  Department  of 
Social  Services  (DSS)  Personal  Care  Aide 
program  for  the  Tuesdays  and  Thursdays  when 
the  patient  was  being  left  alone.  Evidence  is 
lacking:  that  this  plan  was  communicated  to  the 
skilled  nurse,  that  the  DSS  evaluation  ever 
occurred,  or  that  a  plan  was  coordinated  to 
ensure  the  patient  was  safe  until  the  DSS 
evaluation  was  conducted. . 

On  01/07/08  the  skilled  nurse  documented  in  the 
Discharge  Summary  to  the  physician  that  "all 
possible  services  were  in  place".  Evidence  is 
lacking  however,  that  the  skilled  nurse  and  social 
worker  developed  a  safe  discharge  plan  for  the 
patient.  Specifically,  the  skilled  nurse  and  social 
worker  failed  to  identify  and  report  to  the 
physician,  that  the  patient  had  been  discharged 
from  home  care  services  prior  to  the  DSS 
services  being  in  place,  that  the  patient's  safety 
status  was  in  question,  and  that  the  primary 
caregiver  was  stressed. 

Additionally,  the  "Discharge  Summary"  which 
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was  sent  to  the  physician  indicated  the  patient 
was  compliant  with  his  diabetes  management 
plan  most  of  the  time,  which  included  finger  stick  . 
blood  sugar  testing  2  times  per  day,  and  insulin 
injections  on  a  sliding  scale  2  times  per  day.  The 
"Discharge  Assessment",  however,  which  was 
completed  on  the  same  day,  indicated  the  patient 
failed  to  perform  his. diabetic  regime  at  least  one 
time  per  week. 

On  02/06/09  the  surveyor  interviewed  the  social 
worker.  The  social  worker  stated  that  it  was  a 
"hard  call"  to  determine  if  the  patient  was  safe  at 
home  alone,  but  that  she  did  not  feel  that  any 
additional  social  work  visits  were  needed. 

On  02/06/09  the  surveyor  interviewed  the 
Department  of  Social  Services  caseworker,  who 
confirmed  that  they  had  not  yet  assessed  the 
patient. 

The  patient  record  was  reviewed  with  the  acting 
Administrator  and  the  Supervising  Nurses  on 
02/09/09.  No  additional  information  was  provided. 
484.14(g)  COORDINATION  OF  PATIENT 
SERVICES 

The  clinical  record  or  minutes  of  case 
conferences  establish  that  effective  interchange, 
reporting,  and  coordination  of  patient  care  does 
occur. 


This  STANDARD  .is  not  met  as  evidenced  by: 
Based  on  a  review  of  41  patient  records,  agency 
policies  and  interviews  with  the  acting 
Administrator  and  Supervising  Nurses,  evidence 
is  lacking  in  41  records,  that  case  conferences 
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are  consistently  being  conducted  as  outlined  in 

agency  policy  and  procedures  and  that  there  is  a 

"mechanism  for  effectively  communicating 

changes  in  the  patient's  condition.  Patients  # 

1-41. 

The  agency's  Coordination. of  Care/Case 
Management  policy  indicates  that  case 
conferences  will  take  place:  at  the  time  of 
admission,  at  least  every  60  days  throughout  the 
course  of  care,  prior  to  discharge,  and  more 
frequently  if  necessary. 

Lack  of  adequate  coordination  of  care  and  case 
management  has  the  potential  for  unmet  patient 
needs  and  possible  negative  patient  outcomes. 

During  interviews  conducted  with  the  acting 
Administrator  and  Supervising  Nurses  on 
02/04/09,  the  Supervising  Nurses  stated  that  until 
1/16/09,  the  case  conferences  were  completed  in 
a  group  setting  with  all  disciplines.  The 
documentation  of  the  case  conferences  contained 
in  the  clinical  records  for  all  patients  lacked  a 
discussion  of  the  patient's  progress  towards  goals 
and  was  more  of  a  report  of  the  patient's  current . 
status.  The  Supervising  Nurse  stated  that  as  of 
01/16/09,  the  case  conferences  are  being 
conducted  by  one  on  one  meetings  with  the 
skilled  nurse.  A  review  of  the  documentation  of 
."summary/case  conference  reports"  for  January 
2009,  identified  that  the  documentation  remained 
incomplete  and  the  case  conference  reports  were 
not  signed  by  the  Supervising  Nurse  who  met  with 
the  skilled  nurse. 

484.16  GROUP  OF  PROFESSIONAL 
PERSONNEL 
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This  CONDITION  is  not  met  as  evidenced  by: 
o  Failure  to  participate  in  an  annual  evaluation  of 
the  agency's  program,  including  a  review  of  the 
agency's  policies  and  procedures,  quality  of 
services  provided,  and  personnel  qualifications 
G153 

o  Failure  to  evaluate  if  agency  policy  and 
procedure  revision  is  necessary 

6  Failure  to  review  the  results  of  agency  clinical 
record  audits,  develop  appropriate  action  plans  to 
resolve  areas  in  need  of  improvement,  and 
evaluate  the  effectiveness  and  need  to  revise 
actions  plans  G 153,  250 

o  Failure  to  advise  the  agency  on  professional 
issues.  G154 

o  Failure  to  evaluate  the  use  of  community 
resources  and  assist  the  agency  in  maintaining 
liaison  with  the  community  G1 54 

The  cumulative  effect  of  the  agency's  lack  of  a 
functional  Professional  Advisory  Committee  to 
advise  the  agency  on  quality  of  care  issues, 
resulted  in  negative  outcomes  for  seven  patients: 
#1,  2,  6, 26,  27,  30,  37  and  the  potential  for 
negative  outcomes  for  the  agency's  patient 
population  and  the  potential  for  unmet  patient 
needs. 

484.16  GROUP  OF  PROFESSIONAL  . 
PERSONNEL 

A  group  of  professional  personnel  includes  at 
least  one  physician  and  one  registered  nurse 
(preferably  a  public  health  nurse),  and 
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Revised  PI  program  and  PAC  to  include  the 
following  measures: 


a.) 
b-) 
c) 

d.  ). 

e.  ) 

reports 

g.  ) 

h.  ) 


Clinical  Record  Review  results 
New  orientation  chart  audits 
Personnel  file  audits 
Quarterly  policy  reviews 
RN  case  management  case  load 


Results  of  the  monthly  team  audits 
Adverse  events 

Trends  of  complaints,  incidents  and 
infections 

i.)        Inclusion  of  the  AVP  of  Regulatory 
Affairs  a  member  of  the  governing  body  is  a 
member  of  the  PAC  committee.  ,' 
j.)       Pac  meetings  are  held  quarterly. 
The  committee  will  make  recommendations  i 
on  areas  req  uiring  improvement  that  are 
below  expected  performance/benchmark, 
k.)       The  Governing  body  will  review 
action  plans  to  determine  if  they  are 
appropriate  to  return  the  deficient  area  to 
compliance. 


Governing  Body  weekly  calls  with  the  VP  of  j 
Clinical  Operations;  the  AVP  of  Regulatory 
Affairs;  the  RVP  of  operations  will  be  held 
with  the  Administrator  until  the  conditions  are 
lifted  and  then  become  monthly.  The 
members  of  the  calls  will  be  sent  Chart  audit 
results;  orientation  chart  audit  results  and 
case  manager  case  load  reports.  These 

calls  will  be  documented  by  the  governing 
body. 

The  Administrator  is  responsible  for  all  of  the 
above  outcomes. 
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appropriate  representation  from  other 
professional  disciplines,  v 

This  STANDARD  is, not  met  as  evidenced  by: 
Based  on  a  review  of  the  Agency's  June  3,  2008 
Annual  Program  Evaluation  for  2007  and  the 
minutes  of  the  Professional  Advisory  Committee 
(PAC)  meetings  for  2007  and  2008,  and 
interviews  with  the  agency  Administrator  and 
Acting  Director  of  Clinical  Management  (ADCM) 
on  February  5,  2009,  evidence  is  lacking  that  the 
agency's  PAC  conducts  an  annual/ongoing 
review  of  the  services  provided  by  the  agency  and 
its  two  branches: 

During  an  interview  with  the  acting  Director  of 
Clinical  Management  on  February  5,  2009,  who 
was  functioning  as  the  agency  Quality 
Improvement  Director  up  until  February  4,  2009, 
the  ADCM  stated  that  the  agency  supervisors 
conduct  all  clinical  audits  and  develop  an  action  . 
plan  to  address  quality  issues.  She  stated  that 
this  information  is  then  shared  with  the 
Professional  Advisory  Committee  on  a  quarterly 
basis. 

Review  of  the  PAC  minutes  for  meetings  on 
March  3,  2008,  June  3,  2008,  September  23,  . 
2008,  and  December  2,  2008,  lacks  evidence 
that  the  committee  is  reviewing  results  of  the 
trended  data  and  following  a  consistent  process  . 
for  the  resolution  of  problem  areas.  Specifically: 

-  The  trended  data  report  for  the  3rd 
quarter  of  2008  identifies  unacceptable 
percentages  in  the  following  areas  in  Liverpool 
and  its  two  branches:  clinical  notes  show 

G  152 

4 

G  151  484.16  Group  of  Professional 
Personnel 

This  includes  G  tags  152  153, 154. 

The  2008  annua!  program  evaluation  will  be] 
completed  by  members  of  the  governing 
body  the  AVP  of  Regulatory  Affairs,  the  VP 
of  Clinical  Operations  and  the  Administrator. 
The  review  of  this  document  will  be  reflected 
in  the  minutes  of  the  first  quarter  2009  PAC 
meeting  which  will  be  held  May  19th.  . 

The  summary  of  the  quarterly  statistics  from 
the  chart  audits  will  be  presented  and  an 
action  plan  developed  to  improve  areas 
identified  as  needing  improvement  The 
improvement  will  be  monitored  through 

comprehensive  monthly  chart  audit  results 
^jare  the  quarterly  comprehensive  chart  audits 
(that  are  broken  down  into  monthly  audits  for 
each  quarter  so  that  auditing  is  continuous) 

%^fof  each  team's  patient  census  will  be 
reviewed  monthly.  The  RC  2  will  assign  the 
audits  the  team.  The  outcome  of  these 

'  audits  will  be  discussed  at  the 
muitidisciplinary  monthly  clinical  record 
review  meeting.  Areas  identified  needing 
improvement  will  have  an  action  plan  to 
improve  the  documentation.  The  meetings  ' 
will  have  minutes  and  the  minutes  will  be 
reviewed  at  each  sequential  meeting  to 
ensure  the  actions  have  been  completed 
that  we  assigned  the  previous  month.  Each  ; 
monthly  audit  score  will  be  combined  to 
provide  the  quarterly  audit  score. 
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evidence  of  following  the  plan  of  care  (68%); 
complete  wound  assessment  (75%): 
physician/supervisor  notified  of  changes  in  patient 
condition  (79%);  Home  Health  Aide  notes  follow 
the  personal  care  plan  (71%);  Home  Health  Aide 
is  supervised  every  14.days  (71  %). 

Minutes  of  the  PAC  meeting  for  the  3rd  quarter 
of  2008,  dated  December  2,  2008  state:  " 
Director  of  Performance  Improvement  reviewed 
and  discussed  the  Quarterly  audit  report  and. 
action  plan;  Plan  of  Treatment  being  followed 
remains  an  area  of  concern  for  all  branches. 
Plans  to  correct  the  areas  of  improvement 
reviewed  and  discussed".  However,  there  is  no 
evidence  that  each  of  the  areas  above  were 
discussed  and  an  appropriate  action  plan 
identified. 

-  The  trended  data  report  for  the  4th 
quarter  identified  unacceptable  percentages  in 
the  following  areas  for  Liverpool  and  its  two 
branches:,  clinical  notes  show  evidence  of 
following  the  plan  of  care  (47%);  complete  wound 
assessment  (67%);  physician/supervisor  notified 
of  any  changes  in  patient  condition  (58%);  Home 
health  Aide  notes  follow  the  personal  care  plan  ' 
(81%);  Home  Health  Aide  is  supervised  every  14 
days  (80%). 

The  Professional  Advisory  Meeting  minutes  were 
not  available  at  the  time  of  the  survey,  the 
performance  improvement  action  plan,  failed  to 
identify  that  there  had  been  a  significant  decline 
in:  clinical  notes  showing  evidence  of  following 
the  plan  of  care;  wound  assessments;  and 
physician/supervisor  notification  of  changes  in 
patient  condition  from  the  third  quarter.  The 
action  plan  also  lacked  reference  to  or  an 


G  152 


TheAcommittee  has  expanded  to  have 
representation  from  the  Therapy  Rehab 
Directors,  an  OT;  a  sales  team  member  so 
they  can  see  how  the  referral  process 
impacts  PI,  an  open  invitation  to  any  field 
staff  who  want  to  attend^  We  are  currently 
searching  for  a  community  representative. 

The  Administrator/DPS  is  responsible  for  the 
chart  audit  outcomes  and  improvement. 
Continued  non-compliance  will  result  in 
disciplinary  actions  up  to  and  including 
termination  and  the  documentation  of  this 
disciplinary  action  will  be  placed  in  the 
personnel  file. 
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evaluation  of  the  action  plan  from  the  previous 

quarter  to  determine  why  the  trended  data  was 

showing  no  improvement  in  the  agency's 

performance.. 

Failure  of  the  agency  to  ensure  that  the 
Professional  Advisory  Committee  reviews 
agency  polices  and. procedures  and  participates 
in  the  review  of  the  agency's  program,  may  result 
in  negative  outcomes  for  the  patient  population. 
484.16  GROUP  OF  PROFESSIONAL 
PERSONNEL 

The  group  of  professional  personnel  establishes 
and  annually  reviews  the  agency's  policies 
governing  scope  of  services  offered,  admission 
and  discharge  policies,  medical  supervision  and 
plans  of  care,  emergency  care,  clinical  records, 
personnel  qualifications,  and  program  evaluation. 
At  least  one  member  of  the  group  is  neither  an 
owner  nor  an  employee  of  the  agency. 


This  STANDARD  is  not  met  as  evidenced  by: 
See  G  1 54 

Failure  of  the  agency  to  ensure  that  the 
Professional  Advisory  Committee  reviews 
agency  polices  and  procedures  and  participates 
in  the  review  of  the  agency's  program,  may  result 
in  negative  outcomes  for  the  patient  population. 
484.16(a)  ADVISORY  AND  EVALUATION 
FUNCTION 

The  group  of  professional  personnel  meets 
frequently  to  advise  the  agency  on  professional 
issues,  to  participate  in  the  evaluation  of  the 
agency's  program,  and  to  assist  the  agency  in 
maintaining  liaison  with  other  health  care 
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providers  in  the  community  and  in  the  agency's 

community,  information  program. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  the  Agency's  2008  Annual 
Program  Evaluation  for  2007  and  the  minutes  of 
the  Professional  Advisory  Committee  (PAC) 
meetings  for  2007  and  2008,  and  interviews  with 
the  agency  Administrator  and  Acting  Director  of 
Clinical  Management  on  February  5,  2009, 
evidence  is  lacking  that  the  agency's  PAC 
conducts  an  annual/ongoing  review  of  the 
services  provided  by  the  agency  and  its  two 
branches. 

Specifically, 

-  Minutes  of  the  PAC  meetings  and  the 
report  of  the  agency's  Annual  Program  Evaluation 
lack  evidence  that  the  PAC  committee  is 
reviewing  agency  policies  and  procedures. . 
There  is  no  evidence  the  PAC  reviews  all  of  the 
agency 's  policies  and  makes  a  determination  of 
the  effectiveness,  appropriateness,  and  adequacy 
of  those  policies.  Although  the  PAC  committee 
completes  a  corporate  form  for  the  annual  review, 
there  is  no  evidence  on  what  basis/information 
the  evaluation  is  performed.  Questions  such  as 
"were  patient  care  services  appropriate"  are 
checked  "yes"  and  "comments/ 
recommendations:"  are  typed  "none". 

-  Evidence  is  lacking  the  PAC  advises  the 
agency  on  ways  to  maintain  liaisons  with  the 
community.  The  Annual  Program.  Evaluation 
includes  a  section  which  states:  "Comments 
regarding  service  patterns  and  location  responses 
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Continued  From  page  41 

to  changing  community/clieht  care  needs"  .  This 

area  is  left  blank: 

-  There  is  no  evidence  the  PAC  provides 
advise  to  the  agency  on  professional  and  clinical 
issues,  either  in  the  minutes  of  PAC  meetings  or 
in  the  body  of  the  Annual  Program  Evaluation 
report. 

Failure  of  the  agency  to  ensure  that  the 
Professional  Advisory  Committee  reviews  agency 
polices  and  procedures  and  participates  in  the. 
review  of  the  agency's  program,  may  result  in 
negative  outcomes  for  the  patient  population.  . 
484.18  ACCEPTANCE  OF  PATIENTS,  POC, 
MED  SUPER 


This  CONDITION  is  not  met  as  evidenced  by: 
o  Failure  to  consistently  follow  a  written  plan  of 
care.  G158 

o  Failure  to  implement  a  system  which  ensures: 
that  plans  of  care  are  comprehensive  and 
address  each  patient's  needs.  This  survey 
identifies  the  agency's  failure  to  develop 
individualized  plans  of  care  which  include  specific 
interventions  necessary  to  adequately  assess  and 
treat  patient  conditions  and  address  significant 
patient  symptoms.  G1 59 

o  Failure  to  consistently  alert  the  physician  when 
changes  in  the  patient's  condition  suggest  a  need, 
to  modify  the  plan  of  care.  G164 


The  cumulative  effect  of  these  systemic  problems 


G  154 


Revised  PI  program  and  quarterly  PAC  to 
include  the  following  measures: 

Clinical  Record  Review  results 
New  orientation  chart  audits 
Personnel  file  audits 
Quarterly  policy  reviews 
RN  case  management  case  load 

Results  of  the  monthly  team  audits 
Adverse  events 

Trends  of  complaints,  incidents  and 
infections 

i.)       inclusion  of  the  AVP  of  Regulatory 
Affairs  a  member  of  the  governing  body  is  a 
member  of  the  PAC  committee, 
j.)       PAC  meetings  are  held  quarterly. 
The  committee  will  make  recommendations  ■ 
on  areas  requiring  improvement  that  are  ; 
below  expected  performance/benchmark, 
k.)      The  Governing  body  will  review 
action  plans  to  determine  if  they  are 
appropriate  to  return  the  deficient  area  to 
compliance. 

1 00%  review  by  the  MCP  ot  an 
SOC  assessments  and  the  POT  to  ensure 
accuracy  and  that  the  POT  is  appropriate ' 
based  on  the  assessment.  This  will  be 
documented  on  the  SOC  tool. 

SOC  case  conference  within  the 

first  week  of  care  to  review  the  POC  is 
appropriate  to  meet  the  patient's  needs 
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Continued  From  page  42 
in  the  development  and  implementation  of  the 
plan  of  care  resulted  in  a  negative  outcomes  for 
seven  patients:  #  1,  2,  6,  26,  27,  30,  37  and  the 
potential  for  negative  outcomes  for  the  agency's 
entire  patient  population  and  the  potential  for 
unmet  patient  needs. 

484.18  ACCEPTANCE  OF  PATIENTS,  POC, 
MED  SUPER 

Care  follows  a  written  plan  of  care  established 
and  periodically  reviewed  by  a  doctor  of  medicine, 
osteopathy,  or  podiatric  medicine. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  41  clinical  records  and 
interviews  with  the  Supervising  Nurses  and  acting 
Administrator,  evidence  is.  lacking  in  18  records 
that  the  plan  of  care  developed  by  the  physician  is 
followed  by  all  disciplines  providing  care.  Patients 
#  1,  2,  5,  6,  9,  10,  16,  17,  19,  23,  29-33,  37,  40, 
41.  /     ■  : 

Failure  to  to  ensure  that  the  plan  of  care  is 
followed  has  led  to  a  negative  outcome  for  patient 
#30  and  the  potential  for  negative  outcomes  for 
the  agency's  patient  population. 

1 .  Patient  #  30  was  admitted  to  the  agency  on 
1 1/29/08  with  a  primary  diagnosis  of  non-heaiing 
surgical  wound  and  secondary  diagnoses  of 
insulin  dependent  diabetes,  hypertension,  chronic 
bronchitis,  long  term  use  of  anticoagulant  and 
therapeutic  drug  monitoring.  The  plan  of  care 
stated  skilled  nursing  visits  1  to  3  times  a  week  . 
for  3  weeks  then  2  times  a  month. 

The  skilled  nurse  failed  to  assess  the 
effectiveness  of  the  patient's  pain  management  j 


G  156 


G  158 


As  issues  are  identified  field 
supervision  will  occur  by  the  MCP/designee 
with  the  clinicians.  These  include  but  are  not 
limited  to:  with  lack  of  quality  documentation 
and  care  issues;  patients  who  have 
verbalized  a  compliant  with  services;  New 
staff  within  60  -90  days  and  existing  staff  will 
have  their  yearly  supervisory  visits  per 
policy. 


To  ensure  return  to  compliance  with 
following  the  plan  of  care  educational 
sessions  have  been  provided  to  the  field 
staff.  These  include  Care  coordination  and 
following  the  plan  of  care.  See  tag  #  1  HO 
Through  this  education  and  training 
evidence  of  the  knowledge  transfer  will  be 
identified  through  the  chart  audit  process. 
Clinicians  showing  trends  and  patterns  with 
following  the  plan  of  care  will  be  placed  on 
focus  review  by  their  MCP  and  will  meet  with 
the  MCP/designee  until  audit  scores  return 
to  benchmark. 

The  Administrator/DPS  will  place  clinicians 
with  continued  non-compliance  despite 
above  interventions  will  be  disciplined  up  to 
and  including  termination.  This  will  be 
documented  and  placed  in  the  personnel  file. 
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Continued  From  page  43 
regimen  and  compliance  with  the  4  pain 
medications  ordered  including:  Fentanyl  patch, 
Methadone,  Lyrica,  and  a  Lidoderm  patch. 

Failure  of  the  skilled  nurse  to  adequatly  assess 
pain  management  as  outlined  in  the  plan  of  care 
resulted  in  the  patient  experiencing  uncontrolled 
pain  from  1 1/29/08  to  01/06/09. 

Specifically,  the  skilled  nurse  visited  the  patient  7 
times  between  1 1/29/08  and  01/06/09  and 
documented  that  the  patient  had  a  pain  intensity 
of  1 0  on  a  scale  of  0  to  1 0.  The  skilled  nurse 
failed  to  assess  the  patient's  use  of  each  pain 
medication  and  failed  to  contact  the  physician  to 
report  the  patient's  uncontrolled  pain. 

Additionally,  the  skilled  nurse  failed  to  follow  the 
plan  of  care  as  follows: 

During  the  initial  nursing  assessment  the. skilled 
nurse  documented  that  the  patient  had  6  wounds: 
two  wounds  located  on  the  left  stump  and  4 
wounds  located  on  the  right  lower  extremity 
including  the  shin,  ankle  and  foot.  Evidence  is 
lacking  that  the  skilled  nurse  provided  treatments 
and  assessments  as  outlined  in  the  plan  of  care 
as  follows. 

-  the  skilled  nurse  visited  the  patient  6  times 
between  l2/03/08.and  1/06/09.  Evidence  is 
lacking  that  the.skilled  nurse  ever 
observed/assessed  the  4  wounds  located  on  the 
patient's  right  lower  extremity. 

-  the  plan  of  care  included  monitoring  of  the 
patient's  compliance  with  blood  sugar  testing  and 
administration  of  regular  insulin  coverage  4  times 
a  day.  There  is  no  evidence  that  the  skilled  nurse 


G  158 


The  MCP  and  RN/PT  case  manager  is  to 
be  contacted  for  changes  in  patient 
condition.  The  MCP  will  ensure  that  a 
follow-up  visit  for  assessment  has  been 
scheduled  by  the  case  manager.  The 
case  manager  is  to  contact  the  MCP  with 

the  outcome  of  that  visit.    The  MCP  or 
patient  case  manager  will  contact  the  MD. 

The  missed  visit  report  which  is  run  weekly 
by  the  scheduling  staff  will  identify  if  RN 
visits  were  not  completed  as  it  identifies 
the  clinician  that  missed  the  visits.  The 
MCP/designee  will  contact  the  clinician  to 
determine  why  the  visit  was  not 
completed. 

•  All  MD  orders  must  be  followed  or  if  not 
able  to  a  written  note/case 
communication  must  be  completed  to 
state  why  the  POC  was  not  followed. 

•  The  POC  must  be  followed  exactly  as 
written 

•  The  POC  must  be  holistic  and  identify 
all  patients'  needs 

•  Changes  in  patient's  condition  must  be 
assessed  by  a  RN/PT  and  reported  to 
the  MD  for  any  changes  in  the  orders. 

This  will  be  monitored  through  the  chart 
audit  process.  See  G  tag  #250 

The  Administrator/DPS  is  responsible  for  the  , 
compliance  with  MD  orders.  Continued  non-  \ 
compliance  will  result  in  disciplinary  actions  \ 
up  to  and  including  termination  and  the 
documentation  of  this  disciplinary  action  will 
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assessed  the  frequency  for  blood  sugar 
monitoring  or  that  the  patient  was  correctly 
administering  insulin  per  .the  sliding  scale  as 
outlined  in  the  plan  of  care. 

-  the  plan  of  care  includes  measuring  of  the  right 
lower  extremity  edema  at  each  visit  and  reporting 
changes  to  the  physician.  The  skilled  nurse  failed 
to  measure  the  patient's  right  lower  extremity 
during  skilled  nursing  visits  between  12/03/08  to . 
01/06/09. 

This  record  was  reviewed  with  the  acting 
Administrator  and  the  Supervising  Nurses  on 
02/04/09.  No  further  information  was  provided. 

2.  Patient  #  19  was  admitted  to  the  agency  on 
09/19/08  with  a  primary  diagnosis  of  late  effect 
cerebrovascular  accident  and  secondary 
diagnoses  of  type  II  diabetes,  hypertension  and 
peripheral  vascular  disease.  The  plan  of  care 
included:  skilled  nursing  visits  in  decreasing 
frequency  from  3  times  a  week  for  2  weeks  to  2 
times  a  week  for  2  weeks  and  once  a  week  for  1 
week;  physical  therapy,  speech  therapy,  and 
occupational  therapy  services.  The  plan  of  care 
also  included  enteral  feeding  with  5  cans  of 
feeding/day  via  a  percutaneous  endoscopic 
gastrostomy  (PEG)  and  nothing  by  mouth  (NPO); 
2  wounds,  pne  wound  requiring  daily  dressing 
changes  performed  by  the  patient's  caregiver. 

Skilled  nurse  failed  to  consistently  assess  the 
following  as  outlined  in  the  plan  of  care: 

-  nutritional  status  including  a  consistent 
assessment  of  the  enteral  feeding  status  and  the 
spouse's  ability  to  administer  feedings. 
Specifically,  during  skilled  nursing  visits 

G  158 
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Continued  From  page  45 
conducted  between  09/19/08  to  10/11/08,  the 
skilled  nurse  failed  to  assess  and  document  the 
type  and  amount  of  tube  feeding  administered  by 
the  patient's  spouse  or  if  the  patient  was 
remaining  NPO.  The  skilled  nurse  documented 
that  on  1 0/1 5/08,  the  patient  was  eating  solid 
food.  Evidence  is  lacking  that  this  was  reported 
to  the  physician  or  that  patient  was  educated 
regarding  the  risks  of  choking  or  aspiration. 

-  status  of  the  heel  wound  and  the  spouse's 
ability  perform  wound  care  to  trie  right  heel  daily 

-  status  of  the  peg  tube  insertion  site.  The  skilled 
nurse  failed  to  assess  the  condition  of  the  skin 
surrounding  the  insertion  site  and  failed  to  assess 
if  the  patient's  spouse  is  consistently  providing 
"peg  tube  care" 

-  status  of  medication  administration/compliance. 
Specifically,  the  plan  of  care  states  that  patient's 
medications  are  to  be  taken  orally,  however,  the 
patient  is  NPO. 

-  compliance  with  the  twice  daily  blood  sugar 
monitoring  and  insulin  administration 

Failure  of  the  skilled  nurse  to  follow  the  plan  of 
care  and  provide  adequate  assessment  has 
placed  the  patient  at  risk  for  aspiration 
pneumonia.  Specifically,  on  12/12/08,  the  skilled 
nurse  documented  a  change  in  the  patient's  lung 
sounds  including  crackles  throughout  his  lungs, 
the  physician  requested  that  the  patient  go  to  the 
emergency  room.  There  was  no  follow-up  by  the 
skilled  nurse  and  no  evidence  of  treatment  until 
one  month  later  on  01/14/09  when  the  skilled 
nurse  documented  that  the  patient  was  placed  on 
antibiotics.  Additionally,  evidence  is  lacking  that 
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the  skilled  nurse  ever  communicated  with  the 

physician. 

This  record  was  reviewed  with  the  acting 
Administrator  and  the  Supervising  Nurses  on 
02/09/09.  No  further  information  was  provided. 

* 

3.  Patient  #  29  was  admitted  to  the  agency  on 
11/04/08  with  a  primary  diagnosis  of  physical 
therapy  and  secondary  diagnoses  of 
hypertension,,  osteoarthritis  and  a  history  of  falls. 
The  plan  of  care  included  physical  therapy  visits  3 
times  a  week  for  4  weeks,  then  2  times  a  week 
for  2  weeks.  Evidence  is  lacking  that  the  physical 
therapist  visited  the  patient  at  the  frequency 
specified  in  the  plan  and  following  a  fall  in  which 
the  patient  sustained  a  laceration  to  the  hand  and 
a  black  eye. 

Specifically,  the  physical  therapist  only  visited  the 
patient  twice  a  week  between  1 1/08/08  to 
12/03/08  not  3  times  a  week. as  outlined  in  the 
plan.  Additionally,  there  were  no  physical  therapy 
visits  in  the  clinical  record  after  the  12/03/08  visit 
and  the  plan  of  care  specified  that  physical 
therapy  visits  should  continue  until  12/16/08, 
which  was  6  weeks. 

The  clinical  record  did  contain  a  summary/case 
conference  report  note  dated  12/10/08  written  by 
the  physical  therapy  assistant  (PTA).  In  the  case 
conference  note,  the  PTA  documented  that  she 
called  the  patient  on  12/05/08  to  schedule  a  visit 
and  was  told  by  the  patient  that  she  fell  the  day 
before,  suffered  a  laceration  to  the  right  hand 
requiring  stitches  and  a  black  eye.  Evidence  is 
lacking  that  the  physical  therapist  continued  to 
visit  the  patient  at  the  frequency  stated  in  the  plan 
of  care  or  assessed  the  need  to  update  the  plan 
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of  care  to  include  a  referral  to  skilled  nursing  to 

assess  the  patient's  hand  laceration. 

During  the  record  review  on  01/20/09,  the 
surveyor  could  find  no  further  documentation 
since  the  12/10/08  case  conference  document 
and  requested  the  additional  information  from  the 
Supervising  Nurse. 

On  01/21/09,  the  Supervising  Nurse  gave  the 
surveyor  a  document  which  stated  that  the  patient 
was  discharged  from  the  agency  on  12/05/08. 
The  surveyor  asked  the  Supervising  Nurse:  why 
the  document  was  not  in  the  clinical  record;  why 
documentation  of  a  case  conference  held  on 
12/10/08  was  in  the  record;  and  why  the  patient 
was  on  the  active  patient  roster  if  discharged  on 
12/05/08.  The  Supervising  Nurse  could  not 
answer. 

On  01/22/08,  at  2:30  pm,  the  surveyor  interviewed 
the  physical  therapist  case  managing  the  patient. 
The  physical  therapist  stated  that  he  did  not  go 
back  to  see  the  patient  and  that  he  could  not 
explain  why  the  clinical  record  contained  a  case 
conference  note  dated  12/10/08  which  states  that 
the  physical  therapist  will  revisit  the  patient. 

Additionally,  evidence  is  lacking  that  the  physical 
therapist  developed  a  safe  discharge  plan 
following  the  patient's  fall  on  1 2/4/08. 
484.18(a)  PLAN  OF  CARE  ■ 

The  plan  of  care  developed  in  consultation  with 
the  agency  staff  covers  al!  pertinent  diagnoses, 
including  mental  status,  types  of  services  and  . 
equipment  required,  frequency  of  visits, 
prognosis,  rehabilitation  potential,  functional 
limitations,  activities  permitted,  nutritional 
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Continued  From  page  48 
requirements,  medications  and  treatments,  any 
safety  measures  to  protect  against  injury, 
instructions  for  timely  discharge  or  referral,  and 
any  other  appropriate  items. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on. a  review  of  41  clinical  records, 
interviews  with  the  Supervising  Nurses  and  acting 
Administrator,  evidence  is  lacking  in  23  records  . 
that  the  plan  of  care  is  of  sufficient  scope  to 
adequately  meet  the  needs  of  the  patient. 
Patients  #  1,  3-6,  8,  9,  10,  12,  14,  15,  21,  23,  24, 
25,  27,  28,  30,  32,  38,  39,  40,  41 . 

Failure  to  ensure  that  an  adequate  plan  of  care  is 
developed  to  meet  the  needs  of  the  patient  has 
the  potential  for  negative  outcomes  for  the 
agency's  patient  population. 

Home  Visit 

1 .  Patient  #  1  was  admitted  to  the  agency  on 
1 1/26/08  with  a  primary  diagnosis  of  urinary  tract 
infection  and  secondary  diagnoses  of  C-5  -  C-  7 
quadriplegia  and  neurogenic  bladder  and  bowel. 
The  patient  has  a  history  of.emergent  care  due  to 
symptoms  related  to  autonomic  dysreflexia,  a  life 
threatening  condition  associated  with  a  spinal 
cord  injury.    The  plan  of  care  dated  1 1/26/08 
included  skilled  nursing  visits  1  time  a  week  for  1 
week,  3  times  week  for  3  weeks,  2  times  a  week 
for  2  weeks  then  1  time  a  week  for  2  weeks. 

The  plan  of  care  failed  to  include  the  following 
which  placed  the  patient  at  risk  for  negative 
outcomes  resulting  in  hospital  admissions  related 
to  the  spinal  cord  injury: 
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Comprehensive  OASIS  training  is  provided 
each  month  to  new  and  current  clinicians 
needing  reinforcement  This  training 
includes  identification  of  patient  needs. 
Issues  will  be  identified  using  the  SOC  audit 
tool.  Deficient  practices  specific  to  a 
clinician  will  result  in  the  RN  meeting  with  the 
MCP/designee  to  do  the  corrections  required 
and  that  the  follow-up  is  complete 

The  Administrator/DPS  is  responsible  for  s 
compliance.  Continued  non-compliance  will : 
result  in  disciplinary  actions  up  to  and 
including  termination  and  the  documentation 
of  this  disciplinary  action  will  be  placed  in  the 
personnel  file. 
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-  direction  for  the  skilled  nurse  to  observe  and 
report  symptoms  of  autonomic  dysreflexia  to  the 
physician.  The  symptoms  are  potentially  life 
threatening  and  include  the  following:  high  blood 
pressure,  blurred  vision,  pounding  headache, 
nasa!  stuffiness,. flushed  face,  red  blotching  on 
chest,  sweating  above  level  of  injury.rgoose 
bumps,  cool,  clammy  skin,  nausea,  and  feeling 
anxious. 

-  specific  interventions  regarding  the  patient's 
bowel  regimen  and  the  person  responsible  to 
perform  bowel  care 

-  specific  interventions  related  to  the  foley 
catheter  care  including  emptying  the  catheter 
bag,  washing  around  the  catheter. 

-  plan  to  irrigate  the  foley  catheter  to  keep  free  of 
obstruction 

-  plan  to  meet  patient's  needs  when  mother  is 
working  outside  the  home 

-  plan  for  the  application  and  removal  of  left  knee 
brace  including  the  person  responsible 

This  record  was  reviewed  with  the  Supervising  . 
Nurses  and  the  acting  Administrator  on  02/03/09.  . 
No  furtherinformation  was  provided  regarding  the 
plan  of  care. 

Home  Visit  . 

2.  Patient  #  1 5  was  admitted  to  the  agency  on 
12/22/08  with  diagnoses  of  Parkinson's  disease 
and  constipation.  The  plan  of  care  dated  12/22/08 
included  skilled  nursing  visits  twice  a  week  for  2 
weeks  and  once  a  week  for  2  weeks  to  assess 
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Continued  From  page  50 
vital  signs  including  respirations,  pain, 
neurological  status  and  medication  set-up. 
Evidence  is  lacking  that  an  adequate  plan  of  care 
was  developed  to  meet  the  needs  of  the  patient  ■ 
as  follows: 

-  the.  12/22/08  initial  nursing  assessment 
indicates  that  the  patient  had  not  had  a  bowel 
movement  in  6  days  since  12/16/08  while  in  the 
hospital.  Although  there  was  a  plan  to  relieve 
constipation,  there  is  no  plan  to  assess  the 
patient's  knowledge  deficit  regarding  symptoms  of 
constipation,  including  diet  and  fluid  intake. 

-  the  skilled  nurse  documented  during  the  initial 
nursing  assessment  that  the  patient  lived  alone, 
and  the  medications  are  pre-poured  by  the  skilled 
nurse.  The  plan  of  care  failed  to  address  who  is 
responsible  for  the  following  intervention:  "an 
enema  or  suppository  if  no  BM  (bowel  movement) 
in  3  days".  Additionally,  there  is  no  plan  for  the 
patient  to  receive  twice  daily  laxative  that  is 
ordered  by  the  capful  and  can  not  be  pre-poured. 

-  the  skilled  nurse  documented  the  following 
personal  care  deficits  in  the  initial  nursing 
assessment  and  the  plan  of  care  failed  to  address 
these  needs: 

-  someone  must  assist  the  patient  to  don 
undergarments,  slacks,  socks  and  shoes 

-  unable  to  use  the  shower  or  tub  and  is  bathed 
in  bed  or  bedside  chair 

-  transfers  and  ambulates  with  an  assistive 
device 

-  unable  to  prepare  light  meals 

-  unable  to  do  any  laundry  and  housekeeping 
due  to  physical  limitations. 
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On  . 01/27/09,  the  surveyor  conducted  an 
observational  home  visit  with  the  occupational 
therapist  at  1  pm.  During  the  visit,  the  patient 
informed  the  surveyor  that  she  was  receiving  aide 
service  5  days  a  week  from  a  Licensed  Home 
Care  Services  Agency  (LHCSA).  This  record  was 
reviewed  with  the  Supervising  Nurse  and 
Administrator  on  02/03/09,  as  of  this  date,  the  1 
agency  was  unaware  that  the  patient  was 
receiving  aide  service  from  the  Office  for  the 
Aging. 

On  03/05/09,  the  surveyor  contacted  the  licensed 
agency  that  was  providing  aide  service  to  the 
patient  and  interviewed  the  Director  of  Patient 
Services  (DPS).  The  DPS  stated  that  this  patient 
is  receiving  personal  care  aide  service  from  the 
Office  of  the  Aging  5  days  a  week  and  has  been 
since  12/16/08  when  she  was  discharged  from 
the  hospital.  During  the  interview  with  the 
Supervising. Nurse  on  02/03/08,  she  stated  that 
she  would  look  into  the  issue  however,  no  further 
information  was  provided. 

3.  Patient  #  5  was  admitted  to  the  agency  on 
12/26/08  with  a  primary  diagnosis  of  acute  renal 
failure  and  secondary  diagnoses  of  insulin 
dependent  diabetes,  hypertension, 
hypothyroidism,  diabetic  neuropathy  and  sleep 
apnea.  The  plan  of  care  dated  1 2/26/08  stated 
skilled  nursing. twice  a  week  for  2  weeks,  once  a 
week  for  1  week  then  twice  a  month  for  1  month 
to  assess  the  patient  fistula,  assess  vital  signs, 
assess  blood  sugar  monitoring.  Evidence  is 
lacking  that  the  plan  of  care  is  of  sufficient  scope 
to  ensure  that  the  patient's  needs  are  met  as 
follows: 

- .  the  plan  of  care  failed  to  include  an  assessment 
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Continued  From  page  52 
of  the  patient's  skin  and  a  plan  for  the  application 
and  removal  of  bilateral  leg  wraps  identified 
during  the  initial  nursing  assessment  dated 
12/26/08.  Specifically,  the  skilled  nurse 
documented  "client  states  she  no  longer  has 
ulcers  or  edema  on  her  legs  with  the  bilateral  leg 
wraps". 

-  the  skilled  nurse  documented  the  following 
personal  care  deficits  during  the  initial  nursing 
assessment  completed  .12/26/08  however,  the  . 
plan  of  care  failed  to  address  these  needs: 

-  totally  dependent  for  grooming 

-  totally  dependent  for  dressing  lower  body 

-  requires  assistance  or  supervision. to  use  the 
shower  or  tub 

-  unable  to  transfer  self  but  is  able  to  bear 
weight  or.  pivot  . 

-  unable  to  plan  arid  prepare  meals,  do  laundry, 
or  housekeeping 

The  skilled  nurse  documented  that  she  reviewed 
the  plan  of  care  with  the  physician  following  the 
initial  nursing  assessment.  The  physician 
ordered  home  health  aide  service  3  times  a  week. 
There  is  no  evidence  that  the  physician  was 
informed  that  the  patient  would  not  be  receiving, 
aide  service  as  discussed  during  the  initial 
nursing  assessment. 

The  above  findings  were  reviewed  with  the 
Supervising  Nurses  and  Administrator  on 
01/26/08.  During  the  review,  the  surveyor 
questioned  the  discrepancy  between  the  initial 
physician  verbal  order  and  the  subsequent  plan  of 
care  which  lacks  home  health  aide  service.  The 
Supervising  Nurse  stated  that  the  patient  was 
aware  that  "insurance  doesn't  cover  home  health 
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aide".  There  was  no  assessment  of  how  the 
patient's  needs  would  be  met  without  hpme  health 
aide  service.  *  * 

G164  484.18(b)  PERIODIC  REVIEW.OF  PLAN  OF 
CARE 


Agency  professional  staff  promptly  alert  the 
physician  to  any  changes  that  suggest  a  need  to' 
after  the  plan  of  care. 


This  STANDARD  is  riot  met  as  evidenced  by:: 
Based  on  a  review  of  41  clinical  records,  and 
interviews  with  the  acting  Administrator  and  the 
Supervising  Nurses,  evidence  was  lacking  in  22  ' 
records  that  the  physician  is  consulted  when 
changes  in  the  patient's  condition  occur  that  may 
.require  achange'in  the  plan  of  care.  Patients' #  1, 
2,  5-8,  14-16,  19,  22,  24-27,  29-33,  36,  40. 

Failure  to  ensure  that  the  physician  is  notified  of 
changes  in  the  patient  condition  have  resulted  in. 
negative  outcomes  for  patient's  #1,  6,  26,  30  and 
the  potential  for  negative  outcomes  for  the 
agency  patient  population. 


1 .  Patient  #26  was  admitted  to  the  agency  on 
12/10/2004  with  diagnoses.of  Alzheimer's  disease 
and  urinary  incontinence  requiring  an  indwelling 
■urinary  catheter.  The  plan  of  care  for  the  ■ 
certification  period  11/19/08  to  01/17/09  stated  ' 
skilled  nursing  visits  one  (1)  time  a  month  for  2 
months  to  assess  the  patient,  and  change  the 
urinary  catheter;  home  health  aide  visits  3  times  .a 
week  for  1  week,  then  5  times  a  week  for  7 
weeks. 

Evidence  is  lacking  the  RN  case  manager 
recognized  changes  in  the  patient's  condition  that 
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The  MCP  reviews  100%  of  the  SOC 
Assessment  and  the  POC.  In  addition 
case  conferences  occur  at  the  SOC, 
resumption  of  care,  recertification,  and 
prior  to  discharge.  Case  conferences 
occur  with  wound  care  patients  and  with 
changes  in  the  patient's  condition. 
Evidence  of  these  conferences  will  be 
present  in  the  medical  record. 


5 


■A 


[n  order  to  facilitate  care  coordination  field . 
staffs  were  assigned  to  teams.  In  this 
team  each  2RN  staff  has  an  assigned  LPN 
.  to  be  a  part  of  the  care  team  providing 
care  to  the  patient  The  PT  staff  is 
assigned  a  PTA  in  the  same  model.  The 
RN  and  PT  are  responsible  to  assign  visits 
to  the  LPN/PTA  staff.  The  LPN/PTA  will 
call  and  update  the  case  manager  with  the 
visits  made  daily.  This  will  be  documented 
in  the  medical  record.  The  MCP  of  the 
team  is  responsible  to  facilitate  this  model. 

The  MCP,  MD  and  RN/PT  case  manager 
is  to  be  contacted  for  changes  in  patient 
condition.  The  MCP  will  ensure  that  a 
follow-up  visit  for  assessment  has  been 
scheduled.  The  case  manager  is  to 
contact  the  MCP  with  the  outcome  of  that 
visit  OA  j2AJ]'(p^JU^L. 
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require  physician  consultation.  As  a  result  of  the 
RN's  failure  to  recognize  and  report  changes  in 
condition,  the  physician  was  not  notified  when  the 
patient's  condition  deteriorated;  was  transported 
by  ambulance  to  the  hospital  and  subsequently 
died. 


Specifically,  the  RN  case  manager  visited  the 
patient  twice  weekly  from  1 1/28/08  to  12/12/08. 
During  these  visits  the  skilled  nurse  documented 
the  following  changes  in  the  patient's  condition 
that  were  not  reported  to  the  physician  . 

On  1 1/28/08  the  skilled  nurse  documented  an 
elevated  heart  rate  of  100  beats  per  minute 
(bpm);  the  patient's  husband  was  having  difficulty 
feeding  the  . patient  and  the  patient's  urine  was 
"more  amber  than  usual". 

On  12/01/08,  the  skilled  nurse  documented  that 
the  patient's  heart  rate  was  was  now  elevated  to 
108  bpm  and  respiratory  rate  was  now  slightly 
increased  to  24.  The  RN  case  manager  again 
documented  that  the  patient  had  "darker"  amber  ■ 
urine. 

On  12/01/08,  at  7:30  pm  the  skilled  nurse  on-call 
visited  the  patient  at  the  husband's  request 
stating  that  the  patient  would  not  wake  up.  The 
skilled  nurse  visited  the  patient  and  documented 
that  the  patient's  heart  rate  remained  elevated  at 
104  bpm,  she  was  less  alert  than  during  the 
11/14/08  assessment,  that  the  urine  output  was  . 
very  low  at  150  cc  amber  urine  since  1 1  am.  The 
skilled  nurse  documented  that  she  attempted  to 
contact  the  physician  but  was  unable  to  reach 
him.  At  the  bottom  of  the  12/01/08  skilled  nursing 
visit  note,  the  skilled  nurse  documented  that  on  ., 
12/02/08  that  she  called  the  physician  and  spoke 
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Changes  in  patient  condition  are  to  be. 
reported  to: 

The  MD  with  documentation  stating  the 
MD  was  contacted  and  any  new 
interventions  or  changes  in  the  POC 
written  as  a  verbal  order.  If  a  LPN/PTA 
observes  a  change  in  condition  they  must 
report  this  to  the  RN/PT  case  manager 
and  the  MCP.  The  MCP  is  to  contact  the 
case  manager  to  ensure  the  patients' 
needs  are  met  and  that  the  MD  is  aware. 
This  is  documented  on  a  case 
communication  form.  Failure  to  follow 

process  and  reporting  a  change  in 
condition  will  result  in  the  disciplinary 
process  for  the  clinician  and  the  MCP. 
The  DCM/designee  is  to  monitor  that  this  . 
occurs.^fcu^  1  . 

Evidence  in  the  chart  audits  that  this 
review  does  not  occur  or  has  improved  will 
be  monitored  as  part  of  the  audit  and 
reported  on  monthly. 

See  chart  audit  process  G  tag  #  250 

The  Administrator  has  the  over-all 
responsibility  to  ensure  this  is  compliant. 
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Continued  From  page  55 
to  a  nurse,  however,  the  skilled  nurse  failed  to 
document  the  details  of  what  was  discussed  with 
the  physician's  nurse. 

On  12/04/08,  the  skilled  nurse  documented  a 
blood  pressure  of  74/64;  that  the  blood  pressure 
was  low  because  of  a  poor  blood  pressure  cuff  fit; 
that  the  urine  output  was  200  cc,  and  contained 
flecks  of  red.  Although  the  skilled  nurse 
documented  that  she  reported  the  patient's  blood 
pressure,  blood  in  urine  and  urine  output  to  the 
physician,  there  was  no  documented  response  , 
from  the  physician,  and  no  evidence  that  the  . 
skilled  nurse  recognized  the  need  to  reassess  the 
patient's  blood  pressure  with  a  different  blood 
pressure  cuff  to  ensure  accuracy  of  the  blood 
pressure. 

An  interview  with  the  nurse  at  physician's  office 
was  completed  by  the  surveyor  on  02/25/09  at 
2:30  pm  to  determine  the  extent  of  the 
inforrnation  provided  to  the  physician  regarding 
the  patient's  condition.  The  physician's  nurse  told 
the  surveyor  that  she  looked  in  the  patient's 
record  and  in  the  computerized  phone  log  for  a 
record  of  calls  from  the  home  care  nurse-  The 
only  documented  information  was  on  12/04/08 
was  an  "FYI"  regarding  the  patient's  decreased 
urine  output.  The  physician's  nurse  stated  that 
they  were  not  informed  about  the  patient's 
deteriorating  condition. 

On  12/12/08,  at  4:45  pm,  the  LPN  visited  the 
patient  and  documented  that  the  patient  was 
unresponsive,  urine  was  dark  amber,  had  a 
temperature  of  99,1  and  that  she  was  "unable  to 
hear"  the  patient's  blood  pressure.  There  was  no 
evidence  that  the.  LPN  reported  the  inability  to  . 
hear  the  patient's  blood  pressure  and  low  grade  . 
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fever  to  the  RN  case  manager  or  the  physician. 
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On  12/16/08,  the  patient  was  transported  to  the 
emergency  department  by  ambulance  and  died. 

Although  there  is  a  document  labeled  a  "late 
entry"  note  dated  12/17/08  which  stated  the 
following:  "spoke  to  the  nurse  at  MD  office, 
unable  to  hear  blood  pressure  at  this  time  VS  . 
(vital  signs)  otherwise  stable  no  change  in  orders 
given",  the  surveyor  contacted  the  physician's 
office  on  .02/25/09  at  2:30  pm  to  verify  the 
information  documented  by  the  LPN  in  the  late 
entry  note.  The  purse  at  the  physician's  office 
informed  the  surveyor  that  they  had  no  record  of 
a  call  from  this  agency  on  12/12/08  and  told  the 
surveyor  that  "if  they  (the  MD  office)  had  received 
that  information  (unable  to  hear  a  blood  pressure) 
they  would  have  requested  another  visit  be 
completed  and  that  they  would  have 
documentation  of  the  call". 

This  record  was  reviewed  with  the  Director  of 
Clinical  Management  and  Administrator  01/14/09 
and  with  the  acting  Administrator  and  the  acting. 
Director  of  Clinical  Management  on  03/16/09.  No 
further  information  was  provided.  The  Director  of 
Clinical  Management  stated  that  the  agency 
reviewed  the  circumstances  surrounding  the 
patient's  death  and  found  no  significant  issues 
with  the  nursing  care.  The  Director  of  Clinical 
Management  did  not  address  the  issues 
regarding  assignment  of  an  LPN  to  provide 
assessments  and  the  lack  of  LPN  communication 
with  the  Supervising  Nurse  to  report  the  inability  . 
to  hear  a  blood  pressure.  The  Director  of  Clinical 
Management  also  stated  that  the  LPN  did  report 
the  blood  pressure  issues  to  the  physician  and 
referred  to  the  late  entry  note  dated  12/17/08. 
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2.  Patient  #  1  was  admitted  to  the  agency  on  . 
1 1/26/08  with  a  primary  diagnosis  of  urinary  tract, 
infection  and  secondary  diagnoses  of  C-5  -  C-  7 
quadriplegia  and  neurogenic  bladder  and  bowel. 
Evidence  is  lacking  that  the  skilled  nurse  reported 
changes  in  the  patient's  condition  which  resulted 
in  an  emergency  room  visit  for  bronchitis  and  a 
urinary  tract  infection. 

Specifically: 

-  On  12/12/08,  the  LPN  documented  patient  had 
a  temperature  of  99.1,  and  had  a  blister  on  the 
left  heel  which  was  not  previously  noted  and  was 
covered  with  a  Band-Aid.  There  was  no  call  to  the 
physician  to  report  the  patient's  low  grade  . 
temperature  and  new  blister. 

-  On  12/20/08  the  skilled  nurse  again 
documented  that  the  patient  was  having  a  low 
grade  temperature,  dizziness  and  nausea  and 
vomiting.  According  to  the  patient's  mother,  the 
patient  was  in  the  emergency  room  on  12/17/08 
and  12/18/08.  The  skilled  nurse  failed  to  contact 
the  physician  to  discuss  any  changes  in  the  plan 
of  care  as  a  result  of  the  hospital  visits,  or  to 
report  the  low  grade  temperature,  nausea  and 
vomiting  and  dizziness. 

As  a  result,  the  hospital  records  show  that  the 
patient  was  also  seen  in  the  emergency  room  on 
12/22/08  which  resulted  in  the  patient  being 
placed  on  antibiotics  for  symptoms  of  a  urinary 
tract  infection  and  green  sputum  caused  by 
bronchitis. 

The  skilled  nurse  visited  the  patient  on  12/24/08 
and  documented  "patient  states  on.  antibiotic  not 
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sure  what".  The  skilled  nurse  then  wrote  out 
Vantin  200  mg  2  tabs  2  times  a  day.  The  skilled 
nurse  relied  on  the  patient's  information,  there  is 
no  evidence  that  the  skilled  nurse  reviewed  the 
prescription  bottle.  The  skilled  nurse  failed  to 
report  that  the  patient  had  been  seen  in  the 
emergency  room  and  confirm  the  medication  . 
change  or  discussed  an  updated  plan  of  care 
following  the  emergency  room  visit. 

This  record  was  reviewed  with  the  Supervising 
Nurses  and  the  acting  Administrator  on  02/03/09. 
No  further  information  was  provided  regarding  the 
plan  of  care. 

3.  Patient  #6  was  admitted  to  the  agency  on 
.  1 1/20/08  with  a  primary  diagnosis  of  after  care  ■ 
following  a  total  hip  replacement  and  secondary 
diagnoses  of  type  II  diabetes,  ulcer  of  the  heel 
and  midfoot  and  hypertension.  Although  the 
skilled  nurse  documented  that  she. contacted  the 
physician  following  the. initial  nursing  assessment 
on  1 1/20/08,  evidence  is  lacking  that  she 
informed  the  physician  of  the  following  abnormal 
findings: 


-  wheezing  throughout  his  lung  fields,  a  loose 
cough 

-  can  only  ambulate  10  feet  without  becoming 
fatigued  and  short  of  breath  with  ambulating  less 
than  20  feet. 

-  confusion  during  the  day  and  night  but  not 
constantly 

-  requires  assistance  to  groom,  dress,  upper  and 
lower  body,  bathe,  toilet,  and  ambulate 

-  patient's  wife  is  overwhelmed  with  the  patient's 
care 

Additionally,  evidence  is  lacking  that  the  skilled 
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nurse  reported  the  following  changes  in  the 
patient's  condition  as  documented  in  the 
1 1/26/08,  skilled  nursing  assessment  visit. 


-  weight  130  pounds  -  representative  of  a  6 
pound  weight  loss  in  6  days.  The  nurse  failed  to 
assess  the  patient's  appetite,  food  and/or  fluid 
intake  and  report  to  the  physician. 

-  abnormal  respiratory  assessment  which 
included  an  assessment  "rhonchi  right  and  left". 

-  if  the  care  giver  continued  to  be  overwhelmed 
with  the  patient's  care: 

The  very  next  morning,  on  1 1/27/08,  the  patient's 
condition  deteriorated  to  the  point  that  the 
patient's  wife  contacted  the  on-call  nurse  who 
visited  the  patient  and  arranged  for  the  patient 
admission  to  the  hospital. 

A  review  of  the  hospital  record  documented  that 
the  patient  was  admitted  with  shortness  of  breath, 
wheezes  and  crackles  throughout  his  lung  fields. 
The  patient  also  reported  to  the  emergency  room 
physician  that  his  symptoms  started  2-3  days 
ago. 

This  record  was  reviewed  with  the  acting 
Administrator  and  Supervising  Nurses  on 
02/03/09.  No  further  information  was  provided." 

4.  Patient  #  30  was  admitted  to  the  agency  on 
11/29/08  with  a  primary  diagnosis  of  non-healing 
surgical  wound  and  secondary  diagnoses  of 
insulin  dependent  diabetes,  hypertension,  chronic 
bronchitis,  long  term  use  of  anticoagulant  and 
therapeutic  drug  monitoring.  The  plan  of  care 
dated  11/29/08,  stated  skilled  nursing  visits  1  to  3 
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times  a  week  for  3  Weeks  then  2  times  a  month  to 
assess  pain  and  medication  effectiveness,  the 
plan  also  stated  that  the  physician  ordered  4  pain 
medications:  Fentanyl  patch,  Methadone,  Lyrica, 
and  a  Lidoderm  patch. 

The  skilled  nurse  failed  to  report  the  patient's 
ineffective  pain  management  regimen  to  the 
physician,  resulting  in  the  patient  experiencing 
uncontrolled  pain  from  1 1/29/08  to  01/06/09. 

Specifically,  the  skilled  nurse  visited  the  patient  7 
times  between  1 1/29/08  and  01/06/09  and 
documented  that  the  patient  had  a  pain  intensity 
of  i  0  on  a  scale  of  0  to  1 0.. 

Evidence  is  lacking  that  the  skilled  nurse 
assessed  the  patient's  consistent  use  of  pain 
medication  as  ordered  and  failed  to  report  the 
patient's  uncontrolled  pain  to  the  physician. 

This  record  was  reviewed  with  the  acting 
Administrator  and  Supervising  Nurses  on.  . 
02/04/09.  No  further  information  was  provided. 
G  168  484.30  SKILLED  NURSING  SERVICES 


This  CONDITION  is  not  met  as  evidenced  by; 
o  Failure  to  ensure  that  skilled  nurses  are 
instructed  and  adequately  trained  to  perform 
comprehensive  nursing  assessments  which 
identify  each  patient's  individual  needs.  Nursing 
assessments  are  incomplete  and  do  not 
consistently  reflect  the  patient's  baseline  status. 
SeeG171 

o  Failure  to  consistently  reevaluate  the  patient's 
condition.  See  G172 
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o  Failure  to  coordinate  care  and  services.  See 
G143,  G144 

o  Failure  to  ensure  that  skilled  nurses  receive 
adequate  training  to  ensure  competency  in  the 
skills  necessary  to  implement  each  patient's  plan 
of  care!  See  G140 

The  cumulative  effect  of  these  systemic  issues 
related  to  the  assessment  process  resulted  in 
negative  outcomes  for  seven  patients:  #  T,  2,  6, 
26,  27,  30,  37  and  the  potential  for  negative 
outcomes  for  the  agency's  patient  population. 
484.30(a)  DUTIES  OF  THE  REGISTERED 
NURSE 

The  registered  nurse  makes. the  initial  evaluation 
visit. 


This  STANDARD  is  not  met  as  evidenced  by:  . 
Based  on  a  review  of  38  clinical  records  for  . 
patient's  admitted  to  the  agency  by  a  registered 
nurse  (Patients  #  1-10,  12-27,  30-41)  ,  and  . 
interviews  with  the  acting  Administrator, 
Supervising  Nurses  and  agency  staff,  evidence  is 
lacking  in  19  records  that  the  initial  pursing 
assessment  is  of  sufficient  scope  that  it  identifies 
the  needs  of  the  patient.  Patients  #  1 ,  2,  5,  6,  7,  8, 
9,  12,  15,  19,  24,  27,  30,  31,  33,  37,  38,  39,  40. 

Failure  to  ensure  that  a  complete  and  accurate 
initial  nursing  assessment  is  developed  , has  led  to 
the  failure  of  the  skilled  nurse  to  develop  a  plan  of 
care  to  meet  the  patient's  needs  has  the  potential 
for  negative  outcomes  for  the  agency  patient 
population. 
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OASIS  training  classes  are  provided 
monthly;  this  is  training  in  how  to  assess 
the  patient  and  complete  an  OASIS 
assessment.  From  this  assessment  how 
to  identify  patient  needs  and  create  a 
POC.  It  is  provided  to  new  and  current 
clinicians  needing  to  review  the  OASIS 
assessment  and  creating  the  POT. 

Team  audit  process:  tff^ 
As  part  of  the  quarteriylpomprehensive 
record  audit  each  month  20%  of  that  team's 
census  will  be  reviewed  by  a  MCP/designee. 
The  team's  audit  scores  will  be  reviewed  at 
the  monthly  record  review  meeting  and 
recommendations  for  improving  areas  below 
benchmark  will  be  discussed.  The  MCP  is 
on  the  committee  and  has  the  accountability 
that  her  teams  audit  scores  and 
documentation  is  compliant. 

Peer  review  process: 

The  MCP/designee  on  each  team  will 
assign  2  charts  to  be  reviewed  each  quarter 
byeachRN/PT.  The  outcome  of  the  peer 
reviews  (part  of  the  comprehensive  chart 
audits  and  integrated  into  that  statistic)  will 
be  discussed  at  the  monthly  team  meetings. 

Each  monthly  statistics  are  compiled  into  the 
quarterly  statistic  presented  at  the  quarterly 
PAC  meetings. 

The  Administrator/DPS  is  responsible  for 
audits  to  be  completed  and  documentation 
shows:com'pliance. 
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Continued  From  page  62 
1.  Patient  #  1  was  admitted  to  the  agency  on 
1 1/26/08  with  a  primary  diagnosis  of  urinary  tract 
infection  and  secondary  diagnoses  of  C-5  -  C-  7 
quadriplegia  and  neurogenic  bladder  and  bowel. 
The  initial  assessment  documented  that  the 
patient  had  a  history  of  emergent  care  due  to 
symptoms  related  to  autonomic  dysreflexia,  a  life 
threatening  condition  associated  with  a  his  spinal 
cord  injury,  which  includes:  . 

high  blood  pressure,  blurred  visions,  pounding  . 
headache, nasal  stuffiness, flushed  face,  red 
blotching  on  chest,  sweating  above,  level  of  injury, 
goose  bumps,  cool,  clammy  skin,  nausea,  and 
feeling  anxious 

The  initial  nursing  assessment  failed  to  include  an 
assessment  of: 

-  the  patient/caregiver's  knowledge  and 
treatment  of  symptoms  of  autonomic  dysreflexia. 

-  how  care  would  be  provided  when  the  patient's 
mother  was  working. . 

-  assessment  patient's  actual  functional 
limitations.  Specifically,  the  skilled  nurse  1 
documented  that  the  patient  has  "upper  extremity 
strength",  however,  the. skilled  nurse  failed  to 
assess  the  patient's  use  of  a  wheelchair,  and  the 
patient's  ability  to  transfer. 

-  the  patient's  safety  related  to  the  ability  to  leave 
the  home  in  case  of  an  emergency.  The  skilled 
nurse  failed  to  assess  if  the  patient  had  an 
emergency  plan  and  if  the  patient  could  safely  get 
out  of  the  home  in  case  of  a  fire.  . 

-  who  is  responsible  for  emptying  the  urinary 
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PROVIDER'S  PLAN  OF  CORRECTION  . 
.    (EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


The  MCP  reviews  100%  of  the  SOC 
Assessment  and  the  POC.  In  addition 
case  conferences  occur  at  the  SOC, 
resumption  of  care,  recertification,  and 
prior  to  discharge.  Case  conferences 
occur  with  wound  care  patients  and  wit 
:  changes  in  the  patients  condition. 
Evidence  of  these  conferences  will  be 
present  in  the  medical  record. 

In  addition  the  review  of  the  assessments 
and  POT  by  the  MCP  as  part  of  the 
supervision  of  their  field  staff  now  will  be 
measured  by  individual  team  audit  scores. 
The  MCP  will  be  measured  by  the  team's 
over-all  score.  They  will  meet  with  the 
DCM/designee  monthly  to  review  their 
audit  scores.  Those  MCP  teams  where 
documentation  needs  improvement  the 
MCP  will  be  responsible  to  work  with  their 
field  staff  to  make  sure  compliance  is 
>  obtained.  If  the  audits  continue  to  show 
non-compliance  the  clinician  and  the  MCP 
will  be  disciplined  by  the  DCM/designee 
up  to  and  including  termination.  The  audits 
will  be  on-going  to  ensure  on-going, 
compliance. 
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catheter  collection  bag  at  least  daily. 

-  specifics  related  to  the  implementation  of  the 
bowel  program  2-3  times  a  week  by  the  mother, 
including  the  mothers  ability  and  availability  to 
perform. 

-  how  the  patient's  personal  care  needs  would  be 
met..  Specifically,  the  skilled  nurse  documented 
that  the  patient  was: 

-  totally  dependent  for  grooming 

-  totally  dependent  for  dressing  upper  and 
lower  body 

-  unable  to  use  the  shower  or  tub 

-  totally  dependent  for  toileting 

-  the  patient's  ability  to  transfer  was  unknown 
and  not  assessed 

-  unable  to  ambulate  uses  a  wheelchair  but  is 
able  to  wheel  self  independently 

-  unable  to  plan  and  prepare  meals,  do  laundry, 
or  housekeeping 

This  record  was  reviewed  with  the  Supervisory 
Nurse  and  the  Administrator  on  02/02/09.  No 
information  regarding  the  above  findings  was 
provided.. 

Patient  #  15  was  admitted  to  the  agency  on 
12/22/08  with  diagnoses  of  Parkinson's  disease 
and  constipation.  Evidence  is  lacking  that  the 
initial  nursing  assessment  is  of  sufficient  scope  to 
identity  the  patient's  needs  as  follows:- 

-  the  patient  has  an  admitting  diagnosis  of 
constipation  and  informed  the  skilled  nurse  during 
the  assessment  visit  that  she  did  not  have  a 
bowel  movement  for  6  days  after  discharge  from 
the  hospital  on  12/16  to  12/22/08.  The  skilled  ' 


G  171 


The  MCP  staff  will  increase  their  field 
supervision  with  their  field  staff  especially 
those  with  poor  quality  of  documentation 
care  coordination  and  difficult  to  serve 
patient,  patients/care  givers  \vhq  have 
voiced  a  compliant.  4-$C£l  j 

The  Administrator  will  have  conlerefice^ 
calls  with  the  MCP  bi-weekly  and  meet  in 
person  with  the  MCP  staff  the  other 
weeks.  This  will  be  to  review  progress  of 
the  plan  of  correction,  audit  scores, 
educational  needs,  outcome  of  orientation 
case  loads  and  complaints,  incidents  and  ' 
any  other  issues/concerns  or  needs  the 
MCP  staff  has. 

The  Administrator  has  the  over-all 
accountability  of  the  compliance  with 
these  standards. 
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nurse  failed  to  assess  the  patient's  usual  bowel 
pattern,  the  current  use  of  bowel  preparations  to 
ensure  regular  bowel  movements,  and  no 
evidence  of  teaching  regarding  when  to  notify  the 
nurse  and/or  physician. 


-  the  skilled  nurse  documented  that  the  patient 
should  use  an  enema  .or  suppository  if  no  bowei 
movement  in  3  days.  The  plan  of  care  does  not 
include  orders  for  an  enema  or  any  type  of 
suppository.  Additionally,  the  skilled  nurse  failed 
to  assess  the  patient's  ability  to  self  administer 
the  enema  or  suppository. 

-  the  skilled  nurse  documented  that  the  patient 
lives  alone  and  has  the  following  deficits  in  the 
performance  of  activities  of  activities  of  daily 
living: 

-  someone  must  put  on  undergarments,  slacks, 
socks  and  shoes 

-  unable  to  use  the  shower  or  tub  and  is  bathed 
in  bed  or  bedside  chair  ' 

-  transfers  and  ambulates  with  an  assistive 
device 

-  unable  to  prepare  light  meals 

-  unable  to  do  any  laundry  and  housekeeping 
due  to  physical  limitations 

The  skilled  nurse  failed  to  recognize  the  need  for 
home  health  aide  assistance  and  did  not  develop 
a  plan  to  meet  the  patient's  personal  care  needs. 

The  record  was  reviewed  with  the  acting 
Administrator  on  02/03/09.  No  further  information 
was  provided. 

3.  Patient  #'5  was  admitted  to  the  agency  on 
12/26/08  with  a  primary  diagnosis  of  acute  renal 
failure  and  secondary  diagnoses  of  insulin 
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Continued  From  page  65  . 
dependent  diabetes,  hypertension, 
hypothyroidism,  diabetic. neuropathy  and  sleep 
apnea.  Evidence  is  lacking  that  the  initial  nursing 
assessment  is  of  sufficient  scope  that  the 
patient's  current  needs  are  identified  and  an 
adequate  plan  of  care  is  developed  to  meet  those 
needs  as  follows: 

-  the  skilled  nurse  documented  that  the  patient 
had  decreased  mobility  and  endurance,  however, 
failed  to  assess  the  the  patient's  specific 
functional  deficits.  ■ 

-  the  skilled  nurse  failed  to  observe  the  patient's 
lower  extremities  for  skin  breakdown  and/or 
edema.  Specifically,  the  skilled  nurse 
documented  "client  states  she  no  longer  has 
ulcers  or  edema  on  her  legs  with  the  bilateral  leg  . 
wraps"..  . 

-  the  patient  has  a  left  upper  arm  fistula  for 
hemodialysis, .the  skilled  nurse  failed  to  ensure 
that  the  fistula  is  functional  by  auscultating  a  bruit 
or  palpating  a  thrill. 

-  the  skilled  nurse  documented  the  following 
rtpfirite  in  nprforminn  nersonal  care" 

.  -  totally  dependent  for  grooming 

-  totally  dependent  for  dressing  lower  body 

-  requires  assistance  or  supervision  to  use  the 
shower  or  tub 

-  unable  to  transfer  self  but  is  able  to  bear 
weight  or  pivot 

-  unable  to  plan  and  prepare  meals,  do  laundry, 
or  housekeeping 

Although  the  skilled  nurse  identified  the  need  for 
a  home  health  aide  3  days  a  week.  Evidence  is 
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Continued  From  page  66 
lacking  that  patient  ever  received  home  health 
aide  services  to  meet  her  needs  and  there  was  no 
indication  in  the  initial  nursing  assessment  why 
services  would  not  be  provided. 

The  above  findings  were  reviewed  with  the 
Supervising  Nurses  and  Administrator  on 
01/26/08.  During  the  review,  the  surveyor 
questioned  the  discrepancy  between  the  initial 
assessment  and  the  subsequent  plan  of  care  . 
which  lacks  home  health  aide  service.  The 
Supervising  Nurse  stated  that  the  patient  was 
aware  that  "insurance  doesn't  cover  home  health 
aide".  There  was  no  assessment  of  how  the 
patient's  needs  would  be  met  without  home  health 
aide  service. 

484.30(a)  DUTIES  OF  THE  REGISTERED 
NURSE 

The  registered  nurse  regularly  re-evaluates  the 
patients  pursing  needs. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  38  clinical  records  for 
patients  receiving  skilled  nursing. services 
(Patients  #  1t10,  12-27,  30-41),  and  interviews 
with  the  acting  Administrator  and  Supervising 
Nurses,  evidence  is  lacking  in  20  records  that 
skilled  nursing  reassessments  are  of  sufficient 
scope  to  identify  changes  in  the  patient's 
condition  which  may  require  re-evaluation  and/or 
modification  in  the  plan  of  care.  Patients  #  1,2,' 
5,  6,  8/9, '10,  15,  16,  19,  20,  21,  22,  23,  26,  27, 
30,31,32,41. 

Failure  to  ensure  that  skilled  nursing 
reassessments  are  of  sufficient  scope  to  identify 
changes  in  the  patient's  condition  has  led  to 
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negative  patient  outcomes  for  patients  #  6,  26, 
30,  37  and  the  potential  for  negative  outcomes  for 
the  agency  patient  population. 

1 .  Patient  #26  was  admitted  to  the  agency  on 
12/10/2004  with  diagnoses  of  Alzheimer's  disease 
and  urinary  incontinence  requiring  an  indwelling 
urinary  catheter.  The  plan  of  care  for  the 
certification  period  11/19/08  to  01/17/09  stated  . 
skilled  nursing  visits  one  (1)  time  a  month  for  2 
months  to  assess  the  patient  and  change  the 
foley  catheter,  and  home  health  aide  visits  3 
times  a  week  for  1  week,  then  5  times  a  week  for 
7  weeks. 

Evidence  is  lacking  that  the  skilled  nurse 
recognized  changes  in  the  patient's  condition,  that 
required  immediate  medical  intervention,  and 
reported  these  changes  to  the  physician.  The 
patient's  condition  worsened  to  the  point  that  2 
days  following  a  skilled  nursing  visit,  the  patient 
was  transported  to  the  emergency  room  and  died. 

The  skilled  nurse  failed  to  recognize  that  the 
elevation  in  heart  rate  and  darker  urine  may  be 
related  to  dehydration  and  require  additional 
assessment  of  the  patient's  mucous  membranes 
and  skin  turgor. 


Specifically,  on  11/28/08  and  12/01/08;  the  skilled 
nurse  visited  the  patient  and  documented  that  the 
patient  had  an  increased  heart  rate  and  dark 
amber  urine,  there  is  no  evidence  that  the  skilled 
nurse  assessed  the  patient's. fluid  intake,  skin 
turgor  or  mucous  membranes  of  the  mouth 
related  to  dehydration. 

On  12/01/08,  at  7:30  pm  the  skilled  nurse  (who 
was  on-call)  received  a  call  from  the  patient's 
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husband  stating  that  the  patient  would  not  wake 
up.  The  skilled  nurse  visited  the  patient  and 
documented  that  the  patient's  heart  rate  was  104 
bpm.  and  she  was  responsive  only  to  tactile 
stimuli  by  opening  her  eyes.  (During  previous 
visits  from  07/02/08  to  1  i/14/08,  the.  patient  was 
alert  but  non-verbal).  The  skilled  nurse  also 
documented  that  the  patient's  urine  output  was 
very  low  at  150  cc  amber  urine  from  11  am  to 
7:30  pm.  The  skilled  nurse  documented  that  she 
attempted  to  contact  the  physician  but  was 
unable  to  reach  him.  At  the  bottom  of  the 
12/01-/08  skilled  nursing  visit  note,  the  skilled 
nurse  documented  that  on  12/02/08  she  called 
the  physician. and  spoke  to  a  nurse.  The  skilled 
nurse  failed  to  document  the  details  of  what  was 
discussed  with  the  physician's  nurse. 

The  skilled  nurse  failed  to  conduct  a  visit  until  2 
days  later  on  12/04/08  at  9:00  am.  During  the 
visit,  the  skilled  nurse  documented  a  blood 
pressure  of  74/64,  noted  that  the  blood  pressure 
was  low  because  of  a  poor'blood  pressure  cuff  fit 
and  that  the  patient's  urine  output  was  200  cc  and 
contained  flecks  of  red.  The  skilled  nurse  did  not 
identify  the  last  time  the. urine  collection  bag  was 
emptied.  The  skilled  nurse  documented  that  she 
reported  the  patient's  bipod  pressure,  blood  in 
urine  and  decreased  urine  output.  There  was  no 
response  from  the  physician  documented  and  no 
evidence  that  the  skilled  nurse  . recognized  the 
need  to  immediately  reassess  the  patient's  blood 
pressure  with  a  different  blood  pressure  cuff  to 
ensure  accuracy  of  the  blood  pressure  or  to  send 
the  patient  to  the  hospital  for  emergent  care.  The 
skilled  nursing  failed  to  reassess:  the  patient  until 
4  days  later  on  12/08. 

On  12/08/08,  the  skilled  nurse  documented  the 
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following  inconsistent  findings:  the  nurse 
documented  that  the  patient  was  unresponsive, 
and  that  she  was  being  fed  by  her  husband.  The 
skilled  nurse  failed  to  assess  the  patient's  intake, 
skin  turgor,  mucous  membranes  or  urine  output  . 
related  to  determine  if  the  patient  had  increased 
symptoms  of  dehydration  and  failed  to  recognize 
the  seriousness  of  the  patient's  worsening 
symptoms.  Additionally,  the  skilled  nurse  failed  to 
report  the  patient's  decreased  responsiveness  to 
the  Supervising  Nurse  or  the  physician. 


The  skilled  nurse  failed  to  recognize  the  need  for 
an  assessment  by  a  registered  nurse  and 
assigned  a  licensed  practical  nurse  (LPN)  to 
reassess  the  patient.  This  resulted  in  the  patient 
never  being  assessed  by  an  RN  again  and  not 
being  visited  by  the  LPN  until  4  days  later  on 
12/12/08. 

On  12/12/08,  at  4:45  pm,  the  LPN  visited  the 
patient  and  documented  that  the  patient  was 
unresponsive,  urine  was  dark  amber,  had  a 
temperature  of  99.1  and  that  she  was  "unable  to 
hear"  the  patient's  blood  pressure.  There  was  no 
evidence  that  the  skilled  nurse  contacted  the 
physician  during  the  visit  and  failed  to  report  the 
patient's  condition  to  the  RN  case  manager  or  the 
Supervising  Nurse  and  pursue  emergent  care  for 
the  patient. 

On  12/16/08,  the  home  health  aide  documented 
that  patient  was  transported  to  the  hospital 
ambulance  and  died. 

This  record  was  reviewed  with  the  Director  of 
Clinical  Management  and  Administrator  01714/09. 
The  Director  of  Clinical  Management  stated  that 
the  agency  reviewed  the  circumstances 
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surrounding  the  patient's  death  and  found  no 
significant  issues  with,  the  nursing  care.  The 
Director  of  Clinical  Management  also  stated  that 
the  LPN  reported  the  blood  pressure  issues  to  the 
physician  and  referred  to  the  (ate  entry  note  dated 
12/17/08.  The  skilled  nurse  documented  in  the 
late  entry  note  dated  .1 2/1 7/08:  "spoke  to  the 
nurse  at  MD  office,  unable  to  hear  blood  pressure 
at  this  time  VS  otherwise  stable  no  change  in 
orders  given". 


As  a  follow-up  to  the  clinical  record  review,  the 
surveyor  contacted  the  physician's  office  on  . 
02/25/09  at  2:30  pm  to  verify  the  information 
provided  by  the  LPN  in  the  late  entry  note.  The 
nurse  at  the  physician's  office  informed  the  . 
surveyor  that  they  had  no  record  of  a  call  from 
this  agency  on  12/12/08  and  told  the  surveyor  that 
"if  they  (the  MD  office)  had  received  that 
information  (unable  to  hear  a  blood  pressure) 
they  would  have  requested  another  visit  be  . 
completed  and  that  they  would  have 
documentation  of  the  call". 

This  information  was  shared  with  the  acting 
Administrator  on  03/16/09.  No  further  information 
was  provided. 

2.  Patient  #6  was  admitted  to  the  agency  on 
1 1/20/08  with  a  primary  diagnosis  of  after  care 
following  a  total  hip  replacement  and  secondary 
diagnoses  of  type  II  diabetes,  ulcer  of  the  heel 
and  midfoot  and  hypertension.  The  plan  of  care 
dated  1 1/20/08  to  01/28/09  stated  skilled  nursing 
visits  twice  a  week  to  perform  PT/INRs,  (a  blood 
test  to  determine  blood  clotting  time),  make 
Coumadin  adjustments,  check'pedal  pulses  every 
visit,  assess  wound  care  to  the  left  heel  that  the 
spouse  is  to  perform  daily,  monitor  glucometer 
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readings,  that  the  patient  independently  records 
twice  a  day. 

Failure  to  recognize  the  needs  of  the  patient  and 
provide  an  adequate  skilled  nursing  assessment 
resulted  in  patient  hospitalization  as  follows. 

During  the  skilled  nursing  visit  completed  on 
1 1/26/08,  at  9:25  am  the  skilled  nurse  failed  to 
perform  an  adequate  assessment  of  the  patient.. 
Specifically,  the  skilled  nurse  documented  the 
following: 


-  weight  1 30  pounds  -  representative  of  a  6 
pound  weight  loss  in  6  days.  The  nurse  failed  to 
assess  the  patient's  appetite,  food  and/or  fluid 
intake  or  signs  and  symptoms  of  dehydration 
such  as  skin  turgor  or  dry  lips. 

-  respiratory  assessment  included  an 
assessment  of  breath. sounds  of  rhonchi  right  and 
left  -  the  nurse  failed  to  document  if  the 
assessment  includes  all  lung  fields.  The  skilled 
nurse  documented  that  the  patient  "denies 
shortness  of  breath"  however,  failed  to  assess  the 
patient's  respiratory  status  on  exertion. 

-  assessment  the  caregivers  ability  to  provide 
care  for  the  patient  following  the  initial  caregiver 
assessment  which  states  that  the  caregiver  is 
overwhelmed. 

At  06:42  am  on  1 1/27/08,  the  patient's  condition 
deteriorated  to  the  point  that  the  patient's  wife 
contacted  the  on-call  nurse  who  made  a  home 
visit  and  documented  the  following  assessment 
resulting  in  the  patient's  hospitalization: 

-  elevated  heart  rate  of  1 1 2  and  a  rapid 
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respiratory  rate  of  40  with  exertion 

-  shortness  of  breath  with  minimal  exertion  ■ 

-  thick  yellow  sputum  from  a  productive  cough 

-  that  the  patient's  lips  were  dry,cracked  and  his 
mouth  was  dry 

-  poor  skin  turgor,  patient  not  drinking  adequately 

Based  on  this,  assessment  the  patient  was  sent  to, 
the  emergency  room.  A  review  of  the  hospital 
admission  record  confirmed  that  the  patient  was 
admitted  with  shortness  of  breath  and  wheezes 
and  crackles  throughout  his  iung  fields,  and  that 
these  symptoms  began  2  to  3  days  earlier. 

The  patient  was  discharged  from  the  hospital  on 
12/1 9/08  with  a  new  diagnosis. of  aspiration 
pneumonia  requiring  a  percutaneous  endoscopic 
gastric  (PEG)  tube  for  enteral  feeding  and  blood 
sugar  testing. 

On  12/20/08,  the  skilled  nurse  visited  the  patient, 
however  failed  to  provide  an  adequate 
assessment  of  the  patient  post  hospitalization: 
Specifically: 

-  the  skilled  nurse  documented  that  the  patient 
has  a  PEG  tube  there  is  no  assessment  of  the 
skin  at  the  insertion  site  of  the  PEG  tube  or  the  • 
interventions  to  clean  the  PEG  tube  insertion  site. 

-  the  skilled  nurse  failed  to  assess  who. would 
perform  blood  sugar  testing.  Specifically,  the 
skilled  nurse  documented  that  the  patient's  blood 
sugar  should  be  tested  twice  a  day,  however,  the 
patient  could  not  test  his  blood  sugars  and  the 
patient's  wife  refused. 

-  the  skilled  nurse  documented  that  the  patient's 
medications  are  administered  by  the  spouse  via 
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the  PEG  tube  however,  there  is  no  evidence  of 
medication  review  to  ensure  that  all  of  the 
patient's  medications  can  be  administered  . 
through  the  PEG  tube,  that  the  patient's  wife  was  . 
observed  administering  the  medications  or 
flushing  the  PEG  tube. 

This  record  was  reviewed  with  the  acting 
Administrator  and  the  Supervising  Nurses  on 
02/03/08.  The  Supervising  Nurses  were  unaware 
that  the  assessment  and  subsequent  plan  of  care 
were  incomplete. 

,3.  Patient  #37  was  admitted  to  the  agency  on 
1 1/06/08  with  a  primary  diagnosis  of  congestive 
heart  failure  and  secondary  diagnoses  of  type  II 
diabetes  and  hypertension.  The  patient  resided  in 
an  adult  home  where  she  received  24  hour 
supervision  and  assistance  with  medications. 
The  plan  of  care  includes:  skilled  nursing  visits 
twice  a  week  the  first  week;  3  times  a  week  for  1 
week  2  times  a  week  for  2  weeks  then  1  time  a 
week  for  5  weeks  to  assess  cardiovascular  status 
every  visit,  including  VS  (vital  signs)  and  edema 
measurements.  The  plan  of  care  also  included  a 
Physical  Therapy  evaluation. 

The  skilled  nurse  documented  changes  in  the 
patient's  condition  between  11/06/08  and 
01/02/09  including  reports  of  chest  pain, 
medication  changes,  and  weight  fluctuations 
related  to  fluid  retention.  Despite  these  significant 
changes  in  condition,  the  skilled  nurse  made  a 
decision  to  discharge  this  medically  unstable 
patient  from  the  agency  and  the  patient  expired  8 
days  later. 

The  following  documentation  is  evidence  of  the 
skilled  nurse's  failure  to  recognize  and  assess 
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changes  in  the  patient's  condition  during  skilled 
nursing  visits. 

On  1 1/18/08,  the  skilled  nurse  documented  that 
the  patient  had  an  increase  in  lower  extremity 
edema  and  that  she  left  a  message  at  the 
physician's  office  to  report  this.  There  is  no 
evidence  of  a  response  received  from  the 
physician's  office  and  a  no  subsequent  skilled 
nursing  visit  was  planned  or  completed  until  8 
days  later  on  11/26/08. 

During  the  skilled  nursing  assessment  visit  on 
1 1/26/08,  the  skilled  nurse  failed  to  assess  the . 
patient's  weight,  edema  and  current  medications. 
The  surveyor  reviewed  the  adult  home  case 
management  notes  dated  1 1/24/08,  which  stated 
that  the  physician  had  ordered  an  extra  diuretic 
(Lasix)  to  be  given  for  3  days.  There  is  no  • 
evidence  that  the  skilled  nurse  assessed  the 
patient's  medication  regimen,  and  identified  this 
change  in  the  patient's  medication. 


The  next  skilled  nursing  visit,  was  conducted  on 
1.1/28/08. ,  Y he  skilled  nurse  noted  a  weight  gain 
of  9  pounds  and  significant  increases  in  the  leg 
measurements.  Again  the  skilled  nurse 
documented  that  she  notified  the  physician  of  the 
patient's  increased  weight  however,  there  was  no 
follow-up  by  the  RN  until  5  days  later  on  12/03/08 
and  no  response  from  the  physician  was  noted. 

On  12/03/08,  the  skilled  nurse  visited  the  patient 
and  documented  that  the  patient  complained  of 
urinary  frequency'and  left  shoulder. pain.  There  is 
no  evidence  that  this  was  reported  to  the 
physician  and  no  follow-up  of  the  patient's 
symptoms  during  the  next  skilled  nursing  visit  7 
days  later  on  12/10/08.  • 
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On  12/10/08,  the  skilled  nurse  visited  the  patient, 
and  failed  to  adequately  assess  the  patient's 
urinary  symptoms  which  were  documented  during 
the  12/03/08  visit.  The  skilled  nurse  also  failed  to 
review  the  patient's  medications  and  identify  that 
the  patient  was  started  on  an  antibiotic  for 
symptoms  of  a  urinary  tract  infection  on  12/04/08. 
This  information  was  documented  in  a  case 
management  note  written  by  Adult  Home  staff 
and  dated  12/04/08. 

On  12/10,  12,  17,  21  /08,  the  skilled  nurse  visited 
the  patient  and  documented  changes  in  the 
patient's  condition  including  increased  weights 
and  edema  measurements  requiring  the  addition 
of  diuretics. 

Additionally,  during  the  1 2/24/08  the  skilled 
nursing  visit,  the  skilled  nurse  documented  patient 
complaints  of  chest  pain  radiating  down  the  left 
arm  2  days  earlier.  There  was  no  subsequent 
assessment  of  the  patient  until  9  days  later  on 
01/02/09. 

On  01/02/09  the  skilled  nurse  visited  the  patient; 
and  failed  to  assess  the  following,  which  had 
previously  been  identified  as  patient  problems: 

-  an  edema  measurement 

-  a  weight  measurement 

-  symptoms  of  chest  pain 

-  a  review  of  the  patient's  medications  and 
changes  that  have  occurred  prior  to  discharge. 

The  skilled  nurse  discharged  the  patient  without 
assessing  if  the  patient  was  stable  and  failed  to 
discuss  the  patient's,  discharge  with  the  physician 
and  or  the  Adult  Home  staff.  A  review  of  the 
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Adult  Home  case  management  notes  from 
01/05/09  stated  that  3  days  after  discharge  the 
patient  was  complaining  of  urinary  frequency  and 
by  01/1 0/09,  the  patient  was  complaining  of 
shortness  of  breath  and  was  admitted  to  the 
hospital  and  died  2  days  later  on  01/12/09. 


This  record  was  reviewed  with  the  acting 
Administrator  and  Supervising  Nurses  on 
02/09/09.  No  further  information  was  provided. 

4.  Patient  #30  was  admitted  to  the  agency  on 
1 1/29/08  with  a  primary  diagnosis  of  non-healing 
surgical  wound  and  secondary  diagnoses  of 
insulin  dependent  diabetes,  hypertension,  chronic 
bronchitis,  long  term  use  of  anticoagulant  and 
therapeutic  drug  monitoring.  The  plan  of  care 
stated  skilled  nursing  visits  1  to  3  times  a  week 
for  3  Weeks  then  2  times  a  month. 

The  skilled  nurse  failed  to  assess  the 
effectiveness  of  the  patient's  pain  management 
regimen  and  compliance  with  the  4  medications 
ordered  for  pain:  Fentanyl  patch,  Methadone, 
■Lyrica,  and  a  Lidoderm  patch. 

Failure  of  the  skilled  nurse  to  adequately  assess 
pain  management  as  outlined  in  the  plan  of  care 
resulted  in'the  patient  experiencing  uncontrolled 
pain  from  11/29/08  to  01/06/09. 

Specifically,  the  skilled  nurse  visited  the  patient  7 
times  between  11/29/08  and  01/06/09  and 
documented  that  the  patient  had  a  pain  intensity 
of  1 0  on  a  scale  of  0  to  1 0.  The  skilled  nurse  . 
failed  to  assess  the  patient's  consistent  use  of 
each  pain  medication  and  failed  to  contact  the  ■ 
physician  to  report  the  patient's  uncontrolled  pain. 
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Additionally,  the  skilled  nurse  failed  to  assess  the 
following: 

-  skin  integrity.  Specifically,  during  the  initial 
nursing  assessment  dated  1 1/29/08,  the  skilled 
nurse  documented  that  the  patient  had  6  wounds: 
two  wounds  located  on  the  left  stump  and  4 
wounds  located  on  the  right  lower  extremity 
including  the  shin,  ankle  and  foot.  During  6  skilled 
.  nursing  visits  completed  between  1 2/03/08  and 
1/06/09  there  is  no  assessment  of  the  4  wounds 
located  on  the  right  lower  extremity! 

-  edema  of  the  right  lower  extremity.  The  initial 
nursing  assessment  indicates  that  the  patient  has 
•a  history  of  right  lower  extremity  edema,  during 
skilled  nursing  visits  completed  between  12/03/08 
to  01/06/09,  there  is  no  assessment  of  the 
patients  right  lower  extremity  edema. 

This  record  was  reviewed  with  the  acting 
Administrator  and  the  Supervising  Nurses  on 
02/04/09.  •  No  further  information  was  provided. 
484.52  EVALUATION  OF  THE  AGENCY'S 
PROGRAM 


This  CONDITION  is  not  met  as  evidenced  by: 
The  agency  failed  to  implement  a  program  which 
identifies  and  resolves  problems  associated  with 
quality  patient  care.  The  06/03/2008  Annual 
Program  Evaluation  for  2007  is  not  of  sufficient 
scope  to  identify  problem  areas  in  patient  care 
and  develop  mechanisms  for  resolutions. 
Specifically,  the  Annual  Program  Evaluation  failed 
to  ensure  and  evaluate  the  following: 

o  The  appropriateness,  effectiveness,  and 


G242 
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The  2008  annual  program  evaluation  will  be 
completed  by  members  of  the  governing 
body  the  AVP  of  Regulatory  Affairs,  the  VP 
of  Clinical  Operations  and  the  Administrator. 
This  will  be  reflected  in  the  minutes  of  the 
first  quarter  2009  PAC  meeting  which  will  be 
held  May  19th.  . 
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adequacy  of  agency  policies  and  procedures. 
G153 

o  The  adequacy  of  nursing  supervision  and 
supervision  of  para'professional  staff.  G140 

6  Qualifications  and  training  for  skilled  nursing 
staff  G140. 

o  The  effectiveness  of  case  management  and 
physician  notification/consultation.  G 143, 144 

o  The  accuracy  and  completeness  of  patient 
assessments  and  reassessments  G 171 

o  The  agency's  ability  to  develop  and  implement 
plans  of  care  which  address  each  patient's  needs 
and  assist  the  patient  in  reaching  established' 
goals  G 158,  159 

o  Quality  of  patient  care  G250 


The  cumulative  effect  of  these  systemic  problems 
related  to  the  agency's  annual  evaluation  resulted 
in  the  home  care  agency's  inability  to  ensure  the 
provision  of  quality  care  and  a  negative  outcome 
for  seven  patients:  #1,  2,  6,  26,  27,  30,  37  and 
the  potential  for  negative  outcomes  for  the 
agency's  entire  patient  population. 
484.52  EVALUATION  OF  THE  AGENCY'S 
PROGRAM 

The  evaluation  assesses  the  extent  to  which  the 
agency's  program  is  appropriate,  adequate, 
effective  and 
efficient. 
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This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of:  the  agency's  06/03/08  • 
Annual  Program  Evaluation  for  2007  , 
Professional  Advisory  Committee  meeting 
minutes  for  2008,  and, trended  data  reports  from 
quarterly  clinical  record  reviews  for  2007  and 
2008,  evidence  is  lacking  the  Annual  Evaluation  is 
of  sufficient  scope  to  determine  the  extent  that 
the  agency's  services  and  policies  are 
appropriate,  adequate,  effective,  and  efficient. 


Evidence  is  lacking  the  Annual  Program 
Evaluation  for  2007  included  a  review  of  trended 
data  and  identified  specific  areas  in  need  of 
improvement..  Despite  the  fact  that  the  agency 
was  cited  by  the  New  York  State  Department  of 
Health  at  Condition  level  deficiencies,  including  a 
determination  of  Immediate  Jeopardy,  during  the 
1st  quarter  of  2007;  the  report,  which  is 
documented  on  a  Gentiva  corporate  form,  states 
services  are  appropriate,  adequate,  effective  and 
efficient,  and  further  states  under  each  section 
"recommendations  None".  Page  9  of  the  Annual 
Evaluation  reads  as  follows:  "After  a  New  York 
State  Department  of  Health  Certified  Agency 
survey  in  the  1st  quarter'2007  which  found  this 
location  out  of  compliance  with  4  Conditions  of 
Participation,  referrals  were  slowed  down  in  order 
to  meet  the  Plan  of  correction  requirements  and 
staffing  needs.  We  need  to  slowly  and  carefully 
build  up  trained  staff  to  meet  the  needs  of  the 
patients  and  the  agency".  Page  12  states  "  1295 
+  100%  Start  of  Care  and  80%  ongoing  charts 
were  audited  until  7/07".  There  is  no  evidence 
that  the  results  of  these  audits  were  reviewed  or 
discussed  to  identify  areas  in  need  of. 
improvement  or  that  a  focused  action  plan  was  . 
developed  to  resolve  specific  problem  areas. 
There  is  no  basis  on,  or  process  by,  which  the 
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committee  made  a  determination  regarding  the 
adequacy,  effectiveness,  efficiency  and 
appropriateness  of  agency  services,  and  policies. 

Failure  of  the  agency's  annual  evaluation  to 
accurately  determine  the  extent  that  the  program 
is  appropriate,  adequate,  effective  and  efficient 
has  resulted  in  negative  outcomes  for  seven 
patients:  #1,2,6,  26,  27,  30,  37  and  has  the 
potential  for  agency  wide  unmet  patient  needs 
and  negative  patient  outcomes. 
484.52(a)  POLICY  AND  ADMINISTRATIVE 
REVIEW 

As  part  of  the  evaluation  process  the  policies  and 
administrative  practices  of  the  agency  are 
reviewed  to 

determine  the  extent  to  which  they  promote 
patient  care  that  is  appropriate,  adequate, . 
effective  and  efficient. 

This  STANDARD  is  not  met  as  evidenced  by: 
See  G  245 

484.52(b)  CLINICAL  RECORD  REVIEW 

At  least  quarterly,  appropriate  health 
professionals,  representing  at  least  the  scope  of 
the  program,  review  a  sample  of  both  active  and 
closed  clinical  records  to  determine  whether 
established  policies  are  followed  in  furnishing 
services  directly  or  under  arrangement. 

This  STANDARD .  is  not  met  as  evidenced  by: 
Based  on  a  review  of  the  agency's  Quality 
Improvement  Program,  Professional  Advisory 
Committee  (PAC)  meeting  minutes,  Governing 
Bodymeeting  minutes  and  interviews  with. the 

G  245 
G248 

Policy  review  will  be  done  quarterly  as 
evidenced  on  the  minutes  of  the  quarterly 
PAC  meeting  minutes. 

Team  audit  process:        j  0*1° 
As  part  of  the  quarterly  comprehensive 
record  audit  each  month  gfWo  of  that  team's 
census  will  be  reviewed  by  a  MCP/designee, 
The  team's  audit  scores  will  be  reviewed  at 
the  monthly  record  review  meeting  and 
recommendations  for  improving  areas  below 
benchmark  will  be  discussed.  The  MCP  is 
on  the  committee  and  has  the  accountability 
that  her  teams  audit  scores  and 
documentation  is  compliant. 

Peer  review  process: 

The  MCP/designee  on  each  team  will 
assign  2  charts  to  be  reviewed  each  quarter 
by  each  RN/PT.  The  outcome  of  the  peer 
reviews  (part  of  the  comprehensive  chart 
audits  and  integrated  into  that  statistic)  will 
be  discussed  at  the  monthly  team  meetings. 

Each  monthly  statistics  are  compiled  into  the 
quarterly  statistic  presented  at  the  quarterly 
PAC  meetings. 

The  Administrator/DPS  is  responsible  for 
audits  to  be  completed  and  documentation 
shows  compliance. 

i 
1 
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Agency  acting  Administrator  and  acting  Director 
of  Clinical  Services  (DOCS/DPS),  evidence  is 
lacking'  the  agency's  Quality  Improvement 
program  identified  and  corrected  recurring 
systemic  agency  problems. 
Specifically:  . 


-   There  is  no.  evidence  clinicians  representing 
all  services  provided  by  the  agency  have  been 
participating  in  the  record  review  process!  An 
interview  on  02/05/09'with  the  employee 
functioning  as  the  Quality  Improvement  Specialist 
until  02/04/09,  'confirmed  that  the  monthly  record 
audits  were  performed  by  the  clinical 
managers/supervisors.  She  stated  that  the 
agency  will  begin  integrating  therapy  and  social 
work  staff  into  the  process.  She  also  stated  the 
managers  develop  an  action  plan  and  present  it 
to  the  PAC  committee  quarterly. ' 

-■  There  is  no  evidence  that  monthly  clinical 
record  audits  include  both  open  and  closed 
clinical  records.  A  review  of  the  audit  tool  and 
the  trending  graphs  in' use  during  all  quarters  in  . 
2008  lack  evidence  of  an  audit  of  discharged 
records. 


-  Evidence  is  lacking  that  the  audit  tool  currently 
in  use  evaluates  quality  issues  with  respect  to 
comprehensive  assessment  and  case 
management  The  tool  evaluates  the  presence 
or  absence  of  forms. 

-  Evidence  is  lacking  that  the  agency  is 
developing  an  action  plan  to  address  and  resolve 
identified  areas  in  need  of  improvement  and  that 
the  action- plan  is  reviewed  and  revised  quarterly 
based  upon  the  agency's  response.  Specifically, 
quarterly  trending  reports  identify  percentages  of 
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In  addition  two  Gentiva  auditors  are  here 
assisting  with  the  audits  and  working  with 
the  MCP  and  clinical  staff  on 
documentation  improvements.  As  part  of 
this  review  the  auditors  will  provide  an 
educational  in-service  to  the  MCP  staff  in 
how  to  audit  the  clinical  record.  This  will 
be  completed  the  week  of  May  18, 2009. 


The  Rehab  Directors  are  reviewing  10%  of 
the  therapy  charts  and  working  with  the 
therapy  staff  on  their  documentation. 

The  Gentiva  audit  tool  is  used  and  entered 
in  UNITY.  Reports  are  run  with  the  trend 
and  outcomes  of  where  we  need 
improvement  and  drives  the  action  plans. 

5  orientation  charts  are  being  audited  by 
the  MCP  staff  for  each  one  of  their  new 
clinical  staff.  Feedback  will  then  be 
provided  to  the  clinician  and  the  educator 
on  any  trends  or  patterns  discovered. 

All  of  the  above  clinical  record  audits  are  a 
part  of  the  20%  comprehensive  quarterly 
chart  reviews,  just  broken  out  and  used 
monthly  as  appropriate  to  be  identifying 
and  correcting  documentation  issues  on 
an  ongoing  basis. 

The  RC2  is  auditing  10  personnel  files  per 
quarter,  this  will  include  performance  evals 
and  supervisory  visits. 
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completion  for  quality  indicators  based  on 
monthly  clinical  record  audits.  The  3rd  quarter 
trending  report  identified  67%  compliance  in  the 
area  of  "clinical  notes  show  evidence  of  following 
the  plan  of  care",  75%  compliance  "complete 
wound  assessment".  The  4th  quarter  trending 
report  identified  47%  compliance  in  the  area  of 
"clinical  notes  show  evidence  of  following  the  plan 
of  care,  67%  compliance  "complete  wound 
assessment". 

There  is  no  evidence  the  agency's  Quality . 
Improvement  program:  identified  the  decreased 
compliance  in  both  areas:  reviewed  the  previous 
quarter  action  plan  to  determine  why 
improvement  did  not  occur;  or  develop  a  specific 
action  plan  to  resolve  the  problems.  Action  plans 
are  general  and  include  inservice  education  and 
case" conferences  with  supervisors,  however 
there  is  no  mechanism  in  place  to  review  and 
revise  these  plans. 

There  is  no  evidence  in  any  of  the  Professional 
Advisory  meeting  minutes  for  all  quarters  in  2008 
that  action  plans  from  the  previous  quarter  are 
being  reviewed  and  revised  based  on  new 
trended  data. 

484.55(c)  DRUG  REGIMEN  REVIEW 

The  comprehensive  assessment  must  include  a 
review  of  all  medications  the  patient  is  currently 
using  in  order  to  identify  any  potential  adverse 
effects  and  drug  reactions,  including  ineffective 
drug  therapy,  significant  side  effects,  significant 
drug  interactions,  duplicate  drug  therapy,  and  . 
noncompliance  with  drug  therapy. 

This  STANDARD  is  not  met  as  evidenced  by: 
In  13  of  13  observational  home  visits  (100%) 
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Complaints,  infections  and  incidents  are 
discussed  at  the  morning  meetings  and 
also  trended  for  PAC  quarterly 

Dr.  Bishop  will  be  reviewing  with  the  PAC 
meeting  a  patient  who  had  a  potential 
negative  outcome  with  the  PAC 
committee. 

Dr.  Bishop  will  be  providing  in-services  on 
geriatric  care. 

She  is  also  available  to  give  a  physician 
perspective  on  difficult  to  serve  patients  as 
needed  to  the  branch. 

Through  monthly  team  meetings,  medical 
record  committee  meetings  and  the 
Administrator/DPS  meeting  with  the  MCP 
staff,  the  focus  will  remain  on  compliant 
documentation.  This  will  be  monitored 
through  the  afe©*©  auditsJU4-£id- 

The  areas  being  monitored  through  PAC 
are: 

•  Chart  audit  results 

•  Orientation  chart  audit  results 

•  Personnel  files  and  skill 
checklists 


5mm 


FORM  CMS-2567(02-99)  Previous  Versions  Obsolete 


Event  ID:  STEM  1 


Facility  ID:  3972 


If  continuation  sheet  Page  83  of  87 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  &  MEDICAID  SERVICES 


PRINTED:  04/15/2009 
FORM  APPROVED 
OMB  NO.  0938-0391 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVID.ER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER; 


337255 


(X2)  MULTIPLE.CONSTRUCTION 

A.  BUILDING   

B.  WING  


(X3)  DATE  SURVEY 
COMPLETED 

c 

04/15/2009 


NAME  OF  PROVI DER  OR  SUPPLIER 

GENTIVA  HEALTH  SERVICES  LIVERPOOL 


STREET  ADDRESS,  CITY,  STATE,  ZIP  CODE 
200  ELWOOD  DAVIS  ROAD 
LIVERPOOL,  NY  13088 


(X4)  ID 
PREFIX 
TAG  ■ 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


ID 
PREFIX 
TAG 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(X5) 
COMPLETION 
DATE 


G  337  Continued  From  page  83 

conducted  by  the  surveyor,  with  the  skilled  nurse, 
and  interviews  with  agency  staff,  the  acting 
Administrator  and  Supervising  Nurses,  evidence 
is  lacking  that  the  skilled  nurse  is  assessing  the 
patient's  current  medication  regime  and 
maintaining  an  accurate  medication  iist  as 
outlined  in  the  agency's  policy  manual. 

Specifically,  the  agency's  policy  labeled  "3-5 
Assessment  -  Review  of  patients'  medications" 
states  that  the  patient's  medications  will  be 
reviewed  during  the  initial  assessment  and  each 
subsequent  assessment.  The  review  will  include 
viewing  the  bottles  and  labels  of  drugs  the  patient 
has. 

Patient  #  1,  2,  4,  6,  7,  8,  9,  14,  16,  17,  19,  21,  28, 
30,  37. 


Failure  to  ensure  complete  and  accurate 
medication  reviews  by  the  skilled  nurse  has  the 
potential  for  unmet  patient  needs  and  the 
potential  for  negative  outcomes. 

Examples  are  as  follows: 

Home  Visit 

1.  Patient  #  9  was  admitted  to  the  agency  on 
1 1/28/08  with  a  primary  diagnosis  of  end  stage 
renal  disease  and  a  history  of  peripheral  vascular 
disease,  status  post  kidney  transplant,  an 
esophogeal  biopsy,  and  insertion  of  a 
jejun ostomy  feeding  tube.  Evidence  is  lacking 
that  the  skilled  nurse  provided  an  adequate 
assessment  of  the  patient's  current  medications 
as  specified  in  the  agency's  policy  manual. 

Specifically,  an  observational  home  visit  was 
conducted  on  01/23/09  by  the  surveyor  with  the 


G337 


•  RN  case  management  case 
loads  j 

•  Review  of  the  quarterly  policy ,  , 
updates  and  revisions  sent  out  I 
each  quarter.  This  will  ensure  al 
policies  are  reviewed  annually 

•  Incidents,  complaints  and 
infection  trends 

•  Adverse  events 

•  100%  SOC/POT  reviews  to 
ensure  accurate  assessments 
and  holistic  POT  are  being 
completed  by  the  MCP  staff 

The  governing  body  will  participate  in  PAC  { 
with  the  attendance  via  conference  call  or  in 
person  of  the  AVP  of  Regulatory  Affairs. 


Policy  review  will  be  done  quarterly  as 
evidenced  on  the  minutes  of  the  quarterly 
PAC  meeting  minutes. 

As  part  of  the  initial  assessment  visit  and  in 
subsequent  visits  the  clinician  will  ask  the 
patient  and  will  review  the  prescription 
bottles  for  any  changes  in  medications. 
Changes  will  be  incorporated  into  the 
medication  profile  and  a  case 
communication  sent  to  the  MD. 

This  will  be  audited  as  part  of  the 
comprehensive  chart  audit. 
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skilled  nurse  at  3  pm.  The  skilled  nurse 
conducted  a  re-certification  visit  During  the  visit, 
the  surveyor  observed  the  skilled  nurse  rewriting 
the  patient's  medication  list  dated  12/30/08.  The 
skilled  nurse  failed  to  look  at  the  patient's 
medication  bottles  or  review  the  specific 
medications  the  patient.was  taking  with  the 
caregiver  as  outlined  in  the  agency's  policy. 
During  the  visit,  the  surveyor  asked  the  skilled 
nurse  why  she  was  recopying  the  medication  fist? 
The  skilled  nurse  stated  that  it  was  the  agency's 
policy  to.  "recopy  the  medication  list  with 
recertification".  The  skilled  nurse  was  unaware 
that  the  agency  policy  included  a  review  of  the 
medication  bottles.  As  a  result,  the  following 
medication  discrepancies  were  found  during 
clinical  record  review: 

-  the  medication  list  contained  an  antidepressant 
medication,  Remeron,  however,  this  medication 
was  not  included  on  the  plan  of  care. 


-  both  the  medication  list  and  the  plan  of  care  , 
stated  that  the  patient's  two  new  medications 
Lasix  (diuretic)  and  Cipro  (antibiotic)  were 
ordered  to  be  taken  orally,  however,  the  plan  of 
care  dated  11/28/09  documents  the  patient  is  not 
to  take  anything  by  mouth. 

This  record  was  reviewed  with  the  acting 
Administrator  and  the-Supervising  Nurses  on 
02/10/09.  No  additional  information  was 
provided. 

Home  Visit 

2.  Patient  #  16  was  admitted  to  the  agency  on 
11/06/08  with  a  primary  diagnosis  of  a 
non-healing  surgical  wound,  and  a  history  of 
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insulin  dependent  diabetes,  hypertension  and 
diabetic  retinopathy  resulting  in  the  patient's 
limited  vision.  Evidence  is  lacking  that  skilled 
nurse  reviewed  medications  during  visits  to 
ensure  that  all  personnel  were  aware  of  the 
patient's  current  medication  regimen. 

Specifically,  the  plan  of  care  stated  that  the 
patient  requires  skilled  nursing  visits  3  times  a 
week  for  wound  care  and  ensuring  that  the 
•patient  has  prefilled  insulin  syringes.. 


The  RN  failed  to  review  the  patient's  medications 
during  an  observational  home  visit  conducted  by 
the  surveyor  with  the  skilled  nurse  at  08:30  am 
on  01/28/09.  At  the  conclusion  of  the  . 
observational  home  visit,  the  surveyor  reviewed 
the  medications  with  the  patient  and  identified  the 
following  discrepancies  with  the  medication  list 
which  was  last  updated  by  the  skilled  nurse  on 
01/02/09: 

-  the  medication  list  included  the  following 
medications  that  the  patient  stated  that  he  was  no 
longer  taking:  Plavix  (used  to  prevent  the. 
formation  of  blood  dots)  or  Percocet  for  pain. 

-  the  medication  list  failed  to  include  Tylenol 
Arthritis  for  pain  and  hydrocortisone  cream  to  dry 
itchy  skin  which  the  patient  stated  he  was 
applying. 

-  the  medication  list  states  that  the  patient  takes 
Aleve  200  mg  by  mouth  as  needed  for  pain,  the 
patient  stated  that  he  takes  this  medication'twice 
a  day  every  day  not  just  as  needed  for  pain. 

This  information  was  reviewed  with  the  acting  . 
Administrator  and  the  Supervising  Nurses  on 
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02/03/09.  No  further  information  was  reviewed. 


Home  Visit 

3.  Patient  #21  was  admitted  to  the  agency  on 
01/27/0.8  with  a  primary  diagnosis  of  insulin 
dependent  diabetes  and  a  history  of  diabetic 
retinopathy,  therapeutic  drug  monitoring, 
hypertension  and  long  term  use  of  insulin.  * 
Evidence  is  lacking  that  the  skilled  nurse  is 
reviewing  medications  and  updating  the 
medication  list  and  plan  of  care  as  follows: 

An  observational  home  visit  was  conducted  by  the 
surveyor  on  02/05/09  at  3:30  pm  with  the  skilled 
nurse.  During  the  visit,  the  surveyor  observed  the 
skilled  nurse  administering  eye  drops  to  both 
eyes,  the  surveyor  reviewed  the  medication  list 
which  did  not  include  eye  drops.  Additionally, 
there  was  no  documentation  that  the  skilled  nurse 
had  been  administering  these  eye  drops  during 
twice  daily  visits. 

This  record  was  reviewed  with  the  acting : 
Administrator  and  the  Supervising  Nurses  on 
02/09/09.  No  further  information  was  provided. 
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G  000  INITIAL  COMMENTS 


This  Statement  of  Deficiencies  is  the  result  of  a 
survey  that  was  initiated  as  a  complaint 
investigation  #  NY00054154,  NY00051965,  and 
NY00051 555.  Deficient  practices  were  identified 
during  the  survey  resulting  in  conversion  to  an 
Extended  survey.  During  the  survey,  two 
additional  complaints  were  received  and 
investigated.  #  NY0055900  and  NY0056561.  AJi 
five  complaints  investigated  resulted  in 
substantiation  of  the  allegations  identified. 

The  survey  consisted  of:  25  observational  home 
visits  and  1 7  additional  record  reviews  for  a  total 
of  42  clinical  record  reviews.  A  sample  of  7 
clinical  records  including  4  observational  home 
visits  were  selected  for  patients  enrolled  in  the 
Long  Term  Home  Health  Care  Program.  (Patients 
#  3, 4, 6,  8,  28,  34(  36)  Eight  clinical  records 
reviewed  including  5  observational  home  visits 
were  selected  for  patient's  receiving  Tele-health 
monitoring.  (Patients  #  3, 12,15,16,  25,  25,  31, 
41)  Interviews  were  conducted  with  the  Director 
of  Patient  Servtees£DPS).  the  Chief  Executive 
Officer  (Administrator),  the  Clinical  Managers, 
and  staff  members  throughout  the  survey. 

The  following  agency  records  were  requested  and 
reviewed  during  the  survey:  administrative  and 
clinical  policies  and  procedures;  Governing  Body 
meeting  minutes  dated  02/07  to  2/08; 
Professional  Advisory  Committee  meeting 
minutes  02/07  to  02/08;  and  Continuous  Quality 
Improvement  Committee  meeting  minutes  from 
01/07  to  12/07. 

Additionally  the  following  personnel  records  were 
reviewed:  a  sample  of  18  personnel  records  for 
professional  staff  and  8  home  health  aide 
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Continued  From  page  1 
records.  Personnel  A-X 

Throughout  the  survey,  each  clinical  record 
chosen  as  part  of  the  sample  was  reviewed  wrth 
the  DPS  and  the  clinical  managers. 
484.12(c)  COMPLIANCE W7  ACCEPTED 
PROFESSIONAL  STD 

The  HHA  and  Its  staff  must  comply  with  accepted 
professional  standards  and  principles  that  apply 
to  professionals  furnishing  services  in  an  HHA. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  6  observational  home  visits  for  patients 
requiring  dressing  changes  {patients  #  1,  2,  5, 
1 8, 22,  23),  interviews  with  the  Director  of  Patient 
Services  (DPS),  Clinical  Managers  and  reviews  of 
policies  and  procedures,  evidence  was  lacking 
during  3  of  6  visits  that  the  agency's  skilled 
nursing  staff  was  able  to  demonstrate  adherence 
to  agency  policies  and  procedures  and 
established  Infection  control  practices  for 
dressing  changes.  Patients  #  1 ,  5, 22. 

Failure  of  the  Skilled  Nurses  (SN)  to  follow 
infection  control  practices  and  agency  policies 
and  procedures  has  the  potential  for  unmet 
patient  needs  and  possible  negative  patient 
outcomes. 

Examples  are  as  follows: 
Home  Visit 

1 .  Patient  #  1  was  admitted  to  the  agency  on 
12/25707  with  a  primary  diagnosis  of  Peripherally 
Inserted  Central  Catheter  (PICC)  and  secondary 
diagnoses  of  toe  amputation,  insulin  dependent 


ID 
PREFIX 
TAG 


GD00 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  T>£  APPROPRIATE 
DEFICIENCY) 


-"Ail  Staff  will  be  re  educated  on 
infection  control  practices  by  June  30, 
2008.  Education  to  include  Infection 
Control  Policy  and  Procedures, 
Standard  Precautions,  Preparation  of 
Work  Area  and  Bag  Technique,  and 
Hand  Hygiene. 

In  addition  to  the  above,  Nursing  staff 
and  Certified  Wound  Specialists  will 
be  educated  by  June  6,  2008,  on 
Skin  and  Wound  Cleansing,  Dressing 
Changes  and  PICC  Maintenance  and 
Management  of  Potential 
Complications. 

Annual  mandatory  education  and 
orientation  will  include  the  above 
topic  demonstrated  in  the  field  and  in 
a  laboratory  setting  as  return 
demonstration  as  of  July  30,  2008. 

Alt  education  above  will  include  input 
by  Clinical  Managers,  Clinical  Nurse 
Specialist. 

By:  Director  of  Quality  Improvement. 


See  page  6/61  G 140  in  reference  to 
specific  changes  in  staff  supervision. 

;ee  page  60/61  G250  in  reference  to 
ongoing  monitoring. 
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Continued  From  page  2 

diabetes,  and  chronic  renal  disease.  The  plan  of 
care  {CMS  485}  for  the  certification  period 
02/23/08  to  04/22/08  directs  the  skSfed  nurse  to 
perform  wound  care  to  the  left  foot  amputation 
site  as  follows:  cleanse  with  sterile  normal  saline, 
apply  light  layer  of  Panafil  and  apply  wound  vac 
dressing  using  black  foam  to  be  changed 
Monday,  Wednesday  and  Friday. 

On  03/05/08, 1  pm.  the  surveyor  conducted  an 
observational  home  visit  with  the  skiHed  nurse 
(employee  F).  During  the  home  visit  employee  F 
violated  agency  policy  regarding  "Infection 
Control:  Standard  Precautions0  and  basic 
infection  control  standards  of  practice  as  follows: 

The  skilled  nurse  set  up  her  ctean  ffeld  on  the 
patient's  table  and  began  to  assemble  her 
supplies.  The  patients  wound  was  dressed  with 
Kerfix  over  the  wound  vac  dressing.  The  skiHed 
nurse  began  to  remove  the  soiled  Kerfix  using  the 
patient's  scissors.  The  skilled  nurse  placed  the 
patients  scissors  onto  the  carpeted  floor  between 
each  use  while  removing  the  old  Kerfix  dressing. 

When  the  skilled  nurse  finished  removing  the  old 
dressing,  she  placed  her  scissors  that  had  been 
on  the  floor  on  her  clean  field.  Without  changing 
her  gloves,  the  skilled  nurse  picked  up  the  sterile 
saline  bottle  with  the  soiled  gloves,  contaminating 
the  exterior  of  the  normal  saline  bottle  which  the 
patient  keeps  in  the  refrigerator  with  her  food. 

Once  the  wound  was  cleansed,  the  skilled  nurse 
picked  up  the  soiled  scissors  from  the  clean  field 
and  began  to  cut  the  black  foam  for  placement 
directly  into  the  wound.  The  skilled  nurse  fafled  to 
clean  the  scissors  that  she  had  placed  on  the 
floor  while  removing  the  old  dressing.    Due  to 


G121 


"  Patient  #1  was  discharged  May  14, 
2008. 

NB:  Patient  #1  did  not  have  a  PICC 
but  did  have  a  wound  vac. 

Individual  employee  counseling  and 
education  initiated  immediately  with 
clinician,  including  Infection  Control 
Policy  and  Procedures,  Standard 
Precautions,  Preparation  of  Work 
Area  and  Bag  Technique,  Hand 
Hygiene,  Skin  Care,  Wound 
Cleansing  and  Dressing  Change. 
By:  Clinical  Nurse  Specialist 

March  13,  2008  clinician  performed 
return  demonstration  for  evaluation 
and  competency  was  demonstrated 
in  all  areas  noted  above. 
By:  Clinica!  Nurse  Specialist. 

Additional  observation  with  return 
demonstration  and  follow  up  in  home 
supervision  was  conducted  onjvlarch 
14,  2008  and  June  6,  2008  to  ensure 
clinica!  competency  and  consistent 
adherence  to  infection  control 
standards. 

By:  Clinical  Nurse  Specialist 

Random  audits  will  be  completed 
quarterly  per  audit  schedule.  See 
page  60/61  G250. 


FORM  CMS-2567{02-99)  Previous  Versions  Obsolete 


Evert  ID:  R3GR11 


FaciSty  ID:  1&BO 


lfeontinuatJonfthe&tPag&  3  of  61 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  &  MEDICAID  SERVICES 


PRINTED;  05/29/2008 
FORM  APPROVED 
OMB  NO.  Qa3fr-Q391 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVKDER/SUPPUEWCUA 
IDENTIFICATION  NUMBER; 


337052 


NAME  OF  PROVIDER  OR  SUPPLIER 
VMA  CENTRAL  NEW  YORK  CHHA 


(X2)  MULTIPLE  CONSTRUCTION 
A  BUILDING 


B.  WING 


(XS)  DATE  SURVEY 
COMPLETED 

c 

05/29/2008 


STREET  ADDRESS,  CITY.  STATE,  ZIP  CODE 
1*50  W  GENESEE  STREET 
SYRACUSE,  MY  13204 


(X4>ro 

PREFIX 
TAG 


G121 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION} 


Continued  From  page  3 

the  nature  of  the  infection  control  issue  identified 
during  the  visit,  the  surveyor  asked  the  skilled 
nurse  to  stop  the  procedure  until  the  scissors 
were  cleansed. 

Immediately  following  the  visit,  at  2:30  pm,  the 
surveyor  met  with  the  Director  of  Patient  Services 
to  review  the  issues  identified  during  the  home 
visit  The  DPS  stated  that  she  wHI  immediately 
discuss  the  situation  with  the  nurse  and  develop 
an  action  plan  with  the  nurse. 

Home  Visit 

2.  Patient  #5  was  admitted  to  the  agency  on 
02/04/08  with  a  primary  diagnosis  of 
post-operative  infection  with  MRSA  following 
baateral  mastectomies.  The  physician's  order 
dated  02/20/06  directs  the  skilled  nurse  to 
perform  daily  wound  care  as  follows:  cleanse 
with  sterile  saline  pack  lightly  with  1/2  strength 
Dakins  solution  soaked  4  x4's  and  cover  with 
ABD  and  secure  with  Ace  Binder, 

On  02/28/08,  the  surveyor  conducted  an 
observational  home  visit  with  the  skilled  nurse 
(employee  O).  During  the  home  visit,  the 
surveyor  observed  employee  O  perform  wound 
care*  While  cleansing  the  wound  with  normal 
saline  solution,  the  solution  dripped  onto  the  floor. 
The  skilled  nurse  wiped  up  the  spified  solution 
from  the  floor  and  discarded  the  4  x  4.  The  skilled 
nurse  then  grabbed  the  normal  saline  bottle  using 
the  same  gloved  hand  and  contaminated  the 
exterior  of  normal  saline  bottle.  The  skilled  nurse 
informed  the  surveyor  that  the  normal  safine 
bottle  fs  kept  in  the  patient's  refrigerator. 

On  04/03/08,  at  4:30  pm  this  record  was  reviewed 
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Patient  #5  is  currently  an  active 
patient. 

See  corrective  action  pg.  2/61  G121 

Individual  employee  counseling  and 
education  initiated  on  April  00,  2008 
By:  Clinical  Nurse  Manager 


Additional  observation  with  return 
demonstration  and  follow  up  in  home 
supervision  was  conducted  on 
05/16/08  to  ensure  clinical 
competency  and  consistent 
adherence  to  infection  control 
standards. 
By:  Ql  Coordinator 

Random  field  supervision  visits  will 
be  completed  on  a  quarterly  basis  per 
audit  schedule.  See  page  60/61 
G250. 
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with  the  DPS  and  the  clinical  managers.  No 

further  information  regarding  mis  visit  was 

provided 

Home  Visit 

3.  Patent  #22  was  admitted  to  the  agency  on 
01/15/08  with  a  diagnosis  of  regional  enteritis  and 
peritoneal  adhesions  requiring  total  parental 
nutrition  through  a  Peripherally  inserted  Central 
Catheter  (PICC),  The  plan  of  care  directs  the 
stifled  nurse  to  visit  the  patient  weekly  to  perform 
PICC  line  dressing  changes,  ( 

On  03/07/08,  the  surveyor  conducted  an 
observational  home  visit  with  the  skilled  nurse. 
The  skilled  nurse  failed  to  follow  agency  poBcies 
related  to  cleansing  the  skin  and  PICC  catheter 
during  dressing  changes.  Specifically,  the  skilled 
nurse  cleansed  the  PICC  insertion  site  with  a 
Betadlne  swab  in  an  outward  motion  3  Inches. 
Then  using  the  same  Betadlne  swab,  the  skilled 
nurse  cleansed  the  PICC  from  the  Insertion  site  to 
the  hub  of  the  catheter.  The  agency  policy 
labeled  Teripberafly  Inserted  Central  Catheter 
Maintenance  and  Management  of  Potential 
Complications"  states  that  the  area  should  be 
cleansed  in  a  circular  fashion  from  the  exit  site 
outward  3  to  4  inches  in  dfameter.  There  is  no 
provision  in  the  policy  tor  cleansing  the  catheter 
from  Insertion  ate  to  the  hub,  Using  the  same 
swab  after  cleansing  the  skin  from  the  insertion 
site  outward  contaminates  the  insertion  site  of  the 
PICC. 

On  03/11/08,  the  surveyor  met  with  the  DPS  and 
reviewed  the  issues  identified  during  the  home 
visit  The  DPS  confirmed  that  the  same  swab 
should  not  be  used  to  clean  the  catheter  after  the 
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Patient  #22  is  currently  an  active 
patient.. 


Individual  employee  counseling  and 
education  was  conducted  on 
05/22/08. 

By:  Clinical  Nurse  Manager 


Clinician  was  re  educated  on  and 
given  a  copy  of  policy  pertaining  to 
PICC  protocol  on  May  22,  2008. 
Additional  observation  with  return 
demonstration  and  follow  up  in  home 
supervision  will  be  conducted  by  June 
30,  2008  to  ensure  clinical 
competency  and  consistent 
adherence  to  infection  control 
standards. 

By:  Clinical  Nurse  Manager 

Random  field  supervision  visits  will 
be. completed  on  a  quarterly  basis  per 
audit  schedule.  See  page  60/61 
G250.  See  page  2/60  in  reference  to 
mandatory  education. 
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swab  was  used  to  cleanse  the  rest  of  the  arm. 
G140  48414(d)  SUPERVISING  PHYSfCIAN  OR 
REGIS.  NURSE 

Services  furnished  are  under  the  supervision  and 
direction  of  a  physician  or  a  registered  nurse  (who 
preferably  has  at  least  one  year  of  nursing 
experience  and  is  a  public  health  nurse). 

This  person,  or  similarly  qualified  alternate, 
participates  in  aP  activities  relevant  to  the 
professional  services  furnished,  including  the 
development  of  qualifications  and  the  assignment 
of  personnel 


This  STANDARD  Is  not  met  as  evidenced  by: 
Based  on  a  review  of  42  clinical  records  and  25 
observational  home  visits,  and  interviews  with  the 
Director  of  Patient  Services  (DPS)  and  Clinical 
Managers  evidence  &  lacking  in  42  out  of  42 
clinical  records  (1  '00%),  that  patient  care  and 
services  are  adequately  supervised:  Patients  # 
1-42 

o  Ensuring  that  skilled  nurses  have  adequate 
training  and  skills  to  implement  accepted 
standards  of  practice  with  respect  to  infection 
control  and  universal  precautions  and  provide 
specialized  nursing  care  in  accordance  with 
agency  policies  and  procedures.  SeeG121 

o  Ensuring  that  agency  staff  identify  symptoms 
which  require  immediate  attention;  report  these 
findings  to  the  physician.  See  G143,  G164 

o  Ensuring  that  there  is  a  system  in  place  to 
ensure  effective  communication  and  coordination 
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140  /'Plan  for  Clinical  Department 

restructuring  will  be  implemented  on 
June  23,  2008  to  provide  increased 
supervision  and  oversight  of  clinical 
staff  and  patient  care.  The 
restructuring  divides  staff  into  five 
teams.  Each  team  has  a  Clinical 
Manager,  Quality  Care  RN 
Coordinator,  Clerical  Support  person, 
and  11  to  19  multi  discipline  clinical 
staff  members.  Four  of  the  teams 
manage  adult  patients  with  a  census 
range  of  120-170  patients  each.  The 
other  team  manages  pediatric 
patients  with  a  census  range  of  100- 
200  patients. 

By:  Director  of  Clinical  Operations 

Random  field  supervision  visits  will 
be  completed  on  a  quarterly  basis  per 
audit  schedule.  See  page  60/61 
G250. 

\     The  Director  of  Clinical  Operations 
\    will  ensure  that  case  managers 
\^  receive  instruction  regarding  their 
responsibilities  for  appropriate 
communication  with  their  patients' 
physicians  by  June  30,  2008. 
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between  aff  disciplines  including  tele-health 

nursing  staff  and  Clinical  Managers.  G143,  G144 

o  Ensuring  that  the  skilled  nurses  provide  the 
following  essential  care  components:  a  complete 
and  accurate  Initial  nursing  assessment; 
development  of  a  comprehensive  plan  of  care 
that  addresses  each  patient's  needs;  complete 
and  accurate  reassessments.  See  G159(  G164, 
G171,  G172. 


Failure  to  provide  adequate  supervision  has  the 
potential  for  unmet  patient  needs  and  negative 
outcomes  for  the  agency's  patient  population. 
484.14(g)  COORDINATION  OF  PATIENT 
SERVICES 

All  personnel  furnishing  services  maintain  liaison 
to  ensure  that  their  efforts  are  coordinated 
effectively  and  support  the  objectives  outlined  in 
the  plan  of  care. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  6  clinical  records  of 
patients  receiving  tele-health  monitoring  (3, 12, 
15, 16, 25, 26,  31, 41),  and  interviews  with  the 
.Director  of  Patient  Services  (DPS)  and  Clinical 
Managers,  evidence  is  lacking  in  5  records  that 
significant  findings  identified  during  tele-health 
encounters  are  communicated  to  the  skilled  nurse 
and/or  the  physician  to  ensure  that  symptoms  are 
assessed  and  monitored.  Patients  #  12, 25, 26 
31,41. 

Failure  to  ensure  that  care  coordination  activities 
occur  between  the  tele-Jiealth  staff  and  skilled 
nursing  staff  has  the  potential  for  negative 
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To  provide  oversight  of  clinicians  in 
the  field  and  ensure  effective 
communication  and  coordination  of 
care  between  all  resources  involved  in 
the  patient's  care,  the  Clinical  Nurse 
Manager  will  ensure  each  team 
performs  and  documents  monthly 
multi  discipline  caseload  review  on 
active  patients  following  the  Guidelines 
for  Caseload  Review  policy. 
Documentation  of  caseload  review  will 
be  completed  in  each  patient's 
electronic  medical  record. 
Implementation  of  this  process  will  be 
June  30,  2008. 

The  Coordination  of  Client  Services 
Policy  will  be  reviewed  and  updated  to 
include  communication  standards 
between  telehealth  staff  and  field  staff. 
Staff  will  be  educated  on  the  updated 
policy  by  July  31,  2008. 
By:  Director  of  Clinical  Operations 

Staff  will  be  educated  on  viewing 
patient  data  collected  through 
telehealth  monitoring  by  July  31,  2008. 

Beginning  July  31,  2008  a  focused 
audit  of  10  percent  of  telehealth 
records  will  be  performed  quarterly  for 
adherence  to  the  Coordination  of 
Client  Services  policy  and  following 
the  POC.  Data  will  be  analyzed 
quarterly  for  trends  and  appropriate 
action  plans  will  be  implemented. 
Results  will  be  reported  to  CQI  and 
PAC. 

By:  Director  of  Quality  Improvement 
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Continued  From  page  7 
outcomes  for  it's  patient  population. 

1.  Patient  #  31  was  admitted  to  the  agency  on 
01/29/08  with  a  primary  diagnosis  of  pneumonia 
and  secondary  diagnoses  of  chronic  kidney 
disease,  esophogea!  reflux  and  obstructive  sleep 
apnea  The  plan  of  care  includes  weekly  skilled 
nursing  visits  and  daily  tete-heatth  transmissions. 
The  tele-health  nurse  failed  to  communicate 
changes  in  the  patient's  condition  wfth  the  skilled 
nurse. 

Specifically,  on  03/02/08  at  3:47  pm  the  patient 
transmitted  vital  signs  to  the  tete-healih  nurse. 
The  patient's  Wood  pressure  was  80748.  At  4:23 
pm,  the  on-caJI  nurse  called  the  patient  and 
documented  that  the  patient  complained  of  chest 
pressure  and  visual  disturbances.  Tbeon-celi 
nurse  advised  the  patient  to  go  to  the  emergency 
room  for  an  evaluation.  There  Is  no  evidence  that 
the  skiHed  nurse  was  informed  that  the  patient 
was  sent  to  the  hospital. 
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Patient  #31  was  discharged  April  24, 
2008. 

The  Clinical  Nurse  Manager  educated 
staff  at  April  Multi  Disciplinary  Care 
Team  meetings  on  agency  standards 
for  reviewing  previous  visit 
documentation  and  interdisciplinary 
care  plan  prior  to  making  home  visits 
using  verbal  and  written  instruction. 

The  Clinical  Nurse  Manager 
counseled  the  clinician  regarding 
reviewing  previous  documentation 
prior  to  home  visit  on  May  22,  2008. 


m 

COMPLETION 
DATE 


On  03/04/08,  the  surveyor  attempted  to  conduct 
an  observational  home  visit  with  the  skilled  nurse. 
The  skilled  nurse  and  the  surveyor  arrived  at  the 
patient's  apartment,  knocked  on  the  door  and 
there  was  no  answer.  The  skilled  nurse  did  not 
know  where  the  patient  was  until  she  and  the 
surveyor  were  greeted  by  the  patients  neighbor 
who  proceeded  to  tell  the  skilled  nurse  and  the 
surveyor  that  the  patient  was  taken  to  the  hospital 
on  03/02/08.  The  skilled  nurse  was  unaware  that 
the  patient  was  admitted  to  the  hospital  over  the 
weekend.  The  surveyor  contacted  the  DPS  who 
stated  that  she  was  also  unaware  that  the  patient 
had  been  admitted  to  the  hospital  on  03/02/08. 

The  patient  was  discharged  from  the  hospital  on 
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03/07/08  with  a  diagnosis  of  dehydration. 

Home  Visit 

Z  Patient  #25  was  admitted  to  the  agency  on 
1 1/26/07  with  a  primary  diagnosis  of  cellulitis  of 
the  arm  and  secondary  diagnoses  of  type  If 
diabetes,  congestive  heart  failure,  and 
hypertension.  The  plan  of  care  included  daily 
teie-heatth  monitoring  of  the  patient's  vita!  signs, 
weight,  and  oxygen  saturation. 

-  On  02/20/08,  at  08:30  am,  the  patient's 
tele-health  transmission  included  a  weight  of 
295.5  pounds,  the  previous  weight  noted  on 
02/19/08  was  298.5  pounds.  The  tele-health 
nurse  documented  that  she  telephoned  the 
patient  During  the  telephone  contact,  the 
tele-health  nurse  documented  the  patient  was 
nauseous  and  had  a  decreased  appetite.  There 
was  no  evidence  that  the  tele-health  nurse 
Inquired  about  the  patient's  ability  to  take  her 
antl-hypergrycemic  medications  including  insulin. 
The  teie-heafth  nurse  left  a  voice  message  for  the 
skilled  nurse  to  inform  her  of  the  patient's  status, 
the  skilled  nurse  railed  to  conduct  an  assessment 
visit  or  inform  the  physician  of  the  patient's 
nausea. 


-  On  02/21/08,  at  08:30  am,  the  patient's 
tele-health  transmission  included  a  weight  of 
290.0  pounds,  This  is  an  8.5  pound  weight  loss 
since  02/19/08.  The  tele-health  nurse 
documented  that  she  attempted  to  contact  the 
patient  at  12  noon,  however,  there  was  no 
answer.  The  tele-health  nurse  documented  that 
she  informed  the  skilled  nurse  of  the  patient's 
rapid  weight  loss  and  that  the  skilled  nurse  will 
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The  Clinical  Nurse  Manager 
educated/counseled  the  Case 
Manager  in  May  of  2008  regarding 
communication,  Plan  of  Care, 
documentation  regarding  weight  loss, 
failure  to  make  a  visit  and  for  not 
making  appropriate  contact  with  the 
physician. 

The  Case  Manager  obtains 
parameters  from  the  physician  and 
communicates  parameters  and  other 
pertinent  information  to  telehealth  > 
nurse  for  all  patient's  that  have 
diagnoses  that  may  result  in  weight 
loss  and/or  gain  and  are  participating 
in  the  telehome  care  program. 
Parameters  for  significant  and  severe 
weight  loss/gain  have  been  added  to 
the  agency's  Policy  for  Weight 
Assessment. 

All  staff  will  be  educated  on  the  Policy 
for  Weight  Assessment  by  June  30, 
2008. 

By:  Clinical  Nurse  Specialist 
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see  the  patient  tomorrow  (2/22/08).  The 
physician  was  not  consulted  regarding  this 
significant  weight  loss  or  nausea 

-  On  02/21/08,  at  7  prn,  the  patfenfs  daughter 
called  the  agency's  on-call  system  and  informed 
the  orv-caii  nurse  that  her  mother  had  not  taken 
her  medications  or  eaten  since  02/20/08,  has 
continued  to  have  nausea,  vomiting  and  diarrhea. 
The  patient  had  taken  her  Lantus  insulin  at  10  pm 
on  02/20708.  The  orvcall  nurse  contacted  the 
physician  who  directed  the  patient  to  go  to  the 
emergency  room.  The  patient  was  admitted  to  the 
hospital  from  02/21/08  to  02/26/08. 

Although  the  skilled  nurse  was  informed  of  the 
patient's  nausea  and  rapid  weight  loss,  she  failed 
to  conduct  an  assessment  visit 

This  record  was  reviewed  with  the  DPS  and 
Clinical  Managers  on  04/03/08.  No  further 
information  was  provided. 

3.  Patient  #  41  was  admitted  to  the  agency  on 
03/05/08  with  a  primary  diagnosis  of  atrial 
fibrillation  and  secondary  diagnoses  of  congestive 
heart  failure  and  hypertension.  During  the  initial 
nursing  assessment,  the  skilled  nurse  identified 
that  the  patient  had  a  stage  II  pressure  ulcer  on 
her  buttocks.  There  is  no  evidence  of 
coordination  of  care  between  the  tele-health 
nurse,  the  skilled  nurse  and  the  physician  as 
follows: 

Specifically,  on  03/06/08,  at  3:40  pm,  the  patient's 
tele-health  monitor  was  installed  and  the  patient 
transmitted  a  blood  pressure  of  87/57.  Trie  plan 
of  care  directed  the  agency  to  notify  the  physician 
if  the  patienfs  systolic  blood  pressure  fell  below 
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Patient  #41  discharged  March  13, 
/2008. 

See  corrective  action  on  pg.  7/61. 

The  Teleheaith  Nurse  was  counseled 
by  the  Director  of  Clinical  Operations 
tn  May  of  2008  regarding  the  need  to 
review  the  IDT  Care  Plan  for  all 
patients  and  communicating 
appropriately  with  the  physician  and  all 
disciplines  involved  in  the  patient's 
care. 
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86  and  cfiastofc  blood  pressure  M  below  40. 
Them  is  no  evidence  thai  the  tele-health  nurse 
WenSflad  that  this  blood  pressure  was  below  the 
reportabte  parameters  Additfonaiy,  the  physician 
ordered  a  vteft  by  the  af&ad  nurse  to  manual 
obtain  a  Wood  pressure  whsfc  the  tefe-heanh 
bbod  pressur®  transmitted  wag  betew  the 
established  parameters.  No  sklDed  nursing  visit 
was  cortducted.  There  &  no  evktenos  that  the 
sJdSed  nurse  or  the  physician  was  rotated  of  Gils 
tew  blood  pressure  trarffirnisston. 

During  an  Interview  with  the  surveyor  on  04/21/08 
at  3:30  pm,  the  Tete-heafth  Coordinator  stated 
thai  the  tele-heaftti  department  was  not  aware  of 
an  order  to  have  the  nurse  perform  a  manual 
blood  pressors  for  "Wood  pressure  problema", 

-  On  05/07/08,  at  1  :Q7  pm,  a  tete-heafih  Wood 
pressure  of  £4/52  wai>  documented  The 
tste-haejft  nurse  failed  to  report  the  lew  Wood 
pressure  to  the  physician  end  the  skilled  nurse , 
faaled  to  conduct  a  visS  to  manually  assess  the 
patterns  blood  pressure. 

At 5:54  prn,  foe  tete-hsafth  nurse  documented 
calling  the  patient's  dwwojrter  regarding  the 
patients  low  bbod  pressure.  Thetete-haalfh 
nurse  asked  the  patent  to  re-test  her  bbod 
pressure.  The  patent's  blood  pressure  remained 
Jew  but  was  wiihtn  the  parameters  a*  BS/51, 


*  On  03/13/08,  at  10:00  am  the  physical  therapist 
conducted  a  home  visM  and  documented  that  the 
pafienf  a  Wood  pressure  was  low.  The  physical 
th&rapist  documented  three  btood  pressure, 
readings:  B/P  #1  taken  on  the  light  arm  white 
Bftfing  was  81/55;  B/P  £2  taken  on  the  fight  arm 
aiso  sitting  was  77/52;  B!?  #3  taXen  en  the  right 
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The  Physical  Therapist  was  counseled 
by  the  Rehab  Manager  June  6,  2003. 
At  this  time  an  addendum  was  made 
to  the  patient's  medical  record, 
documenting  the  Physical  Therapists 
phone  call  to  the  physician  regarding 
the  patienf  s  low  blood  pressure  that 
was  made,  but  not  previously 
documented. 
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arm  standing  was  78/52.  The  physical  therapist 
contacted  the  physician  to  report  the  low  blood 
pressure  readings.  There  is  no  evidence  that  the 
physical  therapist  contacted  the  skilled  nurse  or 
the  tele-health  nurse  to  report  these  significantly 
low  blood  pressures. 

At  10:30  am,  on  03/13/08,  the  patients  tele-health 
Wood  pressure  of  81/51  was  documented  The 
tete-health  nurse  did  not  contact  the  patient's 
oaughter  over  an  hour  later  at  11:53  am.  The 
patient's  daughter  informed  the  tele-health  nurse 
that  the  patient  had  a  low  grade  temperature  and 
was  coughing  up  brown  sputum.  The  tele-health 
nurse  recommended  that  the  patient  be  seen  in 
prompt  care.  The  daughter  stated  that  she  could 
not  get  the  patient  out  of  the  house  to  goto 
prompt  care. 

There  is  no  evidence  that  the  tele-health  nurse 
spoke  to  the  skilled  nurse  until  2  pm  and  informed 
her  about  what's  going  on  with  the  patient  The 
skilled  nurse  informed  the  tele-health  nurse  that 
"the  nurse"  would  visit  the  patient  "tonight"  At 
5:00  pm  6.5  hours  after  the  tele-health  blood 
pressure  was  documented,  the  licensed  practical 
nurse  visited  the  patient  and  obtained  vital  signs. 

On  03/14/08,  there  was  no  documentation  of  vital 
signs  transmitted  via  tele-health  and  no  evidence 
that  the  tele-health  nurse  communicated  with  the 
skifled  nurse  to  report  thatthe  patient  did  not 
transmit  any  vital  signs. 

-  On  03/15/08,  at  10:30  am  the  patient 
transmitted  a  blood  pressure  of  1 13/52.  At  1 1 :00 
am,  the  tele-health  nurse  documented  that  she 
called  the  patient" s  home  and  left  a  message 
regarding  the  patient's  status  and  questioning  if 
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The  Telehealth  Review  and  Response 
to  Clinical  Data  policies  will  be 
reviewed  and  updated  by  July  31 , 
2008.  The  Coordination  of  Care  policy 
will  be  revised  to  include  Telehealth, 
see  page  7/61  G143. 

By:  Director  of  Clinical  Operations 
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Continued  From  page  12 
the  patient  was  taken  to  "prompt  care  yesterday". 
There  is  no  dccumentatbn  in  the  clinical  record  of 
follow-up  commun  teation  between  the  patient's 
daughter,  the  tele-health  nurse  and/or  the  skilled 
nurse  to  determine  what  happened  to  the  patient 
on  03/1 3/08  or  why  the  patient  fated  to  transmit 
blood  pressure  readings  on  03/14/08. 

The  last  documented  tele-health  transmission  in 
the  clinical  record  was  noted  on  03/16/08  when 
the  patient's  blood  pressure  was  documented  as 
normal.  There  was  no  teie-heaJth  transmission  on 
03/17  or  03/18.  There  was  no  evidence  that  the 
tele-health  nurse  followed  up  with  the  patient  or 
notified  the  skilled  nurse,  Theonfy 
documentation  of  communication  in  the  clinical 
record  was  when  the  skilled  nurse  called  the 
patient  to  schedule  a  visit  The  patient's  daughter 
informed  the  skilled  nurse  that  another  home  care 
agency  was  providing  care. 

This  clinical  record  was  reviewed  with  the  DPS, 
Administrator  and  the  Tete-heaJth  Coordinator  on 
04/21/08.  No  further  information  was  provided. 
The  patient  was  discharged  from  the  agency  and 
Is  receiving  home  care  services  front  another 
certified  home  care  agency, 

4.  Patient  #28  was  admitted  to  the  agency  on 
1 0/08/07  with  a  primary  diagnosis  of  anemia  and 
secondary  diagnoses  of  congestive  heart  failure 
and  hypertension.  Evidence  is  lacking  that  there 
is  effective  communication  between  the 
tele-health  nurse,  skilled  nurse  and  the  physician. 
The  plan  of  care  included  daily  tele-health 
monitoring  of  the  patient's  vital  signs  and  weight 
There  is  no  evidence  that  the  patient's  weight  loss 
documented  during  tele-health  transmissions  was 
identified  by  the  tele-health  nurse,  discussed  with 


G143 


Patient  #26  was  discharged  November 
26,  2007. 


See  corrective  action  pg.  7/61  G143. 

The  Telehealth  Nurse  was  counseled 
by  the  Director  of  Clinical  Operations. 
See  page  10/61  regarding  Telehealth 
Nurse  counseling. 
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skilled  nurse  and  the  physician  consulted. 

-  Specifically,  between  1CV09/07  and  1 1/18/07, 
the  patient  suffered  a  24  pound  weight  loss. 

Although  the  tete-heaJth  nurse  documented  on 
1 1/16/07  that  she  left  a  voice  message  tor  the 
sklPed  nurse,  there  is  no  evidence  that  the  skilled 
nurse  visited  the  patient  or  consulted  the 
physician  regarding  this  significant  weight  Joss  in 
1  month. 

-  On  11/26/07,  tele-health  nurse  documented  a 
phone  cad  to  the  patient's  daughter  who  stated 
that  the  patient  was  admitted  to  the  hospital  with  a 
diagnosis  of  anemia 

This  record  was  reviewed  with  the  DPS  on 
02/22/08.  No  further  information  was  provided. 

5.  Patient  #12  was  admitted  to  the  agency  on 
01/29/08  with  a  primary  diagnosis  of  pulmonary 
embolus,  hypertension  and  mafignant  neoplasm 
of  the  large  bowel.  The  plan  of  care  includes 
weekly  skilled  nursing  visits  and  daily  tele-health 
transmissions  with  parameters  to  report  a  weight 
toss  bf  3  pounds  in  1  week.  The  skilled  nurse 
failed  to  provide  adequate  care  coordination  with 
the  tele-health  nurse. 

-  On  03/12/08  at  8:23  pm  the  on-caJI  nurse 
received  a  phone  call  from  the  patient  stating  that 
she  had  nausea  and  vomiting  and  was  concerned 
about  the  effectiveness  of  her  Coumadin  that  she 
had  taken  at  7:30  pm. 

-  On  03/13/08  at  12:00  midnight,  the  on-call 
nurse  documented  that  the  patient  stated  she  still 
had  nausea  and  vomiting  and  will  take  Zofran. 
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Patient  #12  was  discharged  on  May 
723,  2008. 
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The  Telehealth  Nurse  and  the  Case 
Manager  were  counseled  in  May  of 
2008  regarding  agency  protocol  on 
communication,  review  of  clinical 
documentation,  care  coordination  and 
reporting  appropriately  to  the 
physician. 

By:  Clinical  Nurse  Manager 
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The  on-cafl  nurse  documented  thai  she  notified 
the  skilled  nurse  {case  manager). 

-  On  03/13/08  at  10:00  am  the  patient 
transmitted  a  weight  which  reflected  4  pound 
weight  loss  in  3  days.  As  a  result  of  this  weight 
loss,  the  tete-heafth  nurse  contacted  the  patient 
and  o^terminect  that  the  patient  vomited  3  times 
last  night,  took  "something  to  settle  her  stomach" 
and  feels  better.  The  tele-health  nurse  ten  a 
voice  mail  message  for  the  skiBed  nurse. 
Although  the  skated  nurse  documented  a  phone 
call  to  the  patient  at  3  pm,  there  was  no  contact 
with  the  physician  to  report  the  patient's  weight 
loss  and  persistent  vomiting. 

There  was  no  transmission  of  vital  signs  on  03/15 
and  03/16/08  or  follow-up  communication  with  the 
patient  to  ensure  that  the  patient  was  safe.  There 
was  also  no  documentation  that  the  tele-health 
nurse  informed  the  skilled  nurse  that  the  patient 
failed  to  transmit  vita!  signs. 

On  03/17/08,  at  08:00,  the  patient  transmitted 
vital  signs.  The  tele-health  nurse  contacted  the 
patient  who  explained  that  she  started  vomiting 
again  on  Friday  03/13/08  and  was  admitted  to  the 
hospital,  there  was  no  skilled  nursing  visit  until 
03/18/08. 

There  is  no  evidence  that  the  physician  was 
notified  of  the  patient's  continued  nausea  and 
vomiting. 
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This  record  was  reviewed  with  the  DPS  and 

Clinical  Managers  on  04/02/08.  No  further 

information  was  provided. 

484.14(g)  COORDINATION  OF  PATIENT 

SERVICES 


FORM  CMS-2S67(Q2-e8)  Pravfcxis  Versions  Obwtela 


G143 


m 

COMPLETION 
DATE 


G144 


Event  ID.  R3GR11 


Facfity  ID:  1860 


09/30/08 


If  continuatfon  sheet  Page  15  of  61 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  &  MEDICAID  SERVICES 


STATS©*?  DF  OSFfSf&SHm 
AND  PUW  OF  CORRECTION 


.1       IDENTIFICATION  NUMB&t 


337052 


WUtTIPiE  OONSTmUCTJON 


printed?  oaaa/zooe 

FORM  APPROVED 
QMS  NO,  0938*0351 


<X3J  DATE  SURVEY 
COMPLETED 

o 


KAi«  OF  PROVED  OH  SlimiS? 

VMA  CENTRAL  NEW  YORK  CHHA 


CTRffiT  ADOREBS,  «TX  STATE,  2IP  COPE 
SYRACUSE,  NY  13204 


PREFIX 
TAG 


G  144 


SUMMARY  STATB/fKNT  Of  DERCaeNOES 

[each  DSFiciemn*  must  Be  f^ecsdec  by  full 


Continued  From  p^ja  15 

The  dlnfcat  record  or  minutes  of  cess 
conferences  establ&h  that  effective  mtej^nga, 
nsporBngt  and  ccordhaEon  of  patent  cam  doss 
occur. 


This  STANDARD  fs  not  met  as  evWenoad  by. 
Based  on  a  rwlew  of  42  cttrtcai  records,  25 
observational  home  visits  and  interviews  with  the 
Director  of  Palter*  Services  (DPS)  and  CSnbai 
Managers,  evidence  ia  tasking  in  42  records  ihsrt 
esse  conferences  bslwsen  Cflnksa!  Manasars  and 
skSlod  nurses  demonstrates  that  significant 
pafent  informatfon  regarding  the  pay&nVs  status 
is  cfecussad.  Patents  £  1^2  k 

SpeefffcaHy,  the  cSmcsl  record  failed  to  include 
documentation  that  case  e&ttferenctog  between 
the  Conical  Manager  and  the  clotted  nurse  was 
occurring.  On  03/03/08,  the  surveyor  asted  the 
DPS  to  explain  the  process  for  case  confersnoing 
and  communication  between  the  Cfcnfca) 
Managers  and  the  skftted  nurse.  The  DPS  stated 
that  the  documentation  of  case  conferences  was 
not  contained  inthecMcal  record,  but  was  kept 
in  a  separate  binder  b)<  each  Clinical  Manager. 
The  DPS  stated  thai  at  feast  monthly,  the  Cfinbal 
Manager  met  ttfth  the  skilled  nurse  and 
discussed  ths  current  oases. 

A  review  of  tha  documentation  contained  in  ths 
binder  for  2  of  the  CUnJcaf  Managers  was 
completed.  There  was  no  evidence  that 
significant  patient  Issues  identified  Jn  this  survey 
report  were  c&setssed  with  the  skilled  nurses. 
The  surveyor  asked  ths  DPS  What  was  discussed 
cHririg  the  case  reviews.  The  DPS  gavs  the 
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/see  page  6/61  G 140  in  reference  to 
Oversight  by  Clinical  Management. 

Guidelines  for  reporting  client  issues 
that  require  Clinical  Managers 
intervention  will  be  reviewed  with 
clinicians  at  the  tnulti  discipline  care 
team  meetings  by  June  30,  2008. 
Individual  case  managers  will  re 
responsible  for  reviewing  and 
reporting  to  Clinical  Nurse  Manager 
using  the  established  guidelines. 

A  standardized  process  for 
documentation  of  oversight  wifl  be 
created  and  implemented  by  the 
Clinical  Managers  by  July  31,  2008. 

By:  Director  of  Clinical  Operations 
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Confirmed  Fcom  page  "is 

cf  CJtent  Servteo"  approved  ot  OS/06/D5,  Thfe 
pofluy  te  vague  and  (toes  not  irtefuete  fcpecrfb 
inrDrmatJon  to  be  Qfo&t&s&d  during  monthly 
conferences.  TO&was  cfiactrasedwift&ei  DPS 
on  03/03/03,  the  DPS  then  provided  the  surveyor 
vtffch  a  ctooimart  tabbed  a3uldefin5s  for  Caseload 
Review".  Thte  cfocumant  contains  very  spedfte 
areas  to  be  discussed  during  tbs  case 
conferences  wSh  the*,  atnfcsi  Manager  and  tha 
skilled  nurse.  There  is  no  evjd&nes  thai  the 
Cfinteal  Manager  used  the  guidsthes  during  case 
confererjcaa  with  the>  sWIted  nurse, 

FaHure  to  eroure  coordination  of  care  andcass 
conferences  between  the  corneal  mansgars  and 
fcha  sldllad  nurse  has  the  potential  for  unmet 
patient  naeds  and  tft&  poientlai  for  outcomes  for 
its  patient  population. 

484,18  ACCEPTANCE  OF  PATIENTS  ,  POC, 
MK)  SUPER  - 

Patients  are  accepted  for  treatment  on  the  basis 
of  a  reasonable  expectation  that  the  patent's 
medical,  nursing,  and  social  nesds  can  b©  met 
adequately  by  tha  agesncy  in  the  paifertfs  piace  of 
roaHsnco. 


This  STANDARD  is  r»t  met  as  evidenced  by: 
Based  on  a  rssviw  of  42  clinical  records  and  25 
observational  ham©  visits  and  interviews  wfth  the 
Director  of  Patient  Services  (DPS)  and  tha 
Clinical  Managers  evidence    iackmg  in  5  of  5 
ciinfeal  records  that  ths  psttenfs  accepted  foe 
cam  requiring  home  haaJtfi  aide  services  can  be 
met  Patients  #  20, 26(29t  40;  41. 

Spscifteairy,  for  5  of  S  patients  admitted  to  the 


(3  144 


/The  Director  of  Clinical  Operations  will 
ensure  that  patients  admitted  to  the 
agency  meet  criteria  set  in  agency 
policy  for  admission  and  that  there  is  3 
reasonable  expectation  that  their 
needs  can  be  safely  met. 

Staff  will  be  educated  on  Acceptance 
of  Clients  and  Continuation  of  Service 
policy  by  July  31 ,  2003. 

Clients  determined  to  be  eligible  for 
aide  service  at  start  of  care  will  be 
informed  up  front  that  aide  service  in 
outlying  areas  may  not  start 
immediately.  The  patient  will  be  given 
a  choice  at  this  time  to  be  referred  to 
another  agency  for  all  services  and  the 
physician  will  be  informed. 


07/01/08 
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agency  with  identified  personal  care  needs,  the 
agency  failed  to  ensure  that  home  health  aide 
service  was  provided. 


Failure  to  provide  home  health  aide  services  has 
the  led  to  unmet  patient  needs  and  the  potential 
for  negative  outcomes  for  the  agency  patient 
population. 

1 .  Patient  #  26  was  admitted  to  the  agency  on 
10/08/07  with  diagnoses  of  chronic  obstructive 
pulmonary  disease  and  congestive  heart  failure. 
The  initial  OASIS  assessment  states  that  the 
patient  requires  the  presence  of  another  person 
throughout  the  bath  for  assistance  or  supervision 
and  lives  alone.  The  plan  of  care  developed  in 
cdlaboration  with  the  physician  included  home 
health  aide  service  2  hours  a  day  3  days  a  week 
for  assistance  with  a  shower,  shampoo,  meai 
preparation,  laundry  and  light  housekeeping. 
Evidence  is  lacking  that  the  agency  ever  provided 
home  health  aide  service. 

On  10/17/07,  skilled  nurse  visited  the  patient 
During  the  visit,  the  patient  asked  the  skilfed 
nurse  when  her  home  health  aide  service  was 
starting.  The  skilled  nurse  stated  that  the  agency 
was  having  trouble  finding  an  aide  in  her  area 

From  10/09/07  to  11/23/07,  the  patient  was 
transmitting  daily  tele-heaJth  weight 
measurements.  A  review  of  the  tele-health  - 
documentation  of  the  patients  dairy  weight 
showed  a  weight  loss  of  23.  5  pounds  from 
10/09/07  to  1 1/16/07.  There  is  no  evidence  that 
the  skilled  nurse  or  the  tele-health  nurse 
consistently  evaluated  the  patient's  ability  to 
prepare  meals. 
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The  Home  Health  Aide  Service 
Tracking  System  policy  will  be 
reviewed  and  revised  by  July  15;  2008. 
Revisions  will  include  policy  and 
procedure  to  ensure  timely  follow  up  of 
unmet  HHA  services  and  guidelines 
for  proper  communication  with  client, 
family  and  physician. 

The  Home  Health  Aide  Service 
Tracking  System  policy  will  be 
reviewed  will  staff  by  July  31 ,  2008. 
By:  Director  of  Clinical  Operations 
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The  agency  never  provided  this  patient  a  home 
health  aide.  On  11/26/07,  the  patient  was 
transferred  to  the  hospital. 

An  interview  with  the  DPS  was  conducted  on 
02/22/08,  regarding  the  agency's  inability  to 
provide  a  home  health  aide.  The  DPS  stated  that 
the  agency  just  does  not  have  aides  in  the 
patient1  s  geographic  area. 

A  note  in  the  clinical  record  dated  1 1/29/07  stated 
that  the  patient  did  not  want  VNA  to  provide 
service  upon  discharge  from  the  hospital.  The 
surveyor  asked  the  DPS  why  the  patient  no 
longer  wanted  VNA  services,  She  stated  that  it 
was  because  there  was  no  aide  service  available. 

2.  Patient  #29  was  admitted  to  the  agency  on 
12/03/07  with  a  primary  diagnosis  of  chronic  pain 
due  to  trauma  and  secondary  diagnoses  of 
abnormality  of  gait,  reflex  sympathetic  dystrophy 
and  asthma  During  the  initial  nursing 
assessment  the  skilled  nurse  documented  that 
the  patient  was  in  severe  pain  and  required  the 
assistance  of  a  home  health  aide  3  times^a  week. 
The  plan  of  care  developed  and  approved  by  the 
physician  included  a  home  health  aide  3  times  a 
week,  2  hours  a  day  for  assistance  with  activities 
of  daily  living,  assistance  with  transferring, 
ambulation,  meal  preparation  and  personal  care. 

There  is  no  evidence  that  the  agency  provided  a 
home  health  aide  to  assist  the  patient  with  • 
personal  care.  During  weekly,  skflied  nursing 
assessment  visits,  the  skilled  nurse  documented 
that  the  patient  was  having  pain.  There  is  no 
assessment  of  the  patient's  ability  to  perform  . 
personal  care  including  a  bath. 
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Patient  #29  was  discharged  December 
31,  2007, 

See  page  18/61  Gl 57 
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On  01/08/08,  the  clnkaf  record  contained  a 
transfer  OASIS  assessment  indicating  that  the 
patient  was  admitted  to  the  hospital  for 
uncontroOabie  pain. 

On  02/22/08,  the  surveyor  met  with  the  DPS  to 
review  the  findings  of  the  clinical  record  review. 
No  further  information  was  provided 


3.  Patient  #  41  was  admitted  to  the  agency  on 
03/05/08  with  a  primary  diagnosis  of  atrial 
fibrillation  and  secondary  diagnoses  of  congestive 
heart  failure  and  hypertension.  The  clinical  record 
contained  a  referral  to  the  agency  requesting  an 
evaluation  for  skilled  nursing,  physical  therapy 
and  home  health  aide  services.  The  referral  also 
indicates  that  the  patient  lives  with  a  daughter 
however,  the  daughter  is  planning  to  return  to 
work  therefore,  the  patient  will  need  a  home 
health  aide  for  assistance. 

During  the  initial  nursing  assessment  the  skflted 
nurse  documented  that  the  patient  had  dyspnea 
with  exertion,  decreased  muscle  strength  in 
bilateral  lower  extremities,  and  limited  range  of 
motion  in  bilateral  lower  extremities.  The  patient 
was  totally  dependent  for  all  activities  of  daily 
living  including  personal  care. 

"The  agency  tailed  to  provide  a  home  health  aide 
to  this  patient  from  admission  on  03/05/08  to 
03/1 B/08  when  the  patient  was  discharged  to 
another  certified  home  care  agency. 

This  record  was  reviewed  with  the  DPS  and 
Clinical  Manager  on  04/21/08.  The  DPS  stated 
mat  although  they  did  not  provide  a  home  health 
aide  for  the  patient,  they  sent  a  licensed  practical 
nurse  (LPN)  to  provide  personal  care  for  the 
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NB:  Transfer  OASIS  incorrect  - 
Addendum  was  made  to  OASIS  to 
reflect  a  planned  admission  to  the 
hospital. 
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patient  on  03/1 1/08  and  03/1 3/08.  However,  there 
was  no  evidence  that  personal  care  was  provided 
by  the  LPN. 

4.  Patient  #40  was  admitted  to  the  agency  on 

1 1/30707  with  a  primary  diagnosis  of  malnutrition 
requiring  total  parental  nutrition  (TPN)  via  a 
peripherally  inserted  central  catheter  (PICC)  and 
secondary  diagnoses  of  anorexia,  dehydration 
and  dysphagia  During  the  initial  nursing 
assessment,  the  sk3!ed  nurse  documented  that 
the  patient  lived  atone  and  required  the 
assistance  of  a  home  health  aide  for  personal 
care.  The  physician's  plan  of  care  dated  11/30707 
Includes  home  health  aide  services  2  hours  a 
day,  2  days  a  week  for  personal  care  and  bathing 
assistance. 

There  is  no  evidence  that  the  physician  was 
irrtormed  that  the  patient  did  not  receive  home 
health  aide  services  as  ordered  In  the  plan  of 
care. 

There  is  no  evidence  that  the  agency  provided  the 
patient  with  a  home  health  aide  from  admission  to 
12/1 1/07  when  the  patient  was  admitted  to  the 
hospital. 

On  02/22/08,  the  surveyor  interviewed  the  DPS 
and  Clinical  Manager.  The  surveyor  asked  if  this 
patient  was  readmitted  to  the  agency  after 
hospital  discharge.  The  DPS  stated  that  they  felt 
that  the  patient  was  not  safe  to  provide  her  own 
care. 

Home  Visit 

5.  Patient  #20  was  admitted  to  the  agency  on 
01/21/08  with  diagnoses  of  dementia,  abnormality 
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On  12/1 1/07  a  letter  was  sent  by  the 
VNA  to  the  hospital  the  patient  was 
admitted  to  alerting  the  hospital  that 
the  patient  lived  alone  and  needed  a 
.higher  level  of  care  or  admission  to 
short  term  rehabilitation  until  medical 
status  was  more  stable  for  home  care 
intervention. 
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Continued  From  page  21 
of  gaB,  type  H  debates,  $  history  of  fafls  and 
spina)  steno&is.  Th$  Inltfai  nursing  assessment 
and  pian  of  cere Vindicated  thai  the  paaerrt 
required  a  hsme  heafth  aide  2  hours  a  day  totes  i 
week  for  personal  care,  meal  preparation  end 
light  hou&efe^ping. 

On  01/30/OB,  the  skilled  nurse  documented  that 
the  paflait  was  managing  persona!  cars  but  was 
at  risk  for  falls*  The  skiBcd  nurse  documented 
thai  the  patient  had  senBTafeed  weakness  and 
was  stwafong  horn  health  aide  service. 

On  02/07/06,  tha  skilled  nirse  documented  that 
'^home  health  aide  service  no  teiger  needed* 
From  01/21/03  to  02/07/08,  there  is  no  evidence 
that  a  horns  health  aid©  was  ever  Mated, 

This  record  was  reviewed  with  the  DPS  snd 
Clinba)  Managers  on  C4/03/0&  No  further  > 
informaflon  was  provided!. 
484. 18(a)  PLAN  OF  <7ARE 

The  plan  of  care  developed  in  consults  Bon  with 
the  agency  staff  covans  aB  pertinent  diagnoses, 
Jnctading  mortal  stetus,  types  of  services  and 
equipment  required,  frequency  of  visits, 
prognosis,  rehabiStaiJort  potsntiai,  fund&nai 
limitations,  actMtiss  permitted^  nutritional 
requirements,  mBdicatfons  and  treatments)  any 
safety  measures  to  protect  agtsinsi  fafaty 
instructions  for  fimeiy  discharge  or  referral,  and 
any  other  appropriate  items. 


This  STANDARD  Is  not  met  as  evidenced  by: 
Based  on  a  review  of  $Z  cftnical  records,  26 
observattonaJ  home  visits,  and  interviews  with  the 
Director  of  Patient  Services  (DPS),  and  Cfinfcal 


Staff  will  be  educated  on  the 
development  of  the  patient's  plan  of 
care  and  the  need  to  include  patient 
specific  parameters  July  31,  2008, 
By:  Director  of  Clinical  Operations 

IDT  Care  Plans  will  be  revised  to 
ensure  accurate  plan  of  care  and 
facilitate  better  communication  among 
clinicians  and  better  assessment  and 
follow  up  for  pain/pain  management  by 
July  31,  2008. 

By:  Director  of  Clinical  Operations 


10/31/08 
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Managers,  evidence  is  lacking  in  29  records  the 
plan  of  care  developed  is  of  sufficient  scope  to 
meet  the  patient's  needs.  Patients*  1, 2,  3,4, 5( 
6, 7,  10, 13, 14, 15,  18,  19, 21, 22,23, 24. 25,  26, 
28,  29,  30,  32,  34,  37,  38, 40,  41,  42. 


Failure  to  develop  a  complete  and  accurate  plan 
of  care  has  the  potential  for  unmet  patient  needs 
and  the  potential  for  negative  outcomes  for  the 
agency's  patient  population. 


1.  In  4  of  5  dinicaJ  recoiris  reviewed 
patients  (#  9,  10, 24,  27, 28),  evidence  is  lacking 
that  the  plan  of  care  is  of  sufficient  scope  to 
ensure  that  the  patients  needs  are  met  Patients 
#10,24,28,27. 

Patient  #  28  an  eight  month  old  chad  was 
admitted  to  the  agency  on  1 1/12/07  with  a  primary 
diagnosis  of  CNS  Demyefination  and  secondary 
diagnoses  of  convulsions  and  failure  to  thrive. 
The  plan  of  care  fails  to  include  the  following: 

-  a  plan  to  assess  seizure  activity  during  each 
visit  and  parameters  to  notify  the  physician. 
Specifically,  during  the  initial  nursing  assessment 
he  skilled  nurse  documented  that  the  patient  has 
6  to  8  seizures  per  day  lasting  5  to  30  seconds. 

-  plan  to  assess  developmental  status  during 
each  visit 

-  accurate  medication  orders.  Plan  of  care  states 
phenobarbitaJ  100  milligrams  (mg)  orafly  once 
daify  afternoon  dose,  solution  is  20  mg/5  milliliters 
(mi),  patient  gets  5  mis.  Rvemlsofthe 
phenobarbetal  Is  only  20.  mg. 
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Clinician  counseled  in  Comprehensive 
development  of  Plan  of  Care. 
Addendums  to  POC  completed  as 
appropriate  for  patient  #1(d/c  5/14/08), 
5,  4,  6,-21  (d/c  3/19/08),  23  (d/c 
5/27/08),  34  (d/c  5/23/08). 

Clinician  counseled  in  comprehensive 
development  of  the  Plan  of  Care  for 
patients  #13  (d/c  3A8/08),  14  (d/c 
3/13/08),  15  (d/c  4/18/08),  18. (d/c 
4/14/08),  22,  26  (d/c  1 1/26/07),  29  (d/c 
12/31/07),  30  (d/c  3/8/08),  38,  40  (d/c 
12/10/07),  and  41  (d/c  3/13/08). 

A  new  pediatric  assessment  too  was 
developed  in  May  of  2008  to  assist  the 
pediatric  staff  in  completing  an 
accurate  assessment  and  developing 
an  appropriate  plan  of  care.  The 
assessment  tool  includes  a  complete 
physical,  psychological,  social  and 
developmental  assessment  to  be  used 
for  all  pediatric  clients.  The  pediatric 
nurse  will  identify  and  document  areas 
of  deficiency  and  complete  an 
accurate  and  appropriate  plan  of  care. 
By:  Clinical  Nurse  Manager 

All  pediatric  nurses  will  be  educated 
on  the  use  of  the  new  pediatric 
assessment  by  the  Clinical  Nurse 
Manager  by  July  1 5,  2008. 

The  Clinical  Nurse  Manager  will 
ensure  ail  pediatric  nurses  are 
competent  in  management  of  pediatric 
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-  a  plan  to  assess/rnonftor  phenobarbetal  level  for 
patent  having  9  to  3  seinjres  /day. 

-  parameters  to  report  weight  changes  either  bse 
organs 

Thi3.  record  was  reviewed  with  the  DPS  and  the 
ClinicaJ  Manager  on  03/1 3/08.  No  further 
information  was  provided. 

o  Patient  #24,  al  was 
to  the  agency  on  um  r/QJ  with  a  primary 
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diagnosis  of  cerebral  palsy  and  secondary 
diagnoses  of  gastrostomy,  asthma,  ventricular 
shunt-abdomen.  The  CMS  485  plan  of  care  dated 
01/I2m8  included  orders  for  private  duty  nursing 
far  licensed  practical  nursing  (LPN)  5  days  a 
week  however,  failed  to  rnclude  ihe  following- 

-  complete  parameters  tor  use  of  as  needed 
albuterol  Z5  tng  inhalation  every  4  hours  as 
heeded  for  increased  congestion  via  nebulizer 
faiied  to  specify .  The  plan  did  not  specify  if  the 
congesiton  was  nasal;  upper  respiratory  or  Jung 
congestion. 

-  specifics  related  to  the  application  of  bacitracin 
ointment  as  needed.  The  medication  order  states 
use  twice  a  day  to  the  affected  area,  however 
there  is  no  indication  what  area  is  affected,  ' 

-  a  pian  to  assess  gastric  feeding  tube  and  care 
to  be  provided 

-  direction  for  the  nurse  to  assess  seizure  activity 

Additional  there  are  discrepancies  between  the 
physicians  plan  of  care  (CMS-485)  dated 
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By  June  6,  2008  parameters  for  weight 
loss/gain  for  the  pediatric  patient  will 
be  obtained  by  the  case  manager  from 
the  physician.  If  the  physician  does 
not  give  parameters  the  agency 
standard  parameters  for  the  pediatric 
client  wil!  be  used  and  entered  in  the 
Ran  of  Care  for  the  physician's 
signature. 


Patient  #24  is  an  active  patient. 

Individual  counseling  was  conducted 
with  the  case  manager  regarding  ■ 
nebulizer,  albuterol  treatments,  g-tube 
site  orders  on  the  POC.  Orders  were 
clarified  and  corrected  in  May  of  2008. 

Random  audits  will  be  completed 
quarterly  per  audit  schedule.  See 
page  60/61  G250. 

The  Clinical  Nurse  Manager  will 
ensure' parameters  for  prn  medication 
for  pediatric  patients  are  included  in 
the  medication  orders  by  June  30, 
2008. 
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SIT^^S*3         du^  n***  Plan  of  care 
dated  07/20/07.  The  ptfvsta  dirty  ra/rshg  plan  of 
cars  was  not  updated  and  directs  the  LPN  to 
provide  chert  physiotherapy  in  the  evening.  Chest 
physiotherapy  Is  not  tacHided  on  the  CMS-485 
dated  01/12/08. 

This  record  was  reviewed  with  the  DPS  and  the 
amksaJ  Manage  on  CW0S/D8.  No  further 
Information  was  provided 

o  Patient  #10,  a  6  day  old  jrtfant,  was  admitted  to 
the  agency  on  02/02/08  wftft  diagnoses  of  fetal 
growth  retardation  and  newborn  feeding 
problems.  The  plan  of  care  failed  to  incfods  the 
fbflowing: 

-  direcgon  for  the  skilled  nurse  to  weigh  the 
patient  st  each  visit 

pten  to  assess  growth  and  development 
milestones 

This  record  was  reviewed  with  the  DPS  and  the 
Clinical  Manager  on  03/1 4/08.  No  further 
information  was  provided, 

Pattent  #27,  a  7  yew  oJd  chiW,  wa3  admitted  to 
the  agency  on  12te&04,  with  diagnoses  of 
congenitai  hydrocephalus,  ventricular  shunt  to  the 
abdomen,  convulsions  and  mental  retardation. 
The  plan  of  care  for  the  certification  period 
2HW7  to  02/07/08  failed  fo  include  the 
following: 

orders  for  home  heajth  aide  service 

plan  for  skilled  nurse  to  assess  sekure  activity 
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The  Clinical  Nurse  Manager  will 
ensure  the  Private  Duty  Nurse  Care 
Plan  is  updated  every  6  months  and  all 
treatments  are  included  on  the 
patient's  Plan  of  Care  or  as  an  interim 
order  for  the  physician's  approval. 

All  private  duty  Nurse  Care  Plans  will 
be  reviewed  and  revised  as 
appropriate  by  June  30,  2008. 

Random  audits  will  be  completed 
quarterly  per  audit  schedule.  See 
page  60/61  G250. 

Patient  #10  was  discharged  March  10, 
2008. 
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Patient  #27  is  active.  The  Case 
Manager  and  the  Clinical  Nurse 
Managers  were  counseled  regarding 
the  need  to  include  seizure  activity  in 
Plan  of  Care  as  of  June  1 8,  2008. 
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-  plan  to  assess  swallowing  ab&ty  On  11/28/07, 
ths  skified  nim  documented  that  the  echooi 
nuree  caSad  Ifre  agancy  to  inform  foe  skBted 
nurse  that  the  psSsrct  was  gagging  on  ftte  food, 
The  skiBed  nurse  felled  to  sssess  the  patterns 

Thts  record  was  revtevved  wfth  tfia  DPSorr 
03M3JD3.  No  furt^E^  Irrfbrrrialion  wbs  provided 

Z  Patent*  42  was  admitted  to  tfe  agency  an 
03/27/08  wfth  a  primary  diagnosis  erf  lung  cancer 
rssufftng  Inafeft  tower  lobectomy  and  secondary 
diagnoses  of  asthma  ufoe^wa  cdftte  and  an 
ileostomy.  The  agency  refwral  from  the  short 
term  r&tebSfitalSon  facility  Indicated  that  the  patient 
nesctea  akifesd  nursing,  physical  therapy, 
occupatbnal  therapy,  and  home  health  aide 
servtsss.  Hie  plan  of  care  feBed  to  include  tte 
fogowirtg: 

-  prion  tQ  assess  the  parent's  paSrtfpain 
management  Speefeiiy,  the  sklsd  nursa 
conducted  sn  Mat  assessment  vteir  and 
documented  that  the  paSor^  Jived  alone,  and  had 
constant  pain  wfth  an  Intensity  of  6  on  a  seals  of  0 
to  1 0.  The  sklRad  nurse  documented  that  ft© 
pattent  stated  "pain  feels  Sice  barbed  wire,  an 
fir©**.  Although  ffcs  pafenthas  an  order  for 
OBautfd  4  mg  every  4  rtoias  as  needed  tor  pain, 
there  Is  no  plgn  to  asses©  the  patetf  s  paSn  on 
subsequent  sfcffled  nurearsg  vfefts  or  the  use  of  as 
needed  pain  msdicatfwu 

*  plan  to  meet  the  patlanfa  persona)  care  n®ed$, 
The  skiFted  nurse  documented  that  she  was 
unable  b  use     shower  or  tub;  needs  to  be 
bathed  to  bad  or  beds  We  chafr,  transfers  wifo 
assistance;  te  unable  to  prepare  flghi  meate; 
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Patient  #42  was  discharged  April  23, 
2008. 
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unable  to  do  teundr^  or  housekeeping.  The 
BWfled  nuree  documented  fort  on  03/23/OS  s 
dKTerant  BkHted  nurse  would  visft  ths  patient  and 
determine  the  need  for  a  home  ftesfch  aida 
There  was  no  skBW  rwtring  visit  unfl  04/01/08. 
During  the  vfeft  in©  sklfted  hurs©  documented  that 
the  patient  had  dyspnea  at  rest  and  generalfeed 
decreased  strength.  The  sfcBIed  nurse 
documented  that  the  patient  asfced  about  a  tome 
hearth  aida  The  skilled  nurse  documented,  *J 
explained  nfceiy  that  with  her  apartment  In 
disarray  wttf  be  unable  fa  place  ajdastthfs  time". 
There  was  no  plan  developed  to  ensure  ftiat  in© 
patient's  personal  care  needs  ware  met 

-  ptotoprc^matfic^sodarwomsers^. 
On  04/07/M,  the  oct^wrtkjnal  therapist 
documented  a  cass  confer&nes  with  the  skBted 
nuree  regardfrig  the  nee3  for  a  medical  soda! 
worker  (MSW).  On  04mm,  the  agency 
receded  a  prescription  for  a  medical  soda*  wort 
cofwuJtafion  The  sKifed  nurse  documented 'In  9 
tefepnone  note  to  the  clinical  manager  dated 
04/08/03  mat  having  a  MSW  would  be  a 
"duplication"  of  serves. 

AJihough  the  agency  received  an  order  for 
medical  social  work  services  on  04/0#DB,  the 
agency  failed  to  provide  a  social  work  evaluation 
and  failed  to  devetop  a  pten  to  meet  this  pattern's' 
medical  social  needs. 

This  record  was  reviewed  with  the  DPS  and  the 
Clinical  Manager  on  05/05/03.  No  further 
Information  regarding  the  pJan  of  care  was 
provided. 
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By  August  31 ,  2008  clinicians  will  be 
educated  on  completing  an 
environmental  assessment  on  the 
chronic  care  client  with  multiple  social 
environmental  needs  and  clients  with 
psychiatric  problems  to  ensure  clients 
needs  are  met. 

By:  Director  of  Clinical  Operations 

Random  audits  will  be  completed 
quarterly  per  audit  schedule.  See 
page  60/61  G250. 


As  of  July  31 ,  2003  the  Director  of 
Clinical  Operations  will  ensure  an 
evaluation  visit  will  be  provided  by  all 
disciplines  ordered  by  a  physician.  If 
services  are  not  provided  the 
physician  will  be  notified  as  to  why, 
and  the  case  manager  will  complete 
an  interim  order  for  the  physician's 
signature. 

Random  audits  will  be  completed 
quarterly  per  audit  schedule.  See 
page  60/61  G250. 
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3.  Patient  #1  was  admitted  to  the  agency  on 
12/25/07  wtth  a  primary  diagnosis  of  InauHn 
dependent  diabetes  and  secondary  <fegnoses  of 
surgical  amputation  of  toes  on  the  left  foot, 
vascular  shunt  and  bypass  chronic  kidney 
disease.  The  initial  nursing  assessment  indicated 
that  the  patient  lives  with  her 
had  limited  adult  tamfly  to  assist  her.  The  skilled 
nurse  documented  that  the  patient  had  4  wounds. 
Labeled  wounds  1  -  4.  The  plan  of  care  dated 
12/25/07  failed  to  include  the  following: 

-  wound  care  to  be  provided  to  an  wounds. 
Specifically  there  was  no  plan  for  wound  care  to 
wound #  1  and # 3,  Additionally,  wounds*  2  and 
#  4  lack  direction  to  cleanse  the  wound  during 
wound  vac  dressing  changes  ordered  Monday. 
Wednesday  and  Friday. 

During  an  observational  home  visit  conducted  by 
trie  surveyor  with  the  skilled  nurse  on  03^5/08, 
the  skilled  nurse  cleansed  the  wound  with  normal 
saline  after  removal  of  old  dressing, 

-  plan  to  address  safety  issues  identified  during 
the  Inliia!  nursing  assessment  Specifically,  the 
skilled  nurse  documented  during  the  initial 
nursing  assessment  that  the  patient's  door  and 
lock  were  broken  while  she  was  in  the  hospital. 
There  was  no  plan  to  ensure  that  the  patient  was 
safe  at  home. 

-  plan  to  assess  lower  extremity  edema  identified 
during  the  initial  nursing  assessment 

This  record  was  reviewed  with  the  DPS  and  the 
Clinical  Manager  on  03/14/08.  No  further 
information  was  provided 


G159 


Patient  #1  was  discharged  May  14, 
2008, 


By  July  31 ,  2008  protocol  will  be 
developed  which  will  allow  clinicians  to 
document  of  multiple  wounds 
accurately  and  consistently  in  order  to 
develop  the  Plan  of  Care. 

By;  Director  of  Clinical  Operations 
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4.  Patient  #  32  was  admitted  to  the  agency  on 
01/18/08  with  a  primary  diagnosis  of  vascular 
access  catheter  and  secondary  diagnoses 
removal  of  left  knee  hardware,  removal  of 
infected  pacemaker/defibrillator,  requiring  . 
intravenous  antibiotics,  and  hypertension.  The 
plan  of  care  fails  to  include  the  following: 


-  specific  setongs  for  the  use  of  the  "fife  vest" 
external  defibrillator.  The  plan  of  care  states  life 
vest 

-  parameters  for  use  of  ice  to  the  left  knee.  The 
plan  of  care  indicates  may  use  ice  as  needed 

-  no  plan  to  assess  patient  for  signs  and 
symptoms  of  urinary  tract  infections  for  a  patient 
with  a  diagnosis  of  urinary  tract  infection  in  the 
hospital. 

•  no  plan  to  assess  site  of  pacemaker  removal. 

This  record  was  reviewed  with  the  DPS  and  the 
Clinical  Manager  on  04/01/08.  No  further 
information  was  provided. 

5.  Patient*  19  was  admitted  to  the  agency  on 
02/08/08  with  a  primary  diagnosis  of  neoplasm 
related  pain  and  secondary  diagnoses  of 
metastatic  cancer  of  the  brain  and  spine, 
malnutrition  and  a  decubitus  uicer  of  the  lower 
back.  The  plan  of  care  failed  to  Include  the 
foBowing: 

-  no  plan  to  weigh  patient  with  a  diagnosis  of 
malnutrition 

-  no  plan  to  provide  care  to  the  porta-cath. 


G159 


Patient  #32  discharged  February  23, 
2008. 

The  clinician  was  counseled  on  May 
20,  2008  by  the  Clinical  Nurse 
Manager  on  including  all  information 
on  the  patient's  plan  of  care. 

Staff,  will  be  educated  as  part  of 
orientation  and  yearly  there  after,  on 
policy  and  procedure,  Completion  of  a 
Comprehensive  Assessment  including 
plan  of  care  development. 
By:  Director  of  Clinical  Operations 

NB:  There  are  no  specific  settings  for 
use  of  "life  vest" . 


Patient  #19  was  discharged  on  April  1 , 
2008. 

As  of  July  31 ,  2008  staff  will  be 
educated,  as  part  of  orientation  and 
yearly  there  after,  on  policy  and 
procedure,  Completion  of  a ' 
Comprehensive, Assessment  and 
development  of  the  Plan  of  Care. 
By:  Director  of  Clinical  Operations 

Random  audits  will  be  completed 
quarterly  per  audit  schedule.  See 
page  60/61  G250.  
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Continued  From  page  29 

This  record  was  reviewed  with  the  DPS  and  the 

Clinical  Manager  on  03/26/08.  No  further 

information  was  provided. 

484.18(b)  PERIODIC  REVIEW  OF  PLAN  OF 

CARE 

Agency  professional  staff  promptly  alert  the 
physician  to  any  changes  that  suggest  a  need  to 
alter  the  plan  of  care. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  42  clinical  records,  25 
observational  home  visfts,  interviews  with  agency  > 
staff  and  a  review  of  agency  policies  and 
procedures,  evidence  is  lacking  in  23  clinical 
records  that  the  staled  nurses  identity  the  need  to 
report  changes  in  the  patient's  contfitton  to  the 
physician  which  may  require  a  change  in  the  plan 
of  care.  Patients#1,  2, 3,  7, 9, 12, 13, 20, 2tt  22, 
24,  25t  26, 28, 29,  30,  31,  32,  33,  35,  37, 40,  41. 

Failure  to  notify  the  physician  of  changes  in  the 
patient's  condition  has  the  potential  for  unmet 
patient  needs  and  negative  outcomes  for  the 
agency's  patient  population. 

1.  Patient  #  41  was  admitted  to  the  agency  on 
03/05/07  with  a  primary  diagnosis  of  atrial 
fibrillation  and  secondary  diagnoses  of  congestive 
heart  failure  and  hypertension,  Durfng  the  initial 
nursing  assessment  the  SN  documented  that  the 
patient  had  4  wounds  identified  as  follows; 

wound  #1 :  described  as  a  stage  II  pressure 
ulcer  of  the  coccyx.  This  wound  was  not 
measured. 

wound  #2:  described  as  left  chest  wall  pacer 
site  measuring  5  cm  wide 
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PROVIDER'S  PLAN  OF  CORRECTION 
{EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


The  Director  of  Clinical  Operations  will 
re-educate  staff  by  June  30,  2008  on 
the  need  to  alert  the  physician  of  any 
changes  that  need  to  alter  the  Plan  of 
Care.  Staff  will  be  instructed  in  the 
use  of  the  IDT  Care  Plan  to  view  the 
current  Plan  of  Care. 

Clinicians  were  counseled  on 
comprehensive  assessments  and 
ongoing  reassessment  with 
appropriate  communication  with  the 
physician  regarding  changes  in 
condition.  Where  appropriate, 
addendums  to  orders  were  completed 
for  patient  #1(d/c  5/14/08),  2,  3,  7,  9, 
12(d/c  5/23/08),  21(d/c  3/19/08),  22, 
24,  25,  28(d/c  2/1 8/08),  29(d/c 
12/31/07),  30(d/c3/8/08),  31(d/c 
4/24/08),  32(d/c  2/13/08),  33(d/c 
2/22/08),  35(d/c  3/17/08),  37(d/c 
2/7/08) 

Random  audits  will  be  completed 
quarterlyper  audit  schedule.  See 
page  60/61  G250. 

Patient  #41  was  discharged  March  31, 
2008. 
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wound  #3:  described  as  bum  mark  from 
resuseftafign  paddies  sternum  measuring  OJ  cm 
x  1.0  cm 

wound  #4;  ttescr&sd  as  bum  mart*  from 
resuscitation  paddles  sternum  measuring  1 .0  cm 
x  0.5  cm. 


-  On  03/12/08,  th&SN  visited  the  patient  Daring 
the  visit  the  nurss  itfsntSfed  that  the  patient  had  a 
temperature  of       lung  sound*  on  the  left  with 
whtsstzing  and  on  the  right  dimJnfehed  and  sputum 
was  brown  Sn  color.  The  SN  observed  ths  wound 
and  dcciimented  that  the  wound  was  now  95% 
necrotic  tissue  and  5  %  slough  tissue.  The 
wound  was  described  a®  blackish  incoJorwith 
some  groan  noted,  and  has  a  nptheahte  odor. 
The  wouod  was  afeo  re-staged  by  the  SN  as  a 
stage  IV.  The  SN  faSed  to  measure  the  wound 
and  documented  that  she  was  "unable  to 
measure  due  to  location,  deep  in  gluteal  folds". 

-  On  03/12/08,  the  sfcified  nurse  documented  mat 
she  contacted  foe  pJiysiefenfc  office  and  reported 
the  following  "dt  (client)  had  low  grade  temp, 
wound  is  getting  worse  had  crackles  right  lew 
base  and  Issft  dimfofehed"  ThB  SN  failed  to  inform 
ihe  physJcan  that  dujing  her  SN  assessment  on 
03/12/08,  she  determined  that  the  wound  was 
now  a  stage  IV  Increased  from  a  stage  ii  In  Just  7 
days.  Th^reb  also  fifOBvidnce  that  tft$SN 
informed  the  physician  thst  due  to  the  location  of 
the  wound  ft  was  never  measured. 

There  was  no  fcflovwjp  cwnrnunteaUon  with  the 
physician  to  determine  If  changes  in  wound  care 
were  required. 

This  record  was  reviewed  with  the  Director  of 
Patient  Services,  CMcsA  Manager,  Tele-health 
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In  May  of  2008  individual  clinicians 
were  counseled  and  corrective  action 
was  taken  by  the  Director  of  Clinical 
Operations  regarding  the  need  to 
report  changes  in  clinical  status  to  the 
physician  and  the  Clinical  Manager. 
The  Case  Manager  was  instructed  in 
appropriate  assessment  of  wounds 
and  wound  care  protocol. 

En  May  of  2008  the  Clinical  Nurse 
Specialist  conducted  supervisory 
follow-up  in  the  home  to  ensure 
clinical  competency  in  wound  care. 

Director  of  Clinical  Operations  will  re- 
educate all  clinical  staff  on  wound 
protocol  by  July  31,  200S. 

Education  will  address  appropriate 
follow  up  with  the  Plan  of  Care, 
appropriate  assessment  of  wounds, 
and  appropriate  follow  up  with  the 
physician  including  change  in  status 
and  unresolved  problems.  Education 
will  include  instruction  on  the 
importance  of  timely  notification  to  the 
physician  with  changes  in  patient 
status. 

Random  audits  will  be  completed 
quarterly  per  audit  schedule.  See 
page  60/61  G250. 
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Coorefinator  and  Admlr^trator  on  04/21/08.  The 
DPS  and  Clinical  Manager  cSd  not  know  why  the 
skilled  nurse  did  not  contact  the  physician  again 
to  determine  if  there  was  a  change  in  the  plan  of 
care  when  the  wound  deteriorated. 

2.  Patient  #  28  was  admitted  to  the  agency  on 
10/08/07  with  diagnoses  of  chronic  obstructive 
pulmonary  disease  and  congestive  heart  failure. 
During  the  initial  nursing  assessment,  the  skilled 
nurse  documented  that  the  patient  lives  alone  and 
needs  the  assistance  of  a  home  health  aide. 
There  is  no  evidence  that  the  skilled  nurse 
reported  the  following  changes  in  the  patient's 
condition  to  the  physician: 

SpecificaBy,  patient  was  performing  dairy 
tele-health  monftoring  beginning  on  1QV09/07. 
The  initial  tele-health  weight  documented  was 
199  pounds.  On  10/23/07,  the  skilled  nurse 
documented  that  the  patient's  weight  on  the 
tele-health  monitor  was  190  pounds,  this 
represents  a  9  pound  weight  loss  in  14  days.  The 
physician  was  not  notified. 

Additionally,  during  the  initial  nursing  assessment 
the  skiBed  nurse  identified  that  the  patient 
required  a  home  health  aide  for  personal  care 
and  to  assist  with  meal  preparation.  On  10/17/07, 
the  patient  asked  the  nurse  when  her  home* 
health  aide  service  was  starting.  The  skilfed 
nurse  stated  that  the  agency  was  having  trouble 
finding  one  in  her  area  The  skilled  nurse  did  not 
assess  the  patient's  ability  to  prepare  her  own 
meals  and  did  not  Inform  the  physician  that  the 
patient  was  not  receiving  home  health  aide 
eervtees  as  ordered. 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


By  July  31 ,  2008  the  Director  of 
Clinical  Operations  will  review  and 
revise  Telehealth  Policy  regarding 
notification  of  the  physician  of  change 
in  patient's  condition. 

See  page  7/61  G143. 

Patient  #26  was  discharged  November 
26,2007. 


In  May  of  2008  the  Telehealth  Nurse 
was  counseled  regarding  the  need  to 
notify  the  physician  of  weight  loss  by 
the  Director  of  Clinical  Operations. 
See  page7/61  G143. 


By  July  31 ,  2008  the  Home  Health 
Aide  tracking  policy  will  be  reviewed 
and  revised  to  include  notification  of 
the  physician  of  no  aide  service 
available  and  the  need  for  OT 
evaluation. 

By:  Director  of  Clinical  Operations 
Seepage  18/61  G157. 


COMPLETION 
DATE 


07/31/0  3 


From  1 0/23/07  to  1 1/16/07,  the  patient  tost 
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Continued  From  page  32 
another  14.5  pounds.  Although  the  tele-health 
nurse  documented  that  she  was  aware  that  the 
patient's  weight  was  down,  she  tailed  to  contact 
the  physician  to  report  this  change  in  condition. 

This  record  was  reviewed  with  the  DPS  on 
02/22/08.  No  further  information  was  provided. 

3.  Patient  #40  was  admitted  to  the  agency  on 
1 1/30/07  with  a, primary  diagnosis  of  malnutrition 
requiring  total  parental  nutrition  (TPN)  via  a 
peripherally  inserted  central  catheter  (PICC)  and 
secondary  diagnoses  of  anorexia,  dehydration 
and  oophagia.  During  the  initial  nursing 
assessment,  the  skilled  nurse  documented  mat 
the  patient  lived  alone  and  required  the 
assistance  of  a  home  health  aide  for  persona) 
care.  The  SN  also  documented  that  the  patient 
had  a  caregiver  willing  to  learn  to  flush  the  PICC 
and  administer  the  TPN. 

On  12/03/07,  at  5:15  pmt  the  on  call  nurse 
received  a  call  from  the  patients  caregiver  stating 
that  he  was  unable  to  flush  the  "grey  port'  and 
coufd  not  get  a  Wood  return.  TheSN 
documented  that  the  caregiver  was  very  upset 
and  stated  that  he  was  no  Jonger  going  to  take 
care  of  the  iV.  He  slated  that  he  would  hook  up 
the  TPN  tonight  and  disconnect  in  the  morning. 
The  SN  failed  to  inform  the  physician  that  one  of 
the  PICC  Hne  lumens  was  occluded  or  that  the 
patient  no  longer  had  a  willing  and  able  caregiver. 

During  the  12/04/07  visit  the  SN  documented  that 
she  and  another  nurse  instructed  the  client  on 
flushing,  setting  up  and  administering  TPN. 
Client  needs  further  instructions.  The  skilled 
nurse  documented  that  one  of  the  two  PICC 
lumens  is  plugged  and  that  the  physician  was 


\5 


By  July  31',  2008  the  Director  of 
Clinical  Operations  will  reeducate  staff 
and  reinforce  expectations  of  Plan  of 
Care  review  to  determine  necessary 
changes  in  parameters  and  the 
expectation  of  appropriate  and  timely 
communication  with  the  physician. 

Random  audits  will  be  completed 
quarterly  per  audit  schedule.  See 
page  60/61  G250. 

Patient  #40  was  discharged  December 
10,2007. 

in  March  of  2008  The  Director  of 
Clinical  Operations  reviewed  with  on- 
call  nurse  the  need  to  notify  the 
physician  of  a  change  in  the  patient's 
status  and  the  need  to  schedule  a 
home  visit  to  support  the  caregiver. 

See  page  32/61. 
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aware.  There  is  however,  no  evidence  that  the 

SN  informed  the  physicam  that  the  lumen  was 

occluded. 

On  02/22/08,  the  surveyor  interviewed  the  DPS 
and  Clinical  Manager.  No  further  Information 
regarding  notifying  the  physician  was  provided. 

Home  visit 

4.  Patfent  #1 3  was  admitted  to  the  agency  on 
01/01/08  with  a  primary  diagnosis  of  foot  ulcer 
and  secondary  diagnoses  of  type  II  diabetes  and 
mOd  dementia.  On  admission  the  skilled  nurse 
identified  a  diabetic  foot  ulcer  on  the  plantar 
surface  of  the  left  great  toe  requiring  DuoDenn 
dressing  changes  3  days  a  week.  On  1/08/08  the 
skilled  nurse  documented  that  the  patient  had  2 
new  wounds.  One  wound  was  located  on  the  left 
foot  and  the  other  on  the  right  foot  On  02/05/08, 
the  skBled  nurse  noted  that  the  patients  left  foot 
toe  wounds  were  100%  slough  and  had  an  odor. 
The  patient  was  taken  to  the  emergency  room 
and  returned  home  the  same  day  with  new  wound 
care  orders. 

On  03/08,  09, 10, 1 1/08,  the  skilled  nurse 
documented  that  the  wound  drainage  was 
purulent  green  or  yeliow.  There  was  no  call  to  the 
physician  to  report  this  change  in  the  patient's 
condition  and  on  03/12/08,  the  patient  was 
admitted  to  the  hospital  with  a  diagnosis  of 
ceflutftis 

Additionally,  the  skilled  nurse  failed  to  contact  the 
physician  to  report  a  1 9  pound  weight  toss  from 
01/01/08  to  02/13/08.  On  01/01/08  the  patient's 
weight  was  179  pounds  and  oh  02/13/08  the 
patient's  weight  was  160  pounds. 


G164 


Patient  #13  was  discharged  March  18, 
2008. 


In  May  of  2008  the  Clinician  was 
counseled  regarding  wound  protocol, 
review  of  the  IDT  Care  Plan  and 
proper,  timely  communication  with  the 
physician. 

By:  Director  of  Clinical  Operations 
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Continued  From  page  34 

This  record  was  reviewed  with  the  DPS  on 
03/26/08.  No  further  information  was  provided. 

5.  Patient  #  20  was  admitted  to  the  agency  on 
01/21/08  with  a  primary  diagnosis  of  Dementia 
and  secondary  diagnoses  of  abnormality  of  gait, 
type  II  diabetes  and  hypertension.  During  the 
initial  nursing  assessment  the  skilled  nurse 
documented  that  the  patient  complained  of 
burning  upon  urination.  The  skllted  nurse  failed  to 
inform  the  physician  of  the  urinary  symptoms  and 
directed  the  patient's  daughter  to  call  the 
physician. 

On  01/23/08,  the  skilled  nurse  returned  to 
assess  signs  and  symptoms  of  a  urinary  tract 
infection  and  check  if  the  patients  daughter  called 
the  physician.  The  skilled  nurse  documented  that 
the  patient  had  "urinary  burning  for  2  weeks. 
Daughter  has  yet  to  take  a  specimen  to  lab".  The 
physician  stQI  was  not  consulted  and  no  specimen 
obtained  by  the  nurse. 

There  was  no  subsequent  skilled  nursing  visit 
until  01/30/08  and  rcr  communication  with  the 
patient  until  the  01/30/08  skilled  nursing  visit, 
when  the  skilled  nurse  documented  that  "patient 
on  ant&Hotic  for  UTI" 

This  record  was  reviewed  with  the  DPS  on 
04/03/08.  No  further  information  was  provided. 
484.30(a)  DUTIES  OF  THE  REGISTERED 
NURSE 

The  registered  nurse  makes  the  initial  evaluation 
visit 
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Patient  #20  was  discharged  March  7, 
2008. 

In  May  of  2008  The  Clinical  Nurse 
Manager  counseled  the  clinician 
regarding  appropriate  follow-up  and 
notification  of  physician  on  a  change  in 
condition. 


Individual  clinicians  were  counseled  on 
comprehensive  nursing  assessment 
and  standards  of  practice  based  on 
agency  policy  and  protocols  for  patient 
#  3,  6,  7,  12  (d/c  5/23/08),  14  (d/c 
3/13/08),  16  (d/c  4/8/08),  18  (d/c  4/14/08), 
19  (d/c  4/1/08),  20  (d/c  3/7/08),  23  (d/c 
5/27/08),  24,  25,  26  (d/c  1 1/26/07),  28  (d/c 
2/18/08),  29  (d/c  12/31/07),  31  (4/24/08), 
(2/13/08),  39  (3/28/08) 
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Continued  From  page  35 

This  STANDARD  fe  not  met  as  evidenced  by: 
Based  on  a  review  of  42  cGnicaf  records  records 
and  25  observational  home  visits,  interviews  with 
the  Director  of  Patient  Services  and  Clinical 
Managers,  evidence  is  lacking  in  26  records  that 
the  initial  nursing  assessment  is  of  sufficient 
scope  to  accurately  identify  the  current  needs  of 
the  patient  Patients  #  1, 2, 3, 6, 7, 12, 14, 16, 18, 
19,  20, 21, 22,  23, 24,  25,  26,  28, 29, 30,  31,  32, 
37,39,40,41. 

Failure  to  conduct  a  complete  and 
comprehensive  initial  nursing  assessment  may 
lead  to  unmet  patient  needs  and  has  the  potential 
for  negative  outcomes  for  the  agency's  patient 
population.  * 

1.  Patient #41  wasadmrtted to thehomecare 
agency  on  03/05/08  with  a  pressure  ulcer  to  the 
sacral  area  On  03/06/08,  the  skilled  nurse  (SN) 
conducted  an  initial  assessment  The  initial 
nursing  assessment  failed  to  include  the 
following: 

-  a  complete  and  accurate  assessment  of  the 
patient's  sacral  pressure  ulcer:  Specifically  the 
SN  documented  that  the  patient  had  a  sacra) 
pressure  ulcer  located  on  the  patients  coccyx, 
however  the  skilled  nurse  documented  the  wound 
was  not  measured  as  client  could  not  stand  for  an 
extended  length  of  time  and  the  wound  was 
located  deep  in  buttocks  fold  of  coccyx.  The 
skilled  nurse  failed  to  document  the  reason  why 
the  patient  was  unable  to  stand  long  enough  to  be 
assessed  in  the  standing  position  or  why  the 
patient  had  to  be  assessed  in  the  stanoing 
position.  Although  the  skilled  nurse  documented 
she  contacted  the  physician  during  the  initial 
assessment  and  the  physician  approved 
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PROVIDER'S  PLAN  OF  CORRECTION 
fEACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


By  July  31 ,  2008  staff  wili  be  educated 
on  Comprehensive  Nursing 
Assessment.  Clinicians  will  be 
educated  in  standards  of  practice 
based  on  evidence  based  policy  in  the 
following  area:  Wound  assessment 
and  documentation,  IV  interventions, 
patient  education  and  documentation, 
weight  loss  and  appropriate 
interventions,  initial  nursing 
assessment  and  reassessment, 
neurological  assessment,  and  pain 
assessment  and  documentation. 

By  December  31 ,  2008  yearly  skills 
competency  test  will  be  conducted  in 
the  identified  areas  of  wounds, 
infection  control,  IV  interventions, 
comprehensive  assessment  and 
notification  of  the  physician. 

By  August  31 ,  2008  revisions  of 
documentation  manual  will  be  made  to 
include  instruction  for  each 
assessment  area.  . 

By  June  30,  2008  comprehensive 
audits  will  be  performed  by  Quality 
Care  Coordinator  and  Clinical 
Manager  to  ensure  standards  of 
practice  are  being  followed. 
See  page  60/61  G250. 
By:  Director  of  Clinical  Operations 

See  corrective  action  page  30/61 , 
patient#41 
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Continued  From  page  36 

DuoDerm  to  be  applied  to  the  area,  the  skflled 
nurse  failed  to  inform  the  physician  that  she  was 
unable  to  complete  the  wound  assessment  during 
the  initial  visit  Additional^/,  the  SN  failed  to 
document  what  if  any  care  was  provided  to 
pressure  ulcer  during  the  visit 

-a  complete  and  accurate  assessment  of  the 
patient's  bowel  function.  Specifically,  the  SN 
documented  the  patient  had  diarrhea  six  times, 
the  SN  failed  to  assess  the  last  time  the  patient 
had  diarrhea  or  if  the  patient  was  incontinent  of 
stool. 

-  a  complete  and  accurate  assessment  of  the 
patient's  activities  of  dairy  IMng  (ADL's). 
Specifically,  the  hospital  referral  stated  that  the 
daughter  works  during  the  day  and  the  family  was 
trying  to  arrange  for  24  hour  supervision. 
Evidence  is  lacking  the  skilled  nurse  assessed: 
whether  the  patient  required  24  hour  supervision; 
the  amount  of  assistance/supervision  the  patient 
actually  required  to  complete  AD  Us;  who  would 
be  responsible  for  providing  the  assistance. 

Specifically,  the  skilled  nurse  documented  on  the 
intitial  assessment  that  the  patient  has  urinary 
incontinence,  wears  depends  in  case  of 
incontinence  and  changes  depends  when  soiled. 
The  skilled  nurse  railed  to  assess  the  patient's 
level  of  independence  with  this  task  since  the 
skilled  nurse  also  documented  that  the  patient 
requires  reminding,  assistance,  and  supervision 
by  another  person  to  get  to  and  from  the  toilet 
The  skilled  nurse  also  tailed  to  identify  who  would 
provide  this  supervision  on  a  daily  basis. 

Additionally,  the  skilled  nurse  documented  on  the 
initial  assessment  that  the  patient  needs 
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Continued  From  page  37 
assistance  with  dressing  the  upper  and  lower 
body,  requires  the  presence  of  another  person 
through  the  bath  for  assistance  or  supervision, 
and  preparatiorVreheatihg  meats.  Although  the 
skilled  nurse  documented  on  the  initial 
assessment  that  the  family  was  willing  to  help 
with  ADL's,  the  skilled  nurse  fated  to  assess  the 
extent  to  which  the  family  was  willing  and 
available  to  assist  and  supervise  with  bathing, 
toileting,  dressing  and  meal  preparation. 

-  a  complete  and  accurate  assessment  of  the 
caregiver's  knowledge  and  ability  to  manage 
equipment  Specifically,  the  skilled  nurse 
documented  on  the  initial  assessment  that  the 
patient  has  oxygen  delivered  at  2  liter/minute  by 
nasal  cannula.  Specifically,  the  skilled  nurse 
failed  to  assess  the  family's  knowledge  of  oxygen 
precautions  and  ability  to  regulate  oxygen  flow. 

This  record  was  reviewed  with  the  DPS  and 
CRnical  Managers  on  04/21/06.  No  further 
information  was  provided. 

2.  Patient  #  40  was  admitted  to  the  agency  on 
1 1/30/08  with  a  primary  diagnosis  of  malnutrition 
requiring  the  insertion  of  a  peripherally  inserted 
central  catheter  (PICC)  tor  the  infusion  of  total 
parental  nutrition  (TPN)  and  secondary  diac, noses 
of  dehydration,  hypotension  and  depressive 
disorder.  The  initial  nursing  assessment  failed  to 
address  the  following: 

The  skilled  nurse  failed  to  adequately  assess 
patient's  PICC  fine  and  TPN  infusion  as  follows: 

-  documentation  of  the  size  of  the  catheter 

-  description  of  the  type  of  dressing  covering  the 
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Patient  #40  was  discharged  December 
10,  2007. 

In  March  of  2008  the  Clinical  Nurse 
Manager  counseled  the  clinician 
regarding  PICC  Line  Policy  and  IV 
Infusion. 
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Continued  From  page  38 
insertion  site 

-  dear  documentation  of  the  person  responsible 
tbrinitiatir^theTFN  ffrfusloa  Specifically, 

the  plan  of  care  states  ttiat  the  TPN  is  to  be 
administered  over  12  hours  at  1 30  cc/hour. 

There  is  no  evidence  that  the  TPN  was  Initiated 
during  the  initial  assessment  visit  or  that  a 
visit  was  planned  within  12  hours  to  disconnect 
the  TPN  and  flush  the  catheter. 

-  clarification  of  the  statement  "both  fines  flushed" 
There  is  no  Indication  of  who  flushed  both 
lumens  of  the  PICC  end  what  solution  was  used 

-  complete  assessment  of  the  patients  ADL 
status.  Specifically,  the  Initial  nursing  assessment 
indicates  that  the  patient  Eves  alone  and  Is  unable 
to  prepare  light  meals,  is  able  to  bathe  in  shower 
or  tub  with  persona)  assistance  and  -expressed 
the  need  for  a  home  health  aide11.  There  is  no 
assessment  of  how  the  needs  will  be  met 
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This  record  was  reviewed  with  the  DPS  and 
Clinical  Managers  on  02/22/08.  No  further 
information  was  provided. 

3.  Patient  #22  was  admitted  to  the  agency  on 
01/15708  with  a  primary  diagnosis  of  regional 
enteritis  and  secondary  diagnoses  of 
hypertension,  irritable  bowel  syndrome  and 
insertion  of  a  peripherally  inserted  central 
catheter  (PICC)  for  the  infusion  of  totai  parental 
nutrition  (TPN).  The  the  skilled  nurse  failed  to 
assess  the  following: 

-  complete  assessment  of  the  patient's 
abdominal  wound  Identified  as  a  midline 


^5 


Patient  #22  is  an  active  patient. 

In  May  of  2008  the  Clinical  Nurse 
Manager  reviewed  with  the  clinician, 
PICC  line  procedure,  IV  infusion, 
wound  care  protocol,  appropriate 
communication  with  the  physician  and 
the  need  for  return  demonstration  of 
technique  by  caregiver. 

Random  audits  will  be  completed 
quarterly  per  audit  schedule.  See 
page  60/61  G250. 


FORM  CMS-2567(02-09)  Prevtetw  Versions  Obaotete 


Evani  IDr  R3GR1 1  Factffly  ID.  1680 


if  ccntimifittort  sheet  Page  39  of  61 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  &  MEDICAID  SERVICES 


PRINTED;  05/28/2008 
FORM  APPROVED 
QMS  NO.  0938-0391 


STATEMENT  OF  DEFICIENCIES 
AMD  FLAN  OF  CORRECTION 


(X1)  PJWMDBVSUPPUSUCUA 
IDENTIFICATION  NUMBER: 


337052 


{XZ)  MULTIPLE  CONSTRUCTION 

A,  BUHJD1N3  .  

B.  V*NG  


£X8)  DATE  SURVEY 
COMPLETED 

c 

05/29/2008 


NAME  OF  PROVIDER  OR  SUPPLIER 
VNA  CENTRAL  NEW  YORK  CHHA 


STREET  ADDRESS.  CITY*  STATE,  ZIP  CODE 
1 050  W  GENESEE  STREET 
SYRACUSE.  MY  13204 


PREFIX 
TAG 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  IWORMATION) 


ID 
PREFIX 
TAS 


PROVIDER'S  PLAN  OF  CORRECTION  . 
{EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-RH^ER3rCS>  TO  THE  APPROPRIATE 
DEFICIENCY) 


COMPLETION 
DATE 


G171 


Contlnijed  From  page  39 
abdominal  fistula  Specifically,  the  skilled  nurse 
documented  that  the  wound  has  an  ostomy  bag  In 
place.  The  skilled  nurse  tailed  to  document  the 
status  of  the  patient's  ostomy  including  the  patient 
and  /or  caregiver's  ability  to  change  the  ostomy 
bag.  The  skilled  nurse  documented  that  there 
was  no  drainage  in  trie  ostomy  bag,  however,  did 
not  assess  the  date  when  the  ostomy  was  last 
emptied  or  changed. 

-  complete  and  accurate  description  of  the 
patients  gastrointestinal  system.  Specificalty,  the 
patient  was  admitted  to  the  agency  with  a  primary 
diagnosis  of  enteritis  and  irritable  bowel.  The 
assessment  describes  the  patient's  bowel  status 
as  "within  normal  Brnfts",  and  that  the  "client 
denies  having  above  symptoms  at  this  time''. 
There  are  no  symptoms  described  in  the  record 
and  no  description  of  trie  patient's  bowel 
movement  including  ccrisistency. 

-  complete  assessment  of  the  patienf  s  PICC. 
Specificafly,  the  skilled  nurse  documented  that 
the  PICC  fine  is  located  in  the  patient's  right  arm. 
There  was  no  assessment  of  the  number  of 
lumens,  the  stee  of  the  PICC,  or  an  observation  of 
the  patient/caregiver's  ability  to  infuse  the  TPN 
and/or  flushing  the  catheter.  The  skilled  nurse 
documented  that  Instruction  on  TPN  set  up  and 
administration  given",  there  is  no  documentation 
that  the  patient/caregiver  competence  was 
achieved 

-  assessment  of  the  patient/caregiver's  ability  to 
provide  PICC  lane  care  including  flushing  the 
catheter  and  infusing  the  TPN. 

This  record  was  reviewed  with  the  DPS  and 
Clinical  Managers  on  04/D2/05.  No  further 
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By  August  31,  2008  the 
Documentation  Manual  will  be  revised 
to  instruct  clinicians  to  clearly  identify 
when  there  are  system  assessments 
with  no  deficiencies.  Staff  will  be 
instructed  to  document  that  the  patient 
denies  symptoms  of  specific  systems. 
By:  Director  of  Clinical  Operations 

NB:  Current  electronic  medical  record 
interface  list  specific  symptoms  but  do 
not  print  on  hard  copy  unless  they  are 
indicated  as  occurring. 
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Continued  From  page  40 
information  was  provided. 

4.  Patient  #  21  was  admitted  to  the  agency  on 
01/28/08  with  a  primary  diagnosis  of  car© 
following  removal  of  a  brain  tumor  and  seco 
cfiagnoses  of  aphasta,  hypertension,  diabetes, 
decubitus  ulcer  of  the  buttocks  and  insertion  of  an 
indwelling  fotey  catheter.  The  skilled  nurse  felted 
to  assess  the  following: 


ndary"^ 


-  complete  assessment  of  the  pafenfs 
neurological  status  including  the  patient's  hand 
strength.  Specifically,  the  skilled  nurse 
documented  that  the  patient  had  limited  range  of 
motion  fen  the  extremities  both  upper  and  tower 
however,  the  skilled  nurse  failed  to  assess  the 
strength  and/or  equaBty  of  the  patient's  hand 
grasps. 

-  complete  assessment  of  the  patient's  nutritional 
status  including  the  physical  ability  to  eat 
Specifically,  the  initial  nursing  assessment 
indicates  that  the  patient  requires  either  "meal 
set-up,  or  intermittent  assistance  or  supervision; 
or  a  Squid,  pureed  or  ground  meat  dieT.  The 
documentation  does  not  ctearty  indicate  the 
patients  deficit 

-  complete  assessment  of  the  patient's 
integumentary  system.  Specifically,  the  skilled 
nurse  documented  in  the  initial  nursing 
assessment  that  the  patient  had  one  pressure 
ulcer  with  a  non-removable  dressing.  There  is  no 
documentation  of  the  location  of  this  wound  or  the 
type  of  dressing  in  place  that  is  non-removable. 

-  an  assessment  of  the  patient  and  caregiver's 
knowledge  regarding  methods  to  alleviate 
pressure  to  the  wound. 


G171 


Patient  #21  was  discharged  March  19, 
2008. 


In  May  of  2008  the  Clinical  Manager 
counseled  the  clinician  on  how  to 
complete  a  neurological  assessment, 
nutritional  assessment,  integumentary 
assessment,  and  wound  protocol. 

Director  of  Clinical  Operations  will 
revise  the  Neuro  Care  Plan  in 
electronic  medical  record  to  reflect  a 
more  thorough  assessment  by  June 
30,  2008. 
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Continued  From  page  41 

This  record  was  reviewed  with  the  DPS  and 
CBnteal  Managers  on  04/01/08.  No  further 
information  was  provided. 


5.  In  13  of  13  cffnical  records  reviewed  where  the 
skilled  nurse  identified  that  the  patient  was  having 
pan,  evidence  is  lacking  that  the  skilled  nurse 
adequately  assessed  the  patient's  pain/pain 
management  Patients  #  1, 2, 3, 18,  18, 19, 20, 
26,  29,  30,  31,37,  39, 

-  Patient  #  37  was  admitted  to  the  agency  on 
01/24/08  with  a  diagnosis  of  damaged  pelvic  Joint 
post-partum  and  intravenous  antibiotics  for 
septicemia.  The  skified  nurse  documented  during 
the  initial  nursing  assessment  that  the  patient  was 
experiencing  constant  back,  pelvic,  and  leg  pan 
with  a  pain  intensity  level  of  8  on  a  scale  of  0  to 
10.  The  skflied  nurse  documented  that  the 
"medication  helps  give  some  relief,  however,  It  is 
unclear  when  the  patient  took  her  last  dose  pain 
medication  or  what  the  patient  was  taking  for 
pah. 

This  record  was  reviewed  with  the  DPS  and 
Clinical  Managers  on  03/26/08.  No  further 
information  was  provided. 

-  Patient  #29  was  admitted  to  the  agency  on 
12/03/07  with  a  primary  diagnosis  of  chronic  pain 
due  to  trauma.  The  skilled  nurse  documented  tn 
the  initial  nursing  assessment  that  tine  patient  was 
experiencing  constant  pain  in  her  head,  neck, 
shoulder,  and  back  that  ranges  in  intensity  fevel 
from  8  to  7  on  a  scale  of  0  to  10.  The  skPted 
nurse  documented  that  the  patient  took  pain 
meds  "shortly  before  home  visiT.  There  is  no 


G17j 


By  June  30,  2008  the  Director  of 
Clinical  Operations  will  re-educate 
staff  in  pain  assessment  to  include 
review  of  most  recent  dosage  of  pain 
medication  and  its  effectiveness. 

By  June  30,  2008  the  Director  of 
Clinical  Operations  will  re-educate 
staff  to  recognize  signs  and  symptoms 
of  drug  addiction. 

Random  audits  will  be  completed 
quarterly  per  audit  schedule.  See 
page  60/61  G250. 

Patient  #37  was  discharged  February 
2,  2008. 

In  May  of  2008  the  Clinical  Nurse 
Managers  counseled  each  clinician 
regarding  comprehensive  pain 
assessment  and  need  to  notify  the 
physician  of  pain  issues. 


Patient  #29  was  discharged  December 
31,2007. 
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assessment  of  the  pain  medications  that  the 
patient  is  taking. 

This  record  was  reviewed  with  the  DPS  and 
Clinical  Managers  on  02/22/08.  No  further 
information  ws  provided. 

-  Patient  #1  was  admitted  to  the  agency  on 
12/25707  following  ah  amputation  of  toes  on  the 
left  foot  The  skilled  nurse  documented  to  the 
initial  nursing  assessment  that  the  patient  was 
experiencing  constant,  throbbing  leg  pain  with  a 
pain  intensity  of  7onascaleof  0-10.  The 
skilled  nurse  documented  thai  the  pain  was 
relieved  by  Percocet,  rest  and  elevation,  however, 
the  assessment  does  not  indicate  the  frequency 
thai  the  patient  uses  Percocet 

This  record  was  reviewed  with  the  DPS  and 
Clinical  Managers  on  03/14/08.  No  further 
information  was  provided. 

-  Patient  #2  was  admitted  to  the  agency  on 
12/07/07  following  extensive  abdominal  surgery. 
The  skived  nurse  documented  during  the  initial 
nursing  assessment  that  the  patient  was 
experiencing  a  constant  sharp  abdominal  pain 
with  a  pain  intensity  of  5  on  a  scale  of  0- 10.  The 
skilled  nurse  documented  that  the  patient  was 
taking  Lortab  Elixir  with  relief,  however  the 
assessment  does  not  indicate  the  patient's  test 
dose  of  the  Lortab  or  the  frequency  that  the 
patient  uses  this  medication. 

This  record  was  reviewed  with  the  DPS  and 
Clinical  Managers  on  04/10/08.  No  further 
information  was  provided, 
484.30(a)  DUTIES  OF  THE  REGISTERED 
NURSE 
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Patient  #1  was  discharged  May  14, 
2008. 


Patient  #2  is  an  active  patient. 

The  individual  clinician  was  counseled 
regarding  pain  assessment  and 
appropriate  documentation. 

See  page  42/61  regarding  plan  for 
reeducation. 
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The  registered  nurse  regularly  re-evaluates  the 
patients  nursing  needs. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  42  patient  records,  23 
observational  home  visits,  policy  and  procedures 
and  interviews  with  the  Director  of  Patient 
Services  (DPS),  evidence  is  lacking  In  35  records 
that  skilled  nursing  reassessments  identify  the 
patients  current  status  and  potential  for  changes 
in  the  care  needs.  Patients  #  1, 2, 3, 5,  6, 7, 8, 9, 
12, 13,  14, 18, 18, 19, 20,  21,  22,  23,  24, 25,  26, 
27,  28,  29,  30,  31,  32,  33,  34,  35,  37,  39, 40, 41, 
42. 


Failure  to  ensure  that  the  skilled  nursing 
reassessments  identify  the  current  status  of  the 
patient  has  the  potential  for  unmet  patient  needs 
and  the  potential  tor  negative  outcomes  for  the 
agency's  patient  population. 

1.  Patient  #40  was  admitted  to  the  agency  on 
1 1/30/07  with  a  primary  diagnosis  of  malnutrition 
requiring  total  parental  nutrition  (TPN)  via  a 
double  iumen  peripherally  inserted  central 
catheter  (PfCC)  and  secondary  diagnoses  of 
anorexia,  dehydration  and  dysphagia^  The  skilled 
nurse  (SN)  failed  to  perform  compiete  and 
accurate  re-assessments  to  ensure  that  the 
patient's  needs  are  being  met  SperirjcaJly, 
evidence  is  lacking  that  the  skilled  nurse  provided 
adequate  teaching  and  assessment  of  the 
patient's  ability  to  flush  the  PICC  catheter  and 
administer  TPN: 

On  12/03/07,  at  5:15  pm,  the  on  call  nurse 


Individual  clinicians  were  counseled  on 
comprehensive  reassessment  and 
standards  of  practice  based  on  agency 
policy  and  protocols  for  patient  #  1  (d/c 
5/14/08),  2,  5,  6,  7,  8,  9,  12  (d/c  5/23/08), 
14  (d/c  3/1 3/08),  16  (d/c  4/8/08),  19  (d/c 
4/1/08),  20  (d/c  3/7/08),  21  (d/c  3/19/08), 
22,  23  (d/c  5/27/08),  24,  25,  26  (d/c 
11/26/07),  28  (d/c  2/18/08),  30  (d/c 
3/8/08),  31  (4/24/08),  32  (2/13/08),  39 
(3/28/08),  42  (d/c  4/23/08) 

By  June  30,  2008  staff  will  be 
instructed  to  review  and  update 
interdisciplinary  Team  Care  Plan  at 
every  visit  and  as  necessary  due  to 
changes  in  client's  status.  Staff  will  be 
educated  on  Care  Plan 
Documentation  and  Management. 
Staff  will  be  educated  on  assessment 
requirements  for  home  visits. 

Random  audits  will  be  completed 
quarterly  per  audit  schedule.  See 
page  60/61  G250. 

By:  Director  of  Clinical  Operations 


Patient  #40  was  discharged  December 
10,  2007. 

The  Clinical  Nurse  Manager 
counseled  clinician  on  PICC  line  and 
IV  infusion  therapy  policy  including  re- 
assessment of  care  needs  and 
appropriate  notification  of  physician. 
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received  a  call  from  the  patient's  caregiver  stating 
that  he  was  unable  to  flush  the  "grey  porf  and 
could  not  get  a  blood  return.  The  SN 
documented  that  the  caregiver  was  very  upset 
and  stated  that  he  was  no  longer  going  to  take 
care  of  the  (V.  He  stated  that  he  would  hook  up 
the  TPN  tonight  and  disconnect  in  the  morning. 
The  SN  failed  to  conduct  an  assessment  visit  to 
assess  the  patency  of  the  PICC  line  and  in  fact 
did  not  visit  the  patient  until  10:15  am  on 
12/04/07. 

During  the  12/04/07  visit,  the  SN  documented  that 
she  and  another  nurse  instructed  the  client  on 
flushing  and  setting  up  and  administering  TPN. 
Client  needs  further  instructions.  The  skilled 
nurse  teft  the  patient  to  administer  her  TPN  and 
flush  her  PICC.  However,  failed  to  provide  a 
follow-up  visit  or  communication  with  the  patient 
to  ensure  that  the  patient  was  independent  with 
flushing  the  catheter. 

There  was  no  skilled  nursing  visit  until  12/05/07  at 
06:30  pm.  The  SN  visited  the  patient  only  after 
the  patient  called  the  SN  and  reported  that  she 
could  not  administer  the  TPN.  Trie  SN 
documented  that  the  2nd  lumen  of  the  PICC  was 
hard  to  flush  and  had  no  blood  return.  During  the 
visit,  the  SN  asked  the  patient  to  describe  her 
method  of  flushing  the  PiCC  line.  The  patient  told 
the  SN  that  she  was  flushing  with  heparin  then 
normal  saline.  The  plan  of  care  indicates  to  flush 
with  normal  saline  then  heparin. 

On  1 2/07/D7,  the  SN  visited  the  patient  and 
documented  "new  PICC  placed  today,  non 
functioning,  placed  in  same  area  as  previous" 
The  SN  failed  to  assess  the  number  of  lumens, 
the  size  of  the  catheter  or  the  patency  of  the 
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lumens.  The  SN  documented  that  the  patienfs 
granddaughter was  receiving  instructions 
regarding  flushing  the  RCC  line  and 
administering  the  TPN.  There  is  no  assessment 
of  the  granddaughter's  Independence  with  the 
care  of  the  PiCC  fine  and  TPN  SKiministration. 

The  on-calt  nurse  documented  a  Telephone 
Note"  stating  that  the  SN  requested  an  evening 
visit  to  ensure  that  the  patient  was  able  to 
administer  her  TPN,  No  visit  was  conducted  unta 
12/0*07  Ther^\/isttdocurnentedwas 
conducted  on  12/08/07  at  4  pm. 

On  12/09/07,  the  SN  documented  that  the  patient 
was  alone  during  the  visit  and  will  not  have  her 
granddaughter  to  assist  her  with  TPN  care.  The 
skilled  nurse  failed  to  assess  the  patienfs 
competence  with  TPN  administration  and  PICC 
care. 

From  12/3/07  when. the  patienfs  caregiver 
refused  to  provide  care  to  1 2/10/07  the  last  skilled 
nursing  visit,  the  SN  faited  to  ensure  that  the 
patent  was  competent  to  administer  TPN  and 
flush  the  the  PiCC. 


G172 


In  May  of  2008  the  Clinical  Nurse 
Manager  counseled  the  clinician  on 
need  to  include  return  demonstration 
by  caregiver  to  assess  competency. 

In  March  of  2008  the  Director  of 
Clinical  Operations  counseled  the  on- 
call  nurse.  See  page  33/61. 

The  Director  of  Clinical  Operations 
revised  the  Documentation  of  Patient 
Hospitalization  Policy  to  reflect 
patients  needs  cannot  be  met  by 
home  care. 


On  12/11/07,  the  skOted  nurse  documented  that 
the  patient  was  transferred  to  the  hospital  due  to 
abnormal  iabwork.  When  the  patient  was 
scheduled  for  discharge  home  from  the  hospital, 
the  agency  failed  to  resume  care  to  the  patient 

During  an  interview  with  the  DPS  on  02/22/08,  the 
surveyor  asked  the  DPS  why  they  did  not  readmit 
the  patient  to  the  agency.  The  DPS  stated  that 
the  patient  was  unsafe  at  home  because  she  did 
not  have  a  caregiver  to  administer  her  TPN.  The 
skilled  nurse  did  not  adequately  assess  the 
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Continued  From  page  46 
patient's  needs  post  hospitalization  prior  to 
making  a  determination  that  they  would  not 
re-admlt  the  pattent 

2.  Patient  #41  was  admitted  to  the  agency  on 
03/05/08  with  a  primary  diagnosis  of  atria]  . 
fibrillation  and  secondary  cfiagnoses  of  congestive 
heart  failure  and  hypertension  During  the  initial 
nursing  assessment  the  SN  documented  that  the 
patient  had  4  wounds  identified  as  follows: 

wound  #1 :  described  as  a  stage  II  pressure 
ulcer  of  the  coccyx. 

wound  #2:  described  as  left  chest  wall  pacer 
site  measuring  5  cm  wide 

wound  #3:  described  as  bum  mark  from 
resuscitation  paddles  sternum  measuring  0.7  cm 
x  1.0  cm 

wound  #4:  described  as  burn  mark  from 
resuscitation  paddles  sternum  measuring  1.0  cm 
x  0.5  cm. 

The  skilled  nurse  tailed  to  adequately  assess  the 
patient's  coccyx  wound  including  measurements: 

-  on  03/08/08,  the  skilled  visited  the  patient  to 
apply  DuoDerm  to  the  patient's  stage  II  coccyx 
wound.  The  skilled  nurse  documented  that  the 
patient's  wound  bed  was  1 00%  slough.  The 
skified  nurse  still  did  not  take  the  opportunity  to 
measure  the  wound  before  applying  DuoDerm. 
Additionally,  the  SN  documented  instructing  the 
clients  daughter  and  sister  about  changing  the 
DuoDerm.  There  is  no  evidence  that  the 
daughter  was  is  independent  in  this  task. 

-  on  03/09/06,  a  SN  visit  was  conducted  for 
wound  care,  however,  there  is  no  assessment  of 
the  wound  including  measurements  or  a 
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Patient  #41  was  discharged  March  18, 
2008. 

The  Clinical  Nurse  Manager 
counseled  the  clinician  regarding  re- 
assessment protocols  and  the  need 
for  return  demonstration  by  caregiver. 

The  clinician  was  counseled 
specifically  regarding  how  to  properly 
assess  wounds  and  how  to  measure 
and  document  wounds. 
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Continued  From  page  47 
description  of  the  wound  bed. 

On  03/1 1/D9,  a  different  SN  visited  the  patient 
During  the  visit  the  SN  documented  that  the 
patient* 8  temperature  was  1 00.0  degrees  and  the 
patient" s  lung  sounds  on  the  left  were  diminished, 
she  is  using  2  Stars  nasal  cannula  and  was 
having  constipation.  Although  the  SN 
documented  that  the  daughter  noted  an  odor 
during  wound  care,  the  SN  did  not  remove  the 
dressing  or  observe  the  wound.  Although  the  SN 
cafledthe  physician  the  record  is  unclear  if  the 
SN  reported  the  daughter's  report  of  a  foul  odor 
from  the  wound. 

On  03/12/08,  the  SN  visited  the  patient  During 
the  visit  the  nurse  identified  that  the  patient  had  a 
temperature  of  99.1,  lung  sounds  on  the  left  with 
wheezing  and  on  trie  right  diminished  and  sputum 
was  brown  in  color.  The  SN  observed  the  wound 
and  documented  that  the  wound  was  now  96% 
necrotic  tissue  and  5  %  slough  tissue.  The 
wound  was  described  as  blackish  in  color  with 
some  green  noted,  and  has  a  noticeable  odor. 
The  wound  was  also  re-staged  by  the  SN  as  a 
stage  IV.  The  SN  failed  to  measure  the  wound 
and  documented  that  she  was  "unable  to 
measure  due  to  location,  deep  in  gluteal  folds". 

The  SN  documented  that  she  contacted  the 
physician's  office  to  report  that  the  patient  had  a 
low  grad  temperature  and  that  the  wound  was 
getting  worse. 

There  was  no  skilled  nursing  visit  and  no  contact 
with  the  patient  until  03/18/08  at  1  pm,  when  the 
SN  documented  on  a  Telephone  Note°caJled 
client  spoke  wfth  the  daughter  who  states  SN 
could  not  come  today  as  another  home  care 
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Continued  From  page  48 

agency  was  coming  to  change  her  dressing." 
This  was  the  first  patient  communication  by  the 
skilled  nurse  since  03/12/08. 

This  record  was  reviewed  with  the  Director  of 
Patient  Services,  Ciinlcal  Manager,  Tele-health 
Coordinator  and  Administrator  on  04/21/08.  The 
DPS  and  Clinical  Manager  did  not  know  why  the 
skilled  nurse  did  not  provide  an  adequate 
assessment  of  the  patient's  wound  and  provided 
no  further  information. 

3.  Patient  #  1 3  was  admitted  to  the  agency  on 
01/01/08  with  a  primary  diagnosis  of  a  loot  ulcer 
and  secondary  diagnoses  of  type  H  diabetes, 
senile  dementia,  and  congestive  heart  failure, 
the  patient  resides  in  an  Senior  Housing 
apartment  and  receives  care  from  the  Enriched 
Housing  tor  meals  and  medication  assistance. 
During  the  initial  nursing  assessment,  the  SN 
documented  that  the  patient  had  a  single  wound 
descrfeed  as  a  diabetic  ulcer  on  the  plantar 
surface  of  the  feft  great  toe  measuring  1  cm  x  0.8 
cm.  The  skiUed  nurse  failed  to  consistently 
describe  the  patient's  wounds: 


G172 


Patient  #13  was  discharged  on  March 
18,  2008. 

In  May  of  2008  the  Clinical  Nurse 
Manager  counseled' and  re-educated 
the  clinician  on  wound  care  protocols. 

See  page  34.  Patient  #1 3. 


On  01/08/08,  the  SN  visited  the  patient  to  change 
the  DuoDerm  to  the  patient's  diabetic  toot  ulcer. 
The  visit  documentation  Indicated  that  the  patient 
now  had  three  wounds  as  follows: 

-  wound  #1:  located  on  the  left  great  toe  plantar  . 
surface 

-  wound  #2:  located  on  the  left  2nd  toe 

-  wound  #3:  located  on  the  right  foot  5th  toe. 

None  of  the  wounds  were  measured.  The  SN 
also  failed  to  document  the  status  of  the  patient's 
edema 
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The  plan  of  care  Included  SN  visits  every  3  to  5 
days  to  change  DuoDerm  dressing  from  01/01/08 
to  02/06/08. 

SkBed  nursing  visits  conducted  on  01/15, 18,  and 
22/08  Lacked  an  assessment  of  all  three  wounds, 
Onry  2  wounds  were  identified  during  aach  of 
these  visits. 

On  01/25708,  wound  #1  was  measured  and  noted 
as  the  left  great  toe  wound.  Wound  #2  was  now 
identified  as  the  left  chest  wafl  wound,  where  a 
new  pacemaker  was  placed  and  a  dressing  was 
Intact  There  uras  no  assessment  of  the  left  2nd 
toe  wound  or  the  right  5th  toe  wound. 

On  01/29/08,  the  SN  described  2  wounds  both 
located  or*  the  left  foot  No  wound  on  the  right 
foot 

Subsequent  skilled  nursing  visit  Documentation 
inconsistenfly  cescrfoed  the  wounds  making  it 
unclear  if  the  patient  has  3  wounds  and  if  the 
skilled  nurse  is  providing  care  to  aH  there  wounds. 

TH$  record  was  reviewed  with  the  DPS  and 
dinical  manager  on  03/2S/08.  No  further 
information  was  provided. 

4.  Patient  #27,  a  was  admitted 

to  the  agency  on  10/20/04  with  a  diagnosis  of 
congenital  hydrocephaly  and  a  history  of 
convulsions  and  developmental  disabilities. 
Additionally,  the  patient  had  a  ventricular  shunt 
placed  for  obstructive  hydrocephalus.  The  skiHed 
nurse  failed  to  consistently  perform  complete  and 
accurate  assessments  as  fallows: 
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Patient  #27  is  an  active  patient. 

The  Clinical  Nurse  Manager 
counseled  the  clinician  in  performing 
assessment  of  and  documenting  on 
nutritional  status,  weight,  and  * 
contacting  the  physician  regarding 
patient  status. 
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Continued  From  page  50 

-  a  compete  assessmant  of  the  patient's 
neurological  status.  Specifically,  the  10/11707, 
12/10/07,  and  02/08/08  plans  of  care  included 
seizure  precautions  and  instructions  for  the  skHted 
nurse  to  call  the  physician  for  a  shunt 
malfunction.  The  nurse  faSed  to  assess  for 
seizures  or  for  signs  of  increased  intracranial 
pressure  that  might  indicate  a  malfuncttohing 
shunt  during  home  visits  conducted  on  10/1 1/07, 
10/26/07,  11/09/07, 11/28/07,  12/21/07,  12/31/07, 
01/24/08, 02/07/08, 02/29/08: 

-  an  assessment  of  the  patient's  use  of  as  needed 
Albuterol  nebufizer.  Specifically,  on  12/31/07  and 
01/24/08,  the  skilled  nurse  failed  to  document  the 
frequency  the  patient  uses  the  medication. 

-an  assessment  of  the  patient's  circumcision  site. 
Specifically  on  12/31/07,  the  skilled  nurse 
documented  that  the  mother  would  not  allow  the 
nurse  to  check  the  patient's  circumcision  site 
because  she  did  not  want  the  patient  disturbed 
during  the  visit,  however,  the  skilled  nurse  never 
made  a  follow-up  visit  to  reassess  the  patient's 
circumcision.  n 

-a  complete  and  accurate  assessment  of  the 
patients  nutritional  status,  weight  arid  swallowing 
abHity.  Specifically: 

.  on  10/1 1/07,  the  skilled  nurse  documented 
the  patient*  s  weight  was  33  pounds  and  7 
ounces,  had  delayed  and  dlfficuft  swallowing,  had 
a  fair  appetite  and  was  on  a  regular  diet,  however, 
the  skilled  nurse  also  documented  that  the 
patients  diet  was  pureed  diet/  Ensure  puddings. 
The  skilled  nurse  failed  to  assess  if  the  patient 
was  able  to  swallow  regular  food,  pureed  foods  or 
puddings. 
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The  pediatric  assessment  was  revised 
and  will  be  implemented  by  July  15, 
2008.  See  page  23/61  and  24/61 . 
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.  on  home  visits  10/26/07  ana  11/09/07,  the 
SN  in  accurately  recorded  the  patient's  weight  in 
milHgrams  and  not  pounds  and  felted  to  observe 
for  delayed  or  difficult  swallowing  as  per  the 
previous  nurse's  assessment 

.  on  11/28/07,  an  SN  conducted  a  nursing  visit 
The  SN  inaccurately  documented  the  patient's 
weight  was  34.12  milligrams  instead  of  pounds 
and  that  the  patient's  school  c^led  the  agency 
stating  the  patient  was  gagging.  The  SN  failed  to 
observe  the  patient  swallowing  or  eating  food. 
Additionally,  although  the  SN  reported  to  the  case 
manager,  there  is  no  documentation  of  what  she 
actually  reported 

.  the  skilled  nurse  faBed  to  follow-up  with  the 
patient  for  20  days.  On  1 2/29/07,  the  skilled 
nurse  documented  the  patient '  s  weight  was  32.8 
pounds  and  the  patient  was  taking  ensure 
puddings  ad  lib  and  blended  foods,  and  had  a  fair 
appetite,  however  the  skilled  nurse  failed  to 
assess  how  much  food  the  patient  was  able  to 
take  or  assess  for  gagging  or  swallowing 
difficulties.  During  subsequent  skated  nursing 
visits  conducted  from  12/29/08  through  02/26/08, 
the  skilled  nurse  failed  to  assess  swallowing  or 
gagging. 

.on  12/31/07,  the  skilled  nurse  documented 
the  patient  had  a  poor  appetite  but  was  taking  - 
pureed/soft  foods  and  ensure  ad  lib,  however,  the 
skilled  nurse  failed  to  assess  how  much  food  the 
patient  was  actuafly  taking. 

.  there  was  no  skilled  nursing  follow-up  for  24 
days.  On  01/24/08,  the  skilled  nurse  documented 
that  the  patient '  s  weight  was  31  pounds,  a  loss 
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of  2.7  pounds  in  15  weeks.  Although  the  skilled 
nurse  documented  that  the  patient 1  $  appetite: 
was  fair,  the  skilled  nurse  faOed  to  assess  how 
much  food  the  patient  was  taking.  Additionally, 
although  the  skilled  nurse  identified  that  the 
patient  had  a  slight  weight  toss  and  encouraged 
the  caregivers  to  make  certain  that  the  patient 
receives  ensure  puddings  and  other  high  caloric 
food,  the  skilled  nurse  failed  to  assess  whether 
the  patient  was  able  to  adequately  swaBow  the 
puddings. 

This  record  was  reviewed  with  the  DPS  and 
Clinical  Managers  on  03/13/08.  No  further 
information  was  provided 

Jn  15  of  15  clinical  records  reviewed  evidence  is 
lacking  that  the  skilled  nurse  is  providing  a 
comprehensive  reassessment  of  the  patient's 
pain  and  pain  mariagement  during  reassessment 
visits.  Patients  #1, 2,  3, 6,  8, 16,  18, 19, 21, 23, 
29,  31,37,  39,42. 

o  Patient  #29  was  admitted  to  the  agency  on 
1 2/03/07  with  a  cfiagnosis  of  chronic  pain  due  to 
trauma  During  the  initial  nursing  assessment  the 
skilled  nurse  documented  that  the  patient  had  3 
areas  of  pain: 

-  head/neck  with  an  intensity  of  6  on  a  scale  of  0 
to  10 

-  sfioulder  with  an  intensity  of  6  out  of  10  ' 

-  back  pain  that  radiates  down  both  legs  with 
numbness  and  tingling  and  a  pain  intensity  of  7 
outoMd 

During  weekly  skated  nursing  visit,  the  SN  failed 
to  consistently  assess  the  patient's  pain  location 
and  use  of  as  needed  pain  medication: 
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Patient  #29  was  discharged  on 
December  31,  2007. 

The  Clinical  Nurse  Manager 
counseled  the  nurse  on  re- 
assessment of  pain,  documentation, 
and  the  need  to  notify  the  physician. 
\See  page  30/61  and  42/61. 
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Continued  From  page  53 

-  on  12/067D7,  the  skiSed  nurse  documented  that 
the  patient  had  back  pain  of  6  out  of  10.  The 
skilled  nurse  old  not  document  the  patient's  use 
of  as  needed  pain  medication  or  an  assessment 
of  the  patient's  head/neck  and  shoulder  pain 
Identified  on  admission. 

-  on  12/14/D7,  the  skHIed  nurse  documented  that 
the  patient  had  hip  pam  bilaterally  with  a  pain 
intensity  of  5  on  a  scale  of  6  to  10  and  takes 
percocet  and  Advil  as  needed.  There  was  no 
assessment  of  when  the  patients  test  dose  was 
taken.  The  nurse  also  documented  the  head  and 
neck  pain  of  4  out  of  10.  There  was  no 
assessment  of  the  patent's  last  dose  of  pain 
mec&cation. 

-  on  12/21/07,  the  skilled  nurse  only  assessed 
the  patient's  back  pain  with  a  pain  intensity  of  5 
out  of  10.  Tfiere  was  re  assessment  of  the 
frequency  with  which  the  patient  takes  his  pain 
medication. 

-  on  12/26/07,  the  skilled  nurse  assessed  the 
patients  back  pain  with  a  pain  intensity  of  5  out  of 
10.  There  is  no  assessment  of  .the- patient's-  use 
of  pain  medial  or  if  the  patients  other  sites  of 
pain  were  resolved. 

On  01/08/08,  the  clinical  record  contained  a 
Transfer  OASIS  document  indicating  thai  the 
patient  was  admitted  to  the  hospital  for 
uncontrollable  pain  and  a  psychotic  episode. 

On  02/22/08,  the  surveyor  met  with  the  DPS  to 
review  the  findings  of  the  clinical  record  review. 
The  DPS  stated  that  the  nurse  who  completed  the 
Transfer  OASIS  incorrectly  documented  that  the 
transfer  to  the  hospital  was  not  for  emergent  care 
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Continued  From  page  54 
but  for  a  scheduled  admission. 

Home  Visit 

o  Patient  #3  was  admitted  to  the  agency  on 
12/04/07  with  a  primary  diagnosis  of  congestive 
heart  failure  and  secondary  diagnoses  of  insulin 
dependent  diabetes  with  neuropathy,  and 
osteoarthritis.  During  the  inifel  nursing 
assessment  the  skilled  nurse  documented  that 
the  patient  takesiher  pain  mediation  which  gives 
her  some  relief.  During  weekly  SN  visits  the 
skilled  nurse  failed  to  assess  the  patients  use  of 
as  needed  pain  medication 

Sr>ecificalty  on  12/20/07,  a  resumption  of  care 
assessment  was  completed.  The  skilled  nurse 
documented  that  the  patient  had  pain  in  her  back 
and  legs  stating  that  she  was  unable  to  describe 
only  that  she  had  it  all  the  time.  There  was  no 
assessment  of  the  patients  use  of  as  needed 
pain  medication. 

-  on  12722/07,  at  230  am,  the  patient's  family 
called  the  on-call  nurse  stating  that  "she  (patient) 
Is  in  a  lot  of  pain".  The  on-call  nurse  directed  the 
patient  to  take  her  Tytenoi  with  Codeine  At  0&3D 
am,  the  patients  family  again  cafled  the  on-cai 
nurse  stating  that  the  patient  should  take  her  pain 
medication  ar>d  if  no  re»ef  to  call  back.  The 
on-cail  nurse  advised  the  family  that  "patient 
needs  to  help  herself  in  order  to  help  her  self r. 
The  on-call  nurse  did  not  speak  to  the  patient 
regarding  the  intensity  of  the  patient's  pain  or  visit 
the  patient  to  assess  the  pain. 

-  on  12/23/07  at  11:15  am,  a  visit  was  conducted 
by  the  SN  The  SN  noted  that  the  patient  had 
constant  teg  pain  with  an  Intensity  of  5  on  a  scale 
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Patient  #3  is  an  active  patient. 

In  May  of  2008  the  Clinical  Nurse 
Manager  counseled  the  clinician  on 
pain  re-assessment,  documentation 
and  the  need  to  notify  the  physician. 


3 
^  ^ 

/^--in  April  of  2008  the  Director  of  Clinical 
^-Operations  counseled  the  on-call 
nurse  regarding  the  need  for  a 
thorough  pain  assessment  including 
home  visits  as  indicated. 
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Continued  From  page  55 

of0to10.  The  SN  did  not  specify  which  leg; . 

location  of  the  leg  pari;  or  the  patetfs  use  of  as 

heeded  TytendwKh  Codeine  for  pain.  There  is 

no  documentation  that  the  SN  was  aware  of  the 

phone  call  received  on  12/23/07  by  the  on-call 

nurse. 

This  record  was  reviewed  with  the  DPS  and 
CfinicaJ  Managers  on  04/03/08.  No  further 
information  was  provided 

Home  Visit 

o  Patient*  18  was  admitted  to  the  agency  on 
12/21/07  with  a  primary  diagnosis  of  ulcer  of 
lower  limb  and  a  osteoarthritis.  The  skilled  nurse 
failed  to  consistently  assess  the  patient's  pain  or 
use  of  pain  medications. 

-  on  01/11/08,  the  skated  nurse  documented  that 
the  patient  was  having  constant  pain.  The  skilled 
nurse  tailed  to  document  the  location  of  the  pain 
or  the  frequency  that  the  patient  uses  her 
medication.  Additionally,  the  clinical  record 
contained  an  order  dated  01/11/08  to  apply  a  5  % 
Udoderm  patch  to  her  lower  back  on  tor  12  hours 
then  off  for  12  hours.  There  was  no  assessment 
of  the  patienf  s  use  of  this  pain  medication. 

During  weekly  skilled  nursing  assessment  visits 
from  01/11/08  to  03/05708,  the  skilled  nurse  failed 
to  consistently  assess  the  patients  use  of  the 
Udoderm  patch. 

Specifically,  an  observational  home  visit  was 
conducted  by  the  surveyor  with  the  skilled  nurse 
on  03/05/08.  During  the  visit  the  skBled  nurse 
asked  the  patient  to  describe  her  pain  intensity 
level  using  a  scale  of  0  to  10.  The  patient  stated 
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Patient  #18  was  discharged  April  14, 
2008. 

In  May  of  2008  the  Clinical  Nurse 
Manager  counseled  the  clinician 
regarding  comprehensive  re- 
assessment, follow-up,  pain 
management  and  documentation. 
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Continued  From  page  56 
that  her  pain  was  in  her  back  and  that  as  tong  as 
sne  ^  just  sitting,  the  pain  was  5  out  of  10  and 
that  if  she  had  to  get  up  to  walk  around  the  pain 
would  be  8  out  of  10.  The  patent  stated  that  she 
only  takes  her  Tylenol  Arthritis  for  her  pain. 

At  the  conclusion  of  the  visit,  the  surveyor  asked 
the  patient  if  it  would  be  okay  to  review  her 
current  medications  with  the  skilled  nurse.  The 
patient  agreed  While  reviewing  the  patients 
medication,  the  surveyor  noted  that  the  patient 
had  a  box  of  Udoderm  5%  patches  in  her 
cupboard,  The  surveyor  asked  the  skilled  nurse  if 
the  patient  was  using  the  patches.  The  skilled 
nurse  stated  that  she  was  unaware  that  the 
patient  had  Lidoderm  patches  ordered. 

Furthermore,  the  surveyor  asked  the  skilled  nurse 
the  frequency  with  which  she  reviews  the  patient's 
medications.  The  skilled  nurse  stated  that  she 
onry  reviews  the  medications  once  a  month  but, 
asks  the  patient  if  there  have  been  any  changes 
during  the  visit 

This  record  was  reviewed  with  the  DPS  and 
Clinical  Managers  on  03/14/08.  The  DPS  stated 
that  the  medications  should  be  reviewed  with  the 
patient  at  every  visit  No  further  information  was 
provided. 

484.30(a)  DUTIES  OF  THE  REGISTERED 
NURSE 

The  registered  nurse  furnishes  those  services 
requiring  substantial  and  specialized  nursing  skill. 


This  STANDARD  is  not  met  as  evidenced  by: 
SeeG121 
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in  May  of  2008  the  Clinical  Nurse 
Manager  re-instructed  the  clinician  on 
the  need  to  review  medication  on 
every  visit. 
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484.52  EVALUATION  OF  THE  AGENCY'S 
PROGRAM 

The  evaluation  assesses  the  extent  to  which  me 
agency's  program  is  appropriate,  adequate, 
effective  and 
efficient 

This  STANDARD  knot  met  as  evidenced  by: 
Based  on  a  review  ot  the  agency's  09/10/07 
Annual  Program  Evaluation,  Professional 
Advisory  Committee  (PAC)  meeting  minutes  for 
2007,  and  Continuous  Quality  Improvement 
(CQI)  cfmlcaJ  record  audits  records,  evidence  Is 
lacking  that  the  Information  used  to  evaluate  the 
Agency's  Program  Evaluation  is  of  sufficient 
scope  to  determine  the  extent  that  the  agency's 
services  are  appropriate,  adequate,  effective  and 
efficient 

Specifically,  a  review  of  Agency's  Annual 
Program  Evaluation  dated  09/10707  includes 
reports  from  the  following  committees: 

-  personnel  Committee 
~  Finance  Committee 

-  Professional  Advisory  Committee 

-  Planning  Committee 

-  Executive  Committee 

The  Agency  Evaluation  report  begins  with  a 
summary  of  the  findings  of  each  committee.  The 
only  committee  that  addresses  the  qauBty  of 
patient  care  is  the  Professional  Advisory 
Committee.  The  Professional  Advisory 
Com  mittee  reported  that  there  were  no 
recommendations  and  that  medical  record  audit 
was  completed  and  reviewed. 
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The  agency  annual  evaluation  will  be 
reviewed  by  August  31 ,  2008  to 
expand  the  scope  of  CQI  content 
including  previous  PAC  reports  and 
trends  identified  by  audits.  Quality 
Improvement  trends,  results  and 
recommendations  reported  to  CQI  and 
PAC  will  be  made  available  for  the 
annual  agency  evaluation. 
By:  President/CEO 
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Further  review  of  this  document  identified  the 
extent  of  the  medical  record  audits  completed  by 
the  sub-committee.  The  sub^mmfttee  reviewed 
a  total  of  4  recorda  Two{2) audits  were  focused 
aud'rta  on  medication  management  One  (1)  audit 
was  an  active  case  with  multiple  disciplines  and 
one  (1)  was  a  discharged  case  with  nursing  and 
tele-heaith. 

The  medication  management  audits  indicated 
that  the  medication  assessments  were  complete 
and  accurate.  The  Record  Audit  findings  found 
only  issues  with  coordination  of  care,  teaching 
and  patient  outcomes. 

There  is  no  evidence  that  the  sub-committee 
reviewed  the  on-going  Quality  improvement 
activities  of  the  Continuous  Quality  Improvement 
(CQl)  committee.  This  committee  performs 
clinical  record  audits,  trends  the  information  and 
reports  to  the  PAC  on  a  quarterly  basis. 

The  Agency  Evaluation  report  does  not  reflect  the 
severity  of  the  issues  identified  within  this  report 
nor  does  it  reflect  the  issues  identified  during 
quarterly  professional  advisory  meetings  as 
follows: 

-  02/08/2007,  06710707,  and  09/13/07  issues 
were  identified  in  Plan  of  Care,  Coordination  of 
Care,  Medication  Management  and  OASIS 
documentation. 

None  of  these  findings  were  reviewed  during  the 
Agency  Evaluation. 

Failure  of  the  agency's  annual  evaluation  to 
accurately  determine  the  extent  that  the  program 
is  appropriate,  adequate,  effective  and  efficient 
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The  agency  annual  evaluation  will  de 
revised  by  August  31 ,  2008  to 
demonstrate  that  the  program  is 
appropriate,  adequate,  effective  and 
efficient. 

By:  President/CEO 
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has  the  potential  for  negative  outcomes.  See  G 

250 

484.52(b)  CUNICAL  RECORD  REVIEW 

At  least  quarterly,  appropriate  health 
professionals,  representing  at  least  the  scope  of 
the  program,  review  a  sample  of  both  active  and 
closed  clinical  records  to  determine whether 
established  policies  are  followed  in  furnishing 
services  directly  or  under  arrangemehL 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  the  agenc/s  Professional 
Advisory  Committee  meeting  minutes  from 
02/08/07  to  02/06*08;  Continuous  Quality 
Improvement  (CQ1)  Committee  meeting  minutes 
01/08/07  to  1 1/29/07,  Quality  Improvement  policy, 
and  an  interviews  with  the  Director  of  Patient 
Services  (DPS),  evidence  is  tacking  that  the 
agency  has  an  effective  system  in  place  to  ensure 
the  identification  and  resolution  of  quality  of  care 
Issues. 

Specifically,  on  04/21/08  at  1:30  pm,  an  interview 
with  the  DPS  was  completed.  The  surveyor 
requested  any  and  all  quality  improvement 
activities  completed  for  2007-2008.  The  DPS 
stated  that  the  following  .activities  were  being 
completed:  case  management  audits,  start  of 
care,  resumption  of  care  and  recertifjcatlon 
audits;  focused  reviews;  and  peer  review  audits, 
On  04/24/08,  the  DPS  explained  the  purpose  of 
each  audit  completed.  The  DPS  stated  that  start 
of  care,  resumption  of  care  and  recertffcatjon 
audits  are  completed  by  the  CQI  committee, 
these  audits  are  focused  audits  that  evaluate  only 
limited  infonriation. 


1245 

/ 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


AThe  Director  of  Quality  Improvement 
wiil  revise  the  CQI  program  by  August 
31 ,  2008  to  ensure  that  there  is  safe 
delivery  of  patient  specific  care 
including  comprehensive  concise 
documentation.. 

Beginning  June  30,  2008  the  Director 
of  Quality  Improvement  will  ensure 
that  the  following  audits  are  completed 
on  an  ongoing  basis. 

-  Quarterly  supervisory  home  visits  with 
audit  will  be  conducted  on  clinicians  by 
the' Clinical  Nurse  Manager  and 
Quality  Care  Coordinator. 

Quarterly  comprehensive  audits  will 
completed  on  10%  of  active  patients 
by  the  Clinical  Nurse  Managers  and 
Quality  Care  Coordinator. 

Focused  audits  will  be  conducted  as 
necessary  based  on  trends  identified 
on  comprehensive  audits. 

More  frequent  supervisory  home  visits 
with  audit  will  be  conducted  on 
clinicians  that  are  not  meeting  agency 
standards.  Clinicians  consistently  not 
meeting  agency  standards  will  be 
placed  on  a  corrective  action  plan. 


(XS) 
COMPLETION 
DATE 


The  Director  of  Quality  Improvement 
will  ensure  that  audit  result  are 
analyzed  for  trends  and  results  and 
recommendations  are  reported  to  CQI 
and  PAC  on  a  bi  monthly  and  quarterly 
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Continued  From  pa$2  80 

The  DPS  ajso  provided  the  surveyor  with  a  fist  of 
comprehenshffl  audits  completed  for  2007, 
according  to  the  fist  provided,  ortfy44 
comprehensive  audits  war®  completed  for  2007. 
During  an  interview  yvitji  the  DPS  on  04/24/08, 
she  stated  that  tba  comprehensive  audits  were 
supposed  to  be  competed  by  theCMcai 
Managers  and  the  Qaalfty  improvarnent  manager. 
The  DPS  stated  that  thsre  is  no  tender  a  Quaflty  - 
Improvement  Manager  therefore,  very  taw 
comprehensrve  audits  vere  completed.  Tba 
oornpreher^lvB  audit  has  not  been  an  on-going 
part  of  the  CQI  process 

During  the  interview  on  04/24/08,  the  DPS  stated 
that  Tde-beaJth  audita  were  also  compteted  as 
pari  of  the  Corrfinuous  Quality  Improvement 
process.  There  te  no  evidence  that  the.PAC 
committee  received  the  results  of  tele-heafih 
findings  for  each  quarter.  Specfficalry,  tete-heslih 
audits  were  eorripte&d  for  1 1/07.  The  results 
were  not  reflected  in  the  02/03/os  PAC  meting 
minutes.  The  audits  toote  ware  reviewed  and 
identified  care  cwdtnatton  problems  between  the 
tele-health  nurse  and  the  skied  nurse. 

A  review  of  the  agency's  poircy.  labeied 
Continuous  Quality  improvement  Program  was 
completed  and  faffed  to  include'  a  mechanism  for 
correcting  deficient  practices  Identtffsd  throughout 
the  QuaJHy  Improvement  probssa 

Faiiure  to  ensure  that  Quaflfcy  Improvement 
Activities  are  comprehensive  and  reflect  deficient 
practices  of  the  agency  has  led  to  poor  quality  of 
care  for  the  agenc/a  patient  population, 


S250 


Start  of  Care  focused  audits  wjf!  be 
performed  on  10%  of  the  admissions 
to  the  agency  monthly.  "5^  CQr  c^wu 

^du^G-P  Plans 


The  Director  .of  Quality  improvement 
will  revise  the  CQI  policy  by  August  31, 
2008  to  reflect  a  mechanism  for 
correcting  deficient  practices  identified 
including  communication  with  the 
governing  body.  The  revision  will  also 
Include  provisions  to  ensure  that  Ql 
activities  are  comprehensive  and 
address  deficient  practice. 
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completion 
date 


G000  INITIAL  COMMENTS 


This  statement  of  deficiencies  report  is  the  result 
of  complaint  investigations  NY0007391 7, 
NY0007391,8,  NY00074675.  The  survey 
consisted  of  clinical  record  reviews  for  3  patient's, 
interviews  with  the  Administrator,  acting  Director 
of  Clinical  Management,  Managers  of  Clinical 
Practice  (MCP)  and  agency  staff. 

Additionally,  policies  and  procedures,  and  the 
plans  of  correction  were  reviewed  for  the 
Condition  Level  Survey  dated  04/15/09;  the 
45-day  follow-up  survey  dated  05/28/09;  and  the 
second  follow-up  survey  dated  06/07/09  during 
the  complaint  investigation. 

Allegations  identified  in  all  three  complaints  were 
substantiated. 

(*)  -  indicates  repeat  deficiency 
464.14(d)  SUPERVISING  PHYSICIAN  OR 
REGIS.  NURSE 

Services  furnished  are  under  the  supervision  and 
direction  of  a  physician  or  a  registered  nurse  (who 
preferably  has  at  least  one  year  of  nursing 
experience  and  is  a  public  health  nurse). 

This  person,  or  similarly  qualified  alternate, 
participates  in  all  activities  relevant  to  the 
professional  services  furnished,  including  the 
development  of  qualifications  and  the  assignment 
of  personnel. 
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This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  3  clinical  records,  and 
interviews  with  the  Administrator,  acting  Director 


G140  484.14  (d)  SUPERVISING 
PHYSICIAN  OR  REGISTERED  NURSE 

The  administrator  and  Acting  Director  of 
Patient  Services  (ADPS)  continue  to 
conduct  weekly  MCP  meetings  and  at 
these  meetings  specific  duties  to  the  MCP. 
role  are  reviewed  and  discussed.  Review 
of  the  MCP  role  as  stated  in  the  previous 
plans  of  corrections  pursuant  to  the 
5/28/09  follow  up  survey  wrtfv  regards  to 
coordination  and  oversight  of  clinical  field 
staff  including  but  not  limited  to: 

-100%  review  of  all  SOC>  ROC  and 
rece'rfrficaiion  clinical  records. 

-Weekly  case  conferencing  with  each 
case  manager  clinician  and  proof  of 
conferencing  to  be  evident  "m  clinical 
records. 
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"iciency  statement  ending  with  an  asterisk  (*)  denotes  a  deficiency  which  the  institution  may  be  excused  from  correcting  providing  it  is  determined  that 
^  .ifeguards  provide  sufficient  protection  to  the  patients.  (See  instructions.)  Except  for  nursing  homes,  the  findings  stated  above  an?  disposable  90'  days 
:|i£>wing  the  date  of  survey  whether  or  not  a  plan  of  correction  is  provided.  For  nursing  homes,  the  above  findings  and  plans  of  correction  are  disciosable  14 
iiiys  following  the  date  these  documents  are  made  available  to  the  facility.  If  deficiencies  areidted,  an  approved  plan  of  correction  is  requisite  to  continued 
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G000  INITIAL  COMMENTS 

This  statement  of  deficiencies  report  is  the  result 
of  complaint  investigations  NY00073917, 
NY00073918,  NY00074675.  The  survey 
consisted  of  clinical  record  reviews  for  3  patients, 
interviews  with  the  Administrator,  acting  Director 
of  Clinical  Management,  Managers  of  Clinical 
Practice  (MCP)  and  agency  staff. 

Additionally,  policies  and  procedures,  and  the 
plans  of  correction  were  reviewed  for  the 
Condition  Level  Survey  dated  04/15/09;  the 
45-day  follow-up  survey  dated  05/28/09;  and  the 
second  follow-up  survey  dated  06/07/09  during 
the  complaint  investigation. 

Allegations  identified  in  all  three  complaints  were 
substantiated. 

(*)  -  indicates  repeat  deficiency 
484.14(d)  SUPERVISING  PHYSICIAN  OR 
REGIS.  NURSE 

Services  furnished  are  under  the  supervision  and 
direction  of  a  physician  or  a  registered  nurse  (who 
preferably  has  at  least  one  year  of  nursing 
experience  and  is  a  public  health  nurse). 

This  person,  or  similarly  qualified  alternate, 
participates  in  all  activities  relevant  to  the 
professional  services  furnished,  including  the 
development  of  qualifications  and  the  assignment 
of  personnel. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  3  clinical  records,  and 
interviews  with  the  Administrator,  acting  Director 
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G1 40  484.1 4  (d)  SUPERVISING 
PHYSICIAN  OR  REGISTERED  NURSE 

The  administrator  and  Acting  Director  of 
Patient  Services  (ADPS)  continue  to 
conduct  weekly  MCP  meetings  and  at 
these  meetings  specific  duties  to  the  MCP. 
role  are  reviewed  and  discussed.  Review 
of  the  MCP  role  as  stated  in  the  previous 
plans  of  corrections  pursuant  to  the 
5/28/09  follow  up  survey  with  regards  to 
coordination  and  oversight  of  clinical  field 
staff  including  but  not  limited  to:  * 
-1 00%  review  of  all  SOC,  ROC  and 

recertrfication  clinical  records. 

-Weekly  case  conferencing  with  each 
case  manager  clinician  and  proof  of 
conferencing  to  be  evident  in  clinical 
records. 
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G  140  Continued  From  page  1 

of  Clinical  Management  (DCM),  Manager  of 
Clinical  Practice  (MCP),  and  agency  staff, 
evidence  is  lacking  in  3  records  that  the  following 
supervisory  responsibilities  are  being  performed: 


o  Failure  to  conduct  case  conferences  within 
weekly  intervals  as  outlined  in  the  plans  of 
corrective  action  to  the  04/15/09,  05/28/09  and 
06/07/09  surveys.  The  plans  of  corrective  action 
state  that  case  conferences  will  be  conducted  at 
admission,  resumption  of  care,  recertification  and 
weekly. 

o  Failure  to  ensure  that  on-call  staff  have 
adequate  information  regarding  patient  condition 
to  ensure  patient  needs  are  met. 

o  Failure  to  ensure  that  plans  of  care  are 
complete  for  all  diagnoses  medications  and 
treatments.  Seed 59 

o  Failure  to  ensure  that  nursing  assessments 
and  reassessments  are  complete  and  accurately 
reflect  the  patient's. status  and  continuing  needs. 
SeeG171,G172 

Examples: 

1 .  Lack  of  Case  Conferencing: 

Patient  #1.was  admitted  to  the  agency  on 
06/18/09  with  prostatic  disorder  requiring  an 
indwelling  foiey  catheter  and  insulin  dependent 
diabetes.  The  plan  of  care  included  skilled 
nursing  and  occupational  therapy  services.  There 
is  no  evidence  of  adequate  case  conferences  as 
follows: 


-  case  conference  was  completed  on  06/18/09, 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY)' 


-Documentation  of  coordination  and 
follow-up  when  informed  of  change  in 
patient  condition,  including  physician 
notification. 

Weekly  case  conferencing  is  being 
completed  in  each  branch' with  each  MCP 
by  team,  on  scheduled  dates  and  times.  In 
addition  care  coordination  is  also 
documented  (PT/PTA;  LPN/RN)  on  the 
visit  notes. 


The  clinical  records  not  evident  of  case 
conferencing  on  multidisciplinary  forms 
included  conferencing  in  clinical  notes, 
and  for  those  conferencing  taking  place 
less  frequently  than  weekly,  the  staff 
currently-employed  have  been  counseled 
regarding  breach  of  process.  Noted  if 
process  breach  continues,  written 
counseling  and  further  corrective  action 
will  be  followed. 

The  On  call  process  was  reviewed  with  the 
surveyors  at  survey,  including  copies  of  on 
call  logs  and  coverage  schedule  for  nurse 
and  MCP  coverage,  as  well  as  the  process 
summarized  and  sent  to  the  Department  of 
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G  140  Continued  From  page  2 

with  the  MCP  and  the  skilled  nurse.  There  is  no' 
evidence  that  the  MCP  identified  an  incomplete 
plan  of  care  and  initial  nursing  assessment  as 
outlined  in  this  report 


-  case  conferences  were  not  completed  weekly 
and  when  the  case  conference  was  completed, 
the  nurse  case  manager  was  not  included. 
Specifically,  a-  multidisciplinary  case  conference 
was  conducted  with  the  occupational  therapist  on 
06/30/09. 

Patient  #  2  was  admitted  to  the  agency  on 
05/30/09,  with  a  diagnosis  of  congestive  heart 
failure  and  a  non-healing  surgical  wound  to  the 
left  foot  The  plan  of  care  includes  daily  skilled 
nursing  for  wound  care,  physical  therapy, 
nutrition,  and  medical  social  work  services. 
There  is  no  evidence  that  adequate  case 
conferences  as  follows: 

-  initial  case  conference  form  was  included  in  the 
clinical  record  however,  was  hot  signed  or  dated 
by  the  MCP. 

-  weekly  case  conferences  were  not  completed, 
the  first  case  conference  in  the  record  was  4 
weeks  after  admission  and  was  not 
multidisciplinary. 


-  05/23/09  case  conference  was  completed  with 
the  case  manager.  There  was  no  evidence  a 
review  of  patient  care  and  coordination  as 
outlined  in  the  policy. 

Patient  #3  was  admitted  to  the  agency  on 
04/22/09  following  abdominal  surgery  which 
required  an  ileostomy.  The  initial  nursing 
assessment  included  a  patient  medical  history  of 
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patient  visit  is  necessary  the  orhcall  visit 
nurse  can  call  MCP  for  further  information 
if  needed  since  MCP  can  supply  additional, 
patient  information.  The  staffs  also  haveia 
copy  of  the  plan  of  care  and  any  pink 
copies  of  notes  in  the  patients  home  upon 
arrival. 

Professional  staff  has  been  re-instructed 
at  team  meetings  of  the  importance  of 
continuing  compliance  with  weekly  case 
conferencing  on  aO  patients  after  SOC, 
^         ROC  and  recerfffication,  for  cases  that  are 
^  ^     mulfidisdpfinary  and  for  patients  with  a 
change  in  condition.  They  have  also  been 
re-instructed  on  notifying  MD  for  patient1 
change  in  condition,  or  hospitalization  • 
needs,  and  to  communicate  any  on  call 
issues  to  the  MCP  first  thing  next  working 
^1  .  day^OFifurgentandcannotwaittDcall 
^  do  immediately. 

*0     The  MCFs  and  OA  nurses  will  continue  to 
audit  clinical  records  (10%)  per  month 
both  active  and  discharged  and  evaluate 
case  conferencing  and  on- call 
compliance.  Staff  not  following  protocol 
will  have  corrective  action  process 
initiated. 
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with  the  MCP  and  the  skilled  nurse.  There  is  no 
evidence  that  the  MCP  identified  an  incomplete 
plan  of  care  and  initial  nursing  assessment  as 
outlined  in  this  report 

-  case  conferences  were  not  completed  weekly 
and  when  the  case  conference  was  completed, 
the  nurse  case  manager  was  not  included. 
Specifically,  a  -  multidiscipiinary  case  conference 
was  conducted  with  the  occupational  therapist  on 
06/30/09. 


Patient  #  2  was  admitted  to  the  agency  on 
05/30/09,  with  a  diagnosis  of  congestive  heart 
failure  and  a  non-healing  surgical  wound  to  the 
left  foot  The  plan  of  care  includes  daily  skilled 
nursing  for  wound  care,  physical  therapy, 
nutrition,  and  medical  social  work  services. 
There  is  no  evidence  that  adequate  case 
conferences  as  follows: 

-  initial  case  conference  form  was  included  in  the 
clinical  record  however,  was  not  signed  or  dated 
by  the  MCP. 

-  weekly  case  conferences  were  not  completed, 
the  first  case  conference  in  the  record  was  4 
weeks  after  admission  and  was  not 
multidiscipiinary. 

-  06/23/09  case  conference  was  completed  with 
the  case  manager.  There  was  no  evidence  a 
review  of  patient  care  and  coordination  as 
outlined  in  the  policy. 

Patient  #3  was  admitted  to  the  agency  on 
04/22/09  following  abdominal  surgery  which 
required  an  ileostomy.  The  initial  nursing 
assessment  included  a  patient  medical  history  of 


(X2)  MULTIPLE  CONSTRUCTION 
A  BUILDING  


B.  WING . 


PRINTED:  08/20/20(39 
FORM  APPROVED 
OMB  NO.  0938-0391 


(X3)  DATE  SURVEY 
COMPLETED 

.  c 

08/20/2009 


STREET  ADDRESS,  CITY,  STATE,  ZIP  CODE 
200  ELWOOD  DAVIS  ROAD 
LIVERPOOL,  NY  13088 


ID 
PREFIX 
TAG 


G  140 


PROVIDER'S  PLAN  OF  CORRECTION 
.  (EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


health  on  7/21/09:  The  MCP  has  a  laptop 
with  access  to  patient  information :  a  . ' 
master  patient  list  with  patient 
demographic  information,  diaanosis. 
physician,  emergency  disaster  code,  and 
emergency  contact  information.  If  a 
patient  visit  is  necessary  the  on-call  visit 
nurse  can  call  MCP  for  further  information 
if  needed  since  MCP  can  supply  additional* 
patient  information.  The  staffs  alsb  have  a 
copy  of  the  plan  of  care  and  any  pink 
copies  of  notes  in  the  patient's  home  upon 
arrival. 

Professional  staff  has  been  re-instructed 
at  team  meetings  of  the  importance  of 
continuing  compliance  with  weekly  case 
conferencing  on  all  patients  after  SOC, 
ROC  and  recertifi cation,  for  cases  that  are 
multidiscipiinary  and  for  patients  with  a 
change  in  condition.  They  have  also  been 
re-instructed  on  notifying  MD  for  patient 
change  in  condition,  or  hospitalization 
needs,  and  to  communicate  any  on  call 
issues  to  the  MCP  first  thing  next  working 
day,  or  rf  urgent  and  cannot  wait  to  call 
immediately. 

The  MCP's  and  OA  nurses  will  continue  to 
audit  clinicaf  records  (10%)  per  month 
both  active  and  discharged  and  evaluate 
case  conferencing  and  on-  call 
compliance.  Staff  not  following  protocol 
will  have  corrective  action  process 
initiated. 

Responsible  parties:  Administrator,  ADPS,; 
MCP,  and  OA  nurse. 
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scleroderma,  rheumatoid  arthritis,  scleroderma 
and  a  chronic  foot  wound.  There  is  no  evidence 
that  adequate  case  conferences  were  conducted 
as  follows: 

-  weekly  case  conferences  were  not  completed. 
The  first  case  conference  was  completed  on 
05/21/09,  one  month  after  admission. 


-  05/21/09  -  There  was  no  evidence  of  a  review 
of  patient  care  and  coordination  documented 
during  the  case  conference. 

-  05/31/09  -  resumption  of  care  case  conference 
was  completed.  There  was  no  evidence  that  the 
clinical  record  was  reviewed  by  the  MCP  to 
determine  adequate  patient  care  and 
coordination.  The  next  case  conference  was  22 
days  later  on  06/23/09. . 

-  06/23/09  -  case  conference  with  the  skilled 
nurse  and  the  MCP.  There  was  no  review  of  the 
clinical  record  or  discussion  of  the  patient's 
frequent  need  to  access  the  on-call  system  for 
leaking  ileostomy  appliance. 

The  lack  of  completed  case  conferences  was 
discussed  with  the  acting  DCM,  MCP  and 
Administrator  on  05/08/09.  The  Administrator 
states  that  the  agency  is  recruiting  for  new  M CPs 
and  are  sending  the  acting  DCM  to  assist  in  the 
case  conferencing  and  supervisory  process. 

2.  Failure  to  ensure  that  6n-call  staff  have 
adequate  information  regarding  patient  condition 
to  ensure  patient  needs  are  met. 

Based  on  a  review  of  on-call  logs,  agency  policy 
5-1  Office  Organization  -  On-Call,  and  interviews 
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with  the  acting  Director  of  Clinical  Management . 
(DCM),  Manager  of  Clinical  Practice  (MCP)  and 
agency  on-call  personnel,  there  is  no  evidence 
that  on-call  staff  have  sufficient  information  to 
adequately  triage  patient  phone  calls. 
Specifically,  3  registered  nurses  (RN)  who  have, 
on-call  responsibility  were  interviewed  between 
07/07/09  to  08/20/09.  The  surveyor  asked  each 
of  the  three  RNs  what  information  they  have  with 
them  when  they  are  on  call.  Each  nurse  stated 
that  the  only  information  that  they  have  is  the 
patient  roster  which  includes  the  patient's  name, 
demographics,  primary  diagnosis  and  physician 
name  and  phone  number. 

Examples: 

Patient  #  1  was  admitted  to  the  agency  on 
06/18/09  with  a  primary  diagnosis  of  fitting  urinary 
devices,  prostatic  disorders,  type  II  diabetes,  and 
chronic  obstructive  pulmonary  disease. 

This  patient  was  identified  in  the  on-call  log  as 
requiring  nursing  consultation.  A  review  of  the 
clinical  record  and  interview  with  the  on-call  nurse 
identified  the  following  on-call  issue. 

Specifically,  on  06/21/09  08:30  pm,  the  private 
aide  contacted  the  on-call  nurse  regarding  biood 
in  the  patient's  catheter  and  that  the  patient  was 
on  Coumadin.  The  skilled  nurse  failed  to  visit  the 
patient  to  ascertain  the  seriousness  of  the 
bleeding  and  failed  to  consult  the  physician  prior  " 
to  sending  the  patient  to  the  emergency 
department. 

An  interview  was  conducted  by  the  surveyor  with 
the  on  call  nurse  on  08/14/09  to  determine  why  an 
assessment  visit  was  not  conducted?  The 
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on-call  nurse  stated  "I  had  no  information  about 
this  patient  when  I  received  the  call  from  the  aide 
stating  that  the  patient  had  blood  in  his  catheter 
and  was  taking  Coumadin"  The  surveyor  asked 
for  an  explanation  of  the  information  she  did  have 
for  this  patient.  The  nurse  stated  "I  only  had  the 
patient  roster  which  has  the  patient's 
demographics,  diagnosis  and  physician".  The 
surveyor  asked  the  on-call  nurse  if  she  contacted 
the  physician  to  discuss  the  patienfs  condition 
prior  to  sending  the  patient  to  the  emergency 
room.  The  nurse  stated  that  she  did  not  contact 
the  physician. 


The  surveyor  reviewed  the  plan  of  care  dated 
06/18/09  which  contained  orders  to  flush  the 
patient's  catheter  as  needed.  The  surveyor 
asked  the  on-call  nurse  if  she  was  aware  of  this 
order  she  stated  "no,  I  only  had  the  patient 
roster". 

Patient  #  3  was  admitted  to  the  agency  on 
04/22/09  following  abdominal  surgery  requiring  an 
ileostomy.  The  patient  has  a  long  standing 
history  of  scleroderma,  and  severe  rheumatoid 
arthritis  making  it  impossible  to  cut  the  ileostomy 
appliance  and  make  fit.  The  plans  of  care  dated 
04/22/09  to  06/20/09  and  06/21/09  to  08/19/09 
state  that  skilled  nursing  visits  are  needed  to 
change  the  patient's  ileostomy  2  times  a  week, 
and  .4  as  needed  visits  for  problems  with  the 
ileostomy  bag. 

On  06/29/09,  the  patient  accessed  the  agency's 
on  call  system  at  4:30  am  because  her  colostomy 
bag  had  broken  and  was  leaking.  The  on  call 
nurse  documented  that  she  toid  the  patient  that 
she  would  be  out  to  see  her  at  7:30  am  and  that 
she  should  just  wrap  it  with  a  towel  or  tape  it  until 
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she  could  be  there  at  7:30  am.  The  on-call  nurse 
did  not  visit  the  patient.  On  07/06/09,  the 
surveyor  interviewed  the  on-call  nurse  and  asked 
her  to  explain  why  she  did  not  go  out  to  see  the 
patient?  The  on-call  nurse  stated  "I  thought  that 
her  colostomy  would  be  okay  until  morning  and 
that  she  could  just  cover  it  with  a  wash  cloth"  The 
surveyor  asked  the  on-call  nurse  if  she  was 
aware  the  the  patient  had  an  ileostomy  not  a 
colostomy.  The  surveyor  also  asked  if  the  on-call 
nurse  was  aware  that  the  patient  had  severe 
rheumatoid  arthritis  which  made  it  very  difficult  for 
her  to  care  for  the  ileostomy.  The  on-call  nurse 
stated  "I  did  not  know  that  the  patient  had 
rheumatoid  arthritis.  The  only  information  that  I 
had  was  the  patient  roster". 

This  information  was  discussed  with  the 
Administrator  on  07/09/09.  The  Administrator 
stated  that  the  on-call  nurses  can  contact  the 
MCP  who  has  computer  access  to  the  patient's 
plan  of  care  with  all  diagnoses. 

(*)  -  repeat  deficiency 
484.18(a)  PLAN  OF  CARE 

The  plan  of  care  developed  in  consultation  with 
the  agency  staff  covers  all  pertinent  diagnoses, 
including  mentai  status,  types  of  services  and 
equipment  required,  frequency  of  visits, 
prognosis,  rehabilitation  potential,  functional 
limitations,  activities  permitted,,  nutritional 
requirements,  medications  and  treatments,  any 
safety  measures  to  protect  against  injury, 
instructions  for  timely  discharge  or  referral,  and 
any  other  appropriate  items. 


This  STANDARD  is  not  met  as  evidenced  by: 
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branch.  Importance  of  attention  to  detail 
discussed  and  errors  identified  were 
immediately  clarified  by  the  MCP  and  case 
manager  RN  and  the  patient  physician. 
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Based  on  a  review  of  3  clinical  records  interviews 
with  the  Administrator,  acting  Director  of  Clinical 
Management  (DCM),  Manager  of  C finical  Practice 
(MCP)  and  agency  staff  there  is  no  evidence  in  2 
records  that  the  plan  of  care  is  of  sufficient  scope 
to  meet  the  patient's  needs.  Patient  #  1  and  2. 

Failure  to  ensure  that,  the  plan  of  care  is  of 
sufficient  scope  has  the  potential  for  unmet 
patient  needs. 


1 ,  Patient  #1  was  admitted  to  the  agency  on 
06/1 8709  with  prostatic  disorder  requiring  an 
indwelling  fbfey  catheter  and  insulin  dependent 
diabetes.  The  plan  of  care  failed  to  include  the 
following: 

-  complete  and  accurate  medication  orders: 
Novolog  flex  pen  sliding  scale  is  ordered, 
however,  there  is  no  frequency  or  dose  for 
administration; 

-  plan  to  monitor  biood  sugars  including  the 
frequency  for  testing 

-  specifics  related  to  catheter  care. 

-  parameters  for  irrigating  the  fbley  catheter  as 
needed 

-  plan  to  assess  and  instruct  in  bleeding 
precautions  related  to  the  use  of  Coumadin  a 
blood  thinner. 


This  record  was  reviewed  with  the  MCP  and 
acting  DCM  on  07/08/09,  and  the  Administrator 
on  07/09/09.  The  MCP  was  suprised  that  she  did 
not  identify  that  the  plan  of  care  was  incomplete. 
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PROVIDER'S  PLAN  OF  CORRECTION^  pes) 
(EACH  CORRECTIVE  ACTION  SHOULD  BE  COMPLETION 
•    CROSS-REFERENCED  TO  THE  APPROPRIATE  DATS 

j  In  review  of  the  detail  in  the  statement  of 

"  deficiencies  for  patient  #1 ,  fbley  catheter 
care  orders  and  irrigation  orders  for  foley  ,  . 
cafheter  are  present  on  the  plan  of  care,.  But  npv 

(foley  woo  fa  be  irrigated  if  it  btzame  ^S^jSITj 
plugged  and/or  not  draining  urincj  The    *°  ^vSiun 
safety  precautions  of  anticoagulant  {y 
therapy  for  patient  on  Coumadin  were  v*£* 
Usted.  MCP  serf  identified  information  not    '  Vfl  fcFf 
indudedm  the  plan  of  care  arid  ^T) 
immediately  worked  with  the  case  J 
manager  to  verify  and  obtain  more  clear 
order  for  H^lin  sliding  scale.  Patient  . 
and/family  educated  on  the  correct  &}\) 
dosages.  Ment#2,ornis$ionof 
information  on  plan  of  treatment  corrected 

^nce  identified. 

100%  of  plans  of  treatment  wifl  be 
reviewed  fay  MCP/QA  nurse  to  evaluate 
complete  and  accurate  information 
reflected  in  plan  of  treatment  that  portrays 
assessment  completed  by  evaluating 
clinician. 


Ongoing  clinical  record  audits  of  1 0%  of  all 
records  by  MCP/QA  nurses  each  quarter, 
any  area  identified  as  not  meeting 
threshold  in  areas  audited,  or  not  showing 
improvement  will  have  action  plan 
developed  to  achieve  posifrvB  results  by 
the  PI  committee  for  improvement 

Responsible  parties:  Administrator,  ADPS, 
MCP,  and  OA  Nurse.  . 
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Based  on  a  review  of  3  clinical  records  interviews 
with  the  Administrator,  acting  Director  of  Ciinicai 
Management  (DCM),  Manager  of  Ciinicai  Practice 
(MCP)  and  agency  staff  there  is  no  evidence  in  2 
records  that  the  plan  of  care  is  of  sufficient  scope 
to  meet  the  patient's  needs.  Patient  #  1  and  2. 

Failure  to  ensure  that  the  plan  of  care  is  of 
sufficient  scope  has  the  potential  for  unmet 
patient  needs. 

1 .  Patient  #1  was  admitted  to  the  agency  on 
06/18/09  with  prostatic  disorder  requiring  an 
indwelling  foley  catheter  and  insulin  dependent 
diabetes.  The  plan  of  care  failed  to  include  the 
following: 

-  complete  and  accurate  medication  orders: 
Novolog  flex  pen  sliding  scale  is  ordered, 
however,  there  is  no  frequency  or  dose  for 
administration. 

-  plan  to  monitor  biood  sugars  including  the 
frequency  for  testing 

-  specifics  related  to  catheter  care. 


-  parameters  for  irrigating  the  foley  catheter  as 
needed 

-  plan  to  assess  and  instruct  in  bleeding 
precautions  related  to  the  use  of  Coumadin  a 
blood  thinner. 

This  record  was  reviewed  with  the  MCP  and 
acting  DCM  on  07/08/09,  and  the  Administrator 
on  07/09/09.  The  MCP  was  suprised  that  she  did 
not  identify  that  the  plan  of  care  was  incomplete. 


G  15? 


PROVIDER'S  PLAN  OF  CORRECTION. 
[EACH  CORRECTIVE  ACTION  SHOULD  BE 
•    CROSS-REFERENCED  TO  THE  APPROPRIATE 

In  review  of  the  detail  in  the  statement  of 
~  deficiencies  for  patient  #1 ,  foley  catheter 
care  orders  and  irrigation  orders  for  foley 
catheter  are  present  on  the  plan  of  care, 
foley  was  to  be  irrigated  if  it  became 
plugged  and/or  not  draining  urine.  The 
safety  precautions  of  anticoagulant 
therapy  for  patient  on  Coumadin  were 
listed.  MCP  self  identified  information  not 
included  in  the  plan  of  care  and 
immediately  worked  with  the  case 
manager  to  verify  and  obtain  more  clear 
order  for  insulin  sliding  scale.  Patient 
and/family  educated  on  the  correct 
dosages.  Patient  #2,  omission  of 
information  on  plan  of  treatment  corrected 
once  identified. 

1 00%  of  plans  of  treatment  will  be  . 
reviewed  by  MCP/QA  nurse  to  evaluate 
complete  and  accurate  information 
reflected  in  plan  of  treatment  that  portrays 
assessment  completed  by  evaluating 
clinician. 

Ongoing  clinical  record  audits  of  1 0%  of  all 
records  by  MCP/QA  nurses  each  quarter, 
any  area  identified  as  not  meeting 
threshold  in  areas  audited,  or  not  showing 
improvement  will  have  action  plan 
developed  to  achieve  positive  results  by 
the  PI  committee  for  improvement 

Responsible  parties:  Administrator,  ADPS, 
MCP,  and  OA  Nurse. 
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2.  Patient  #2  was  admitted  to  the  agency  on 
05/30/09  with  a  primary  diagnosis  of  congestive 
heart  failure  and  secondary  diagnoses  of  infection 
of  a  post  operative  toe. amputation  wound.  The 
plan  of  care,  failed  to  include  the  following: 

-  plan  for  the  skilled  nurse  to  pre-pour  medication 
weekly  as  documented  in  the  initial  nursing 
assessment  dated  05/30/09. 

This  record  was  reviewed  with  the  Administrator 
on  08/20/09.  No  further  information  was 
provided. 

(*)  -  Repeat  Deficiency 
G  171  484.30(a)  DUTIES  OF  THE  REGISTERED 
NURSE 

The  registered  nurse  makes  the  initial  evaluation 
visit. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  3  clinical  records  and 
interviews  with  the  Administrator,  acting  Director 
of  Clinical  Management  (DCM)  and  agency  staff, 
there  is  no  evidence  in  2  records  that  the  initial 
nursing  assessment  is  complete  and  accurately 
reflects  the  patient's  needs.  Patients  #1 ,  2. 

Failure  to  adequately  assess  patients  needs  has 
the  potential  for  unmet  patient  needs. 

1 .  Patient  #  1  was  admitted  to  the  agency  on 
06/18/09  with  a  primary  diagnosis  of  fitting  urinary 
device  and  secondary  diagnoses  of  prostatic 
disorders,  type  II  diabetes,  and  chronic 
obstructive  pulmonary  disease.  The  initial 


G  159 


G  17^ 
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G171  484.30(a)  DUTIES  OF  THE 
REGISTERED  NURSE 

The  MCP's  conduct,  weekly  team  meetings 
where  at  ail  meetings  the  skilled 
professional  staff  were  educated  on 
documentation  in  May  and  June  2009  and 
will  be  re-educated  on  the  importance  of 
documentation  of  specific  assessment 
findings  and  following  the  plan  of  care  as 
created.  This  mandatory  review  will  be 
completed  by  9/15/09  in  all  branches. 
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nursing  assessment  dated  06/18/09  failed  to 

include  the  following: 

-  an  assessment  of  how  the  patient's  personal  . 
needs  will  be  met  Specifically,  the  ADL/IADL 
portion  of  the  initial  nursing  assessment 
document  states  that  the  patient  depends  on 
another  person  for  all  personal  care  need.  There 
is  no  documentation  of  who  will  assist  the  patient 
with  these  needs. 

-  date  fbley  catheter  was  previously  changed  or 
due  to  be  changed 

-  ability  to  administer  Novolog  flex  pen  sliding 
scale  insulin 

-  patients  ability  to  monitor  blood  sugars, 
specifically,  the  skilled  nurse,  documented  that  ttie 
patient  did  not  have  a  glucometer 

-  no  measurement/description  of  the  patient's  left 
ieg  wound  described  as  a  "left  leg  abrasion". 

This  record  was  reviewed  with  the  MCP  and 
acting  DCM  on  07/08/09,  and  the  Administrator 
on  07/09/09.  No  furthere  information  was 
provided. 

2.  Patient  #2  was  admitted  to  the  agency  on 
05/30709  with  a  primary  diagnosis  of  congestive 
heart  failure  and  secondary  diagnoses  of  infection 
of  a  post  operative  toe  amputation  wound.  The 
initial  nursing  assessment  failed  to  include  the 
following: 

-  measurement  of  the  non-healing  surgical 
wound  to  the  left  foot  which  is  described  as 
tan/yellow  purulent  drainage  with  a  mild  order. 


G171 


In  review  of  the  statement  of  deficiencies, 
all  clinicians  identified  as  not  achieving 
optimal  assessment  and  documentation 
according  to  the  plan  of  care  and  orders 
on  issues  identified  on  patient  #1  and 
.  patient  #2  have  been  counseled  regarding 
tie  missing  information  as  welj  as  its  effect 
on  the  plan  of  treatment 

To  prevent  the  recurrence  of  these  issues, 
QA  nurses  and  MCP's  will  continue  to 
audit  10%  of  ail  clinical  records  per  quarter 


The  clinicians  not  following  the  plan  of 
care  will  begin  a  corrective  action  process 
and  if  necessary  be  put  on  an  action  plan 
to  improve  documentation  and  follow  up. 
This  will  be  enforced  by  the  team  MCP. 

Responsible  parties:  Administrator,  ADPS, 
MCP,  and  QA  Nurse. 
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nursing  assessment  dated  06/18/09  failed  to 
include  the  following: 


-  an  assessment  of  how  the  patient's  personal 
needs  will  be  met.  Specifically,  the  ADL/IADL 
portion  of  the  initial  nursing  assessment 
document  states  that  the  patient  depends  on 
another  person  for  ail  personal  care  need.  There 
is  no  documentation  of  who  will  assist  the  patient 
with  these  needs. 

-  date  foiey  catheter  was  previously  changed  or 
due  to  be  changed 

-  ability  to  administer  Novolog  flex  pen  sliding 
scale  insulin 

-  patient's  ability  to  monitor  blood  sugars, 
specifically,  the  skilled  nurse  documented  that  the 
patient  did  not  have  a  glucometer 

-  no  measurement/description  of  the  patient's  left 
leg  wound  described  as  a  "left  leg  abrasion". 

This  record  was  reviewed  with  the  MCP  and 
acting  DCM  on  07/08/09,  and  the  Administrator 
on  07/09/09.  No  furthere  information  was 
provided. 

2.  Patient  #2  was  admitted  to  the  agency  on 
05/30/09  with  a  primary  diagnosis  of  congestive 
heart  failure  and  secondary  diagnoses  of  infection 
of  a  post  operative  toe  amputation  wound.  The 
initial  nursing  assessment  failed  to  include  the 
following: 

-  measurement  of  the  non-healing  surgical 
wound  to  the  left  foot  which  is  described  as 
tan/yellow  purulent  drainage  with  a  mild  order. 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


In  review  of  the  statement  of  deficiencies, 
all  clinicians  identified  as  not  achieving 
optimal  assessment  and  documentation 
according  to  the  plan  of  care  and  orders 
on  issues  identified  on  patient  #1  and 
.  patient  #2  have  been  counseled  regarding 
the  missing  information  as  well  as  its  effect 
on  the  plan  of  treatment 

To  prevent  the  recurrence  of  these  issues, 
OA  nurses  and  MCP's  will  continue  to 
audit  10%  of  all  clinical  records  per  quarter 
for  following  the  plan  of  care  as  assessed. 
The  clinicians  not  following  the  plan  of 
care  will  begin  a  corrective  action  process 
and  if  necessary  be  put  on  an  action  plan 
to  improve  documentation  and  follow  up. 
This  will  be  enforced  by  the  team  MCP. 

Responsible  parties:  Administrator,  ADPS, 
MCP,  and  OA  Nurse. 
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This  record  was  reviewed  with  the  Administrator 
on  08/20/09. .  No  further  information  was 
provided. 

(*)  -  Repeat  Deficiency 
G  172  484.30(a)  DUTIES  OF  THE  REGISTERED 
NURSE  * 

The  registered  nurse  regularly  re-evaluates  the 
patients  nursing  needs. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  3  clinical  records  and 
interviews  with  the  Administrator,  acting  Director 
of  Clinical  Management  (DCM)  and  agency  staff, 
there  is  no  evidence  in  3  records  (100%)  that  the 
skilled  nursing  reassessments  are  complete  and 
accurately  reflect  the  patient's  current  status. 
Patients  #1-3 

Failure  to  provide  complete  and  accurate  skilled 
nursing  reassessments  has  the  potential  for 
unmet  patient  needs. 

-1 .  Patient  #2.  was  admitted  to  the  agency  on 
05/30/09  with  a  primary  diagnosis  of  atrial 
fibrillation  and  secondary  diagnoses  of  congestive 
heart  failure,  toe  amputation  with  -subsequent 
post-operative  infection  and  type  N  diabetes.  The 
patient  lives  alone  and  the  plan  of  care  states  that 
the  skilled  nursing  visits  daily.  The  skilled  nurse 
failed  to  provide  adequate  assessment  of  the 
following: 

-  medication  management  Specifically,  during 
the  initial  nursing  assessment  the  skilled  nurse 
documented  "patient  uriawgre  of  meds 


G171 
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G172  484.30  (a)  DUTIES  OF  THE 
REGISTERED  NURSE 

The  MCP's  conduct  weekly  team  meetings 
where  at  ail  meetings  the  skilled 
professional  staff  were  educated  in  May 
and  June  2009  and  will  be  re-educated  on 
the  importance  of  documentation  of 
specific  assessment  findings  and  following 
the  plan  of  care  as  created.  This 
mandatory  review  will  be  completed  by 
9/15/09  in  all  branches. 

In  review  of  the  statement  of  deficiencies, 
all  clinicians  identified  as  not  achieving 
optimal  assessment  and  documentation 
according  to  the  plan  of  care  and  orders 
on  issues  identified  on  patjent#l  #2,  and 
patient #3  have  been  counseled 
regarding  the  missing  information  as  well 
as  its  effect  on  the  plan  of  treatment 

To  prevent  the  recurrence  of  these  issues, 
OA  nurses  and  MCP's  will  continue  fp 
audit  10%  of  all  clinical  recoids  per  quarter 
for  feHewmg-tno  plaq  of  care  ^  abased, 
The  clinicians  not  following  the  plan  of 
care  win  begin  a  corrective  action  process 
and  if  necessary  be  put  on  an  action  plan 
to  improve  documentafjon  and  follow  up. 
This  will  be  enforced  by  the  team  MCP. 

Responsible  parties:  Administrator,  ADPS, 
MCP,  and  OA  Nurse. 
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This  record  was  reviewed  with  the  Administrator 
on  08/20/09.  No  further  information  was 
provided. 

(*)  -  Repeat  Deficiency 
G  172  484.30(a)  DUTIES  OF  THE  REGISTERED 
NURSE 

The  registered  nurse  regularly  re-evaluates  the 
patients  nursing  needs. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  3  clinical  records  and 
interviews  with  the  Administrator,  acting  Director 
of  Clinical  Management  (DCM)  and  agency  staff, 
there  is  no  evidence  in  3  records  (100%)  that  the 
skilled  nursing  reassessments  are  complete  and 
accurately  reflect  the  patient's  current  status. 
Patients  #1-3 

Failure  to  provide  complete  and  accurate  skilled 
nursing  reassessments  has  the  potential  for 
unmet  patient  needs. 

1 .  Patient  #2  was  admitted  to  the  agency  on 
05/30/09  with  a  primary  diagnosis  of  atrial 
fibrillation  and  secondary  diagnoses  of  congestive 
heart  failure,  toe  amputation  with  subsequent 
post-operative  infection  and  type  II  diabetes.  The 
patient  lives  alone  and  the  plan  of  care  states  that 
the  skilled  nursing  visits  daily.  The  skilled  nurse 
failed  to  provide  adequate  assessment  of  the 
following: 

-  medication  management  Specifically,  during 
the  initial  nursing  assessment  the  skilled  nurse 
documented  "patient  unaware  of  meds 


G  171 


G  172 


G172  484.30  (a)  DUTIES  OF  THE 
REGISTERED  NURSE 

The  MCP's  conduct  weekly  team  meetings 
where  at  all'meetings  the  skilled 
professional  staff  were  educated  in  May 
and  June  2009  and  will  be  re-educated  on 
the  importance  of  documentation  of 
specific  assessment  findings  and  following 
the  plan  of  care  as  created.  This 
mandatory  review  will  be  completed  by 
9/15/09  in  all  branches. 

I  n  review  of  the  statement  of  deficiencies, 
all  clinicians  identified  as  not  achieving 
optimal  assessment  and  documentation 
according  to  the  plan  of  care  and  orders 
on  issues  identified  on  patient  #1  #2,  and 
patient  #3  have  been  counseled 
regarding  the  missing  information  as  well 
as  its  effect  on  the  plan  of  treatment 

To  prevent  the  recurrence  of  these  issues, 
'OA  nurses  and  MCP's  will  continue  to 
audit  10%*of  all  clinical  records  per  quarter 
for  following  the  plan  of  care  as  assessed. 
sThe  clinicians  not  following  the  plan  of  *^ 
care  will  begin  a  corrective  action  process 
and  if  necessary  be  put  on  an  action  plan 
to  improve  documentation  and  follow  up. 
This  will  be  enforced  by  the  team  MCP. 

Responsible  parties:  Administrator,  ADPS, 
MCP,  and  OA  Nurse. 
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(medications)  taking,  regarding  :  name, 
frequency,  action"  The  skilled  nurse  set  up 
medication  in  pill  organizers,  however,  the  patient 
was  missing  the  following  medications: 

-  Coumadin,  Coreg,  Asprin,  Lisinopril. 

There  was  no  skilled  nurse  visit  until  06/03/09. 
During  the  06/03/09  visit,  the  skilled  nurse  failed 
to  determine  if  the  patient  obtained  the  missing 
medications  identified  on  05/30/09. 

-  wound  assessments:  on  05/30/09;  the  skilled 
nurse  documented  that  the  patient  had  a  left  2nd 
and  3rd  toe  wound  as  a  result  of  an  amputation. 
There  was  no  measurement  of  this  wound  during 
until  12  days  later  on  06/12/09.  On  06/12709,  the 
skilled  nurse  documented  that  the  patient's 
wound  was  triangular  shape  "base  approximately 
3  cm  and  sides  4  cm  each."  There  was  no  actual 
wound  measurement  until  06/26/09:  2  cm  x  3  cm 
x  2  cm. 

-  weight:  The  initial  nursing  assessment  stated 
that  the  patient's  actual  weight  was  170  pounds,  , 
the  plan  of  care  states  that  the  patient  should  be 
weighed' daily  and  a  5  pound  weight  gain  reported 
to  the  physician.  During  skilled  nursing  visits 
completed  from  06/03/09  to  06/26/09  there  was 
no  weight  assessed. 

-  blood  sugar  monitoring.  There  is  no  evidence 
that  the  skilled  nurse  consistently  monitored  the 
patient's  blood  sugar  readings  during  sRilled 
nursing  visits  conducted  on  06/03,  06,  09,  16,  18, 
22,  25,  28. 

This  record  was  reviewed  with  the  Administrator 
on  08/20/09.  No  further  information  was 
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2.  Patient  #  1  was  admitted  to  the  agency  on 
06/18/09  with  a  primary  diagnosis  of  fitting  urinary 
devices,  prostatic  disorders,  type  II  diabetes,  and 
chronic  obstructive  pulmonary  disease.  There  is 
no  evidence  that  the  skilled  nurse  adequately 
assessed  the  following: 


-  patient's  knowledge  and  use  of  glucometer. 
During  the  initial  nursing  assessment  on  06/18/09 
and  06/19/09,  the  skilled  nurse  documented  that 
the  patient  did  not  have  a  glucometer,  therefore, 
no  assessment  or  teaching  of  glucometer  use 
was  completed.  On  06/23/09,  the  skilled  nurse 
documented  that  the  patient  "performs  own 
glucose  monitoring"  and -had  a  blood  sugar  of 
298.  There  was  no  observation  of  the  patient 
performing  the  blood  sugar  testing;  no 
documentation  of  weather  the  blood  sugar  was 
fasting  or  random;  and  no  assessment  of  the 
patient's  use  of  Novalog  sliding  scale  insulin  pen. 

Additionally,  blood  sugars  documented  during 
skilled  nursing  visits  on  06/30/09,  07/02/09,  and 
07/06/09  were  169  each  visit.  There  was  no 
assessment  of  the  time  the  blood  sugars  were 
obtained;  if  they  were  fasting  or  random,  and  no 
clarification  with  the  physician  to  determine  the 
dosage  and  frequency  for  the  administration  of 
Novolog  flex  pen  for  sliding  scale  insulin. 

The  skilled  nurse  failed  to  provide  adequate 
assessment  of  the  patient's  condition  prior  to 
sending  the  patient  to.the  emergency  room. 

Specifically,  on  06/21/09  08:30  pm,  the  private 
aide  contacted  the  on-call  nurse  regarding  bipod 
in  his  catheter  and  that  the  patient  was  on 
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Coumadin.  The  skilled  nurse  failed  to  visit  the 

patient  to  ascertain  the  seriousness  of  the 

bleeding  and  failed  to  consult  the  physician  prior 

to  sending  the  patient  to  the  emergency 

department 

An  interview  was  conducted  by  the  surveyor  with 
the  on  call  nurse  on  08/14/09  to  determine  why  an 
assessment  visit  was  not  conducted?  The 
on-cal!  nurse  stated  "I  had  no  information  about 
this  patient  when  I  received  the  call  from  the  aide 
stating  that  the  patient  had  blood  in  his  catheter 
and  was  taking  Coumadin"  The  surveyor  asked 
for  an  explanation  of  the  information  she  did  have 
for  this  patient.  The  nurse  stated  "I  only  had  the 
patient  roster  which  has  the  patient's 
demographics,  diagnosis  and  physician".  The 
surveyor  asked  the  on-call  nurse  if  she  contacted 
the  physician  to  discuss  the  patient's  condition 
prior  to  sending  the  patient  to  the  emergency 
room.  The  nurse  stated  that  she  did  not  contact 
the  physician. 

The  surveyor  reviewed  the  plan  of  care  dated 
06/1 8/09  which  contained  orders  to  flush  the 
patient's  catheter  as  needed.  The  surveyor 
asked  the  on-call  nurse  if  she  was  aware  of  this 
order  she  stated  "no,  I  only  had  the  patient 
roster". 

Additionally,  there  was  no  skilled  nursing 
follow-up  until  two  days  later,  on  06/23/09.  During 
that  visit  the  skilled  nurse  documented  that  the 
patient  did  not  go  to  the  emergency  room  until 
06/22/09. 

This  record  was  reviewed  with  the  MCP  and 
acting  DCM  on  07/08/09,  and  the  Administrator 
on  07/09/09.  No  furthere  information  was 
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3.  Patient  #3  was  admitted  to  the  agency  on 
04/22/09  following  abdominal  surgery  which 
required  an  ileostomy.  The  plan  of  care  states 
skilled  nursing  visits  twice  weekly.  The  initial 
nursing  assessment  included  a  history  of 
scleroderma,  rheumatoid  arthritis,  scleroderma 
and  hypotension  and  a  chronic  ulcer  of  the  foot. 

The  skilled  nurse  failed  to  adequately  assess  the 
patient's  condition  on  05/26/09.  Specifically,  the 
skilled  nurse  visited  the  patient  and  documented 
.  that  the  patient  had  black  liquid  stool  in  her 
ileostomy  bag;  the  patient's  weight  had  decreased 
from  91  pounds  on  05/22/09  to  86  pounds 
representing  a  5  pound  weight  loss  and  failed  to 
assess  the  condition  of  the  left  toe  wound.  There 
was  no  evidence  that  the  skilled  nurse  notified  her 
supervisor  or  the  physcian  that  black  liquid  stool 
and  a  5  pound  weight  loss  was  a  change  in  the 
patient's  condition. 

On  06/02/09,  the  skilled  nurse  documented  that 
the  patient  was  transferred  to  the  hospital  on 
05/27/09  and  admitted  for  treatment  of  cellulitis  of 
the  left  leg.  On  05/31/09,  the  care  was  resumed 
and  the  skilled  nurse. documented  the  following  3 
wounds: 

Wound  #1  -  left  medial  foot  -  1 .7  cm  x  1.2  cm 
Wound  #2  -  right  dorsum  -  0.5  cm  x  0.5  cm 
pinpoint  opening 

Wound  #3  -  callus  right  dorsum  0.5  cm  x  0.5  cm 

Wounds  #2  and  3  were  not  observed  or 
measured  from  06/02/09  to  07/06/09. 

This  record  was  reviewed  with  Administrator  on 
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08/20/09.  No  further  information  was  provided. 
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763.2(a)(9)  Patients'  Rights  , 
763.2  Patients'  Rights. 

(a)  The  governing  authority  shall  develop  and 
implement  written  policies  and  procedures 
regarding  the  rights  of  the  patient.  These  rights, 
policies  and  procedures  shall  afford  each  patient 
the  right  to: 

(9)  be  treated  with  consideration,  respect  and  full 
recognition  of  his  or  her  dignity  and  individuality; 


J  236 


This  Regulation  is  not  met  as  evidenced  by: 
Based  on  clinical  record  reviews  and  interviews 
with  the  Administrator,  acting  Director  of  Clinical 
Management  (DCM)  and  Manager  of  Clinical 
Practice  (MCP),  there  is  evidence  that  one  of 
three  patients  reviewed  was  not  treated  with 
dignity  and  respect.  Patient  #  3 

Failure  to  treat  patient's  with  dignity  and  respect 
has  the  potential  for  unmet  patient  needs  and  an 
increase  in  anxiety  when  additional  patient  care  is 
needed  and  not  provided. 

Specifically: 

Patient  #  3  was  admitted  to  the  agency  on 
04/22/09  following  abdominal  surgery  requiring 
an  ileostomy.  The  patient  has  a  long  standing 
history  of  scleroderma,  and  severe  rheumatoid 
arthritis  making  it  impossible  to  cut  the  ileostomy 
appliance  and  make  fit.  The  plans  of  care  dated 


J236  763.2(a)  (9)  PATIENTS'  RIGHTS 

The  MCP's  conduct  weekly  team  meetings 
where  at  all  meetings  the  skilled 
professional  staff  were  re-educated  on  the 
complaint  process  and  importance  of 
documentation  of  a  complaint  or  potential 
complaint  This  mandatory  review  was 
completed  by  8/20/09  in  ail  branches,  with 
all  disciplines.  A  review  of  the  patient's  bill, 
of  rights  will  be  conducted  and  completed 
with  all  staff,  in  all  branches  by  9ile/09. 


The  clinician  involved  in  the  issues" 
identified  in  statement  of  deficiencies 
patient  #3  was  counseled  regarding  her 
response  to  the  patient  call  during  the 
night  on  separate  occasions  in  June  2009. 
This  nurse  was  also  put  on  an  action  plan 
by  her  MCP  to  assist  in  improving  areas 
identified  as  not  meeting  expectations. 
The  MCP  is  monitoring  her  progress.  - 

in  an  effort  to  prevent  this  from  recurring, 
the  MCP's  will  review  the  complaint 
process  and  on  call  process  monthly  at 
team  meetings  for  optimal  understanding 
by  ail  clinicians,  and  to  educate  new  staff 
as  they  join  the  teams. 
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04/22/09  to  06/20/09  and  06/21/09  to  08/19/09 
state  that  skilled  nursing  visits  are  needed  to 
change  the  patient's  ileostomy  2  times  a  week 
and  4  as  needed  visits  for  problems  with  the 
ileostomy  bag. 


On  06/29/09,  the  patient  accessed  the  agency's 
on  call  system  at  4:30  am  because  her  colostomy 
bag  had  broken  and  was  leaking.  The  on  call 
nurse  documented  that  she  told  the  patient  that 
she  would  be  out  to  see  her  at  7:30  am  and  that 
she  should  just  wrap  it  with  a  towel  or  tape  it  until 
she  could  be  there  at  7:30  am.  The  patient  stated 
that  if  it's  going  to  wait  until  then  'Til  just  call  my 
regular  nurse."  The  on-call  nurse  did  not  visit  the 
patient  and  the  patient  called  her  case  manager 
directly  at  7  am. 

When  the  case  manager  visited  the  patient  at 
8:00  am  on  06/29/09,  the  patient  informed  her 
that  she  was  very  upset  that  the  on-call  nurse  did 
not  visit  and  that  the  patient  had  to  put  a 
washcloth  over  the  stoma. 
The  case  manager  documented  in  the  clinical 
record  that  she  informed  the  MCP  about  the 
patient's  concerns,  however,  neither  the  MCP  or 
the  case  manager  asked  the  patient  if  she 
wanted  to  voice  a  complaint. 

The  surveyor  interviewed  the  patient  on  07/02/09, 
the  patient  stated  that  she  was  very  upset  with 
the  on-call  nurse  not  only  because  she  did  not 
visit  the  patient  but  also  because  she  said  "it's  the 
middle  of  the  night!  Can't' you  just  put  a  towel  on  it 
and  wait  until  morning?"  The  patient  stated  that 
she  did  not  feel  that  the  nurse  realized  that  she 
was  severely  debilitated  from  rheumatoid  arthritis. 

On  07/06/09,  the  patient  encountered  another 
issue  with  the  on-call  system  and  felt  that  she 
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MCP's  and  OA  nurses  will  continue  to 
■ludit  10%  of  clinical  records  to  assess  for 
compliance  with  complaint  process 
management  Clinicians  not  following 
protocol  will  have  a  corrective  action 
counseling  process  begun.  Those  with . 
consistent  breach  in  process  will  be  put  on 
an  action  plan  for  improvement  by  the 
•MCP. 


Responsible  parties:  Administrator,  ADPS, 
MCP,  and  OA  Nurse. 
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was  treated  poorly. 


On  07/06/09  at  1  am,  one  week  later,  the  patient 
called  the  on-call  system  for  assistance  with  her 
ileostomy  appliance  that  started  leaking.  The 
surveyor  interviewed  the  patient  on  07/07/09, 
during  the  interview,  the  patient  stated:  "I  am  so 
upset.  I  am  never  calling  the  on-call  for  this 
agency  ever  again"  The  surveyor  asked  what 
happened.  The  patient  said  "the  nurse  very 
abruptly  told  me  'you  must  not  be  emptying  the . 
bag  enough  or  this  wouldn't  be  happening1."  The 
patient  stated  that  the  way  that  the  nurse  spoke 
to  her  made  her  feel  very  degraded.  The  patient 
also  stated  that  when  the  nurse  arrived  at  the 
patient's  home,  she  stated  "there  is  no  reason 
why  you  can't  change  your  own  bag,  that  way  we 
can  all  . get  good  nights  rest".  The  patient  stated 
that  she  was  very  upset  regarding  the 
conversation  with  this  nurse. 

The  surveyor  interviewed  the  on-call  nurse  on 
07/08/09  at  09:30  am  regarding  the  on-call  visit 
completed  07/06/09.  The  surveyor  asked  the 
nurse  to  describe  the  interaction  at  the  visit.  The 
nurse  admitted  to  the  surveyor  "I  may  have  been 
a  little  curt  with  the  patient".  The  nurse  did  not 
state  exactly  what  she  said,  but  did  state  "this 
patient  is  one  of  3  patients  that  is  always  calling 
the  nurse  in  the  middle  of  the  night". 

This  information  was  reviewed  with  the 
Administrator  and  the  acting  DCM  on  07/08/09. 
The  acting  DCM  stated  that  the  nurse  is  being 
placed  on  a  corrective  action  plan  for. her  patient 
interaction. 


763.11(a)(8)(f)  Governing  authority 
763.11  Governing  authority. 
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(a)The  governing  authority  shall: 

(8)  ensure  the  development  and  implementation 
of  a  patient  complaint  procedure  to  include: 
(i)  documentation  of  receipt,  investigation  and 
resolution  of  any  complaint,  including 
maintenance  of  a  complaint  log. indicating  the 
dates  of  receipt  and  resolution  of  all  complaints 
received  by  the  agency; 


This  Regulation  is  not  met  as  evidenced  by: 
Based  on  review  of  the  agency  complaint  policies 
and  procedures;  the  agency  complaint  log  dated 
January  2009  to  June  2009;  clinical  records;  and 
interviews  with  the  Acting  Director  of  Clinical 
Management  (DCM),  Manager  of  Clinical 
Practice  (MCP),  Administrator  and  agency  staff, 
there  is  no  evidence  that  all  complaints  are 
logged  and  subsequently  investigated  by  the 
agency. 

Specifically: 

A  review  of  the  agency's  "Complaint 
Management"  Policy  NY  3-23  was  completed  on 
07/07/09.  The  complaint  policy  states  that  all 
complaints  will  be  logged  with  the  dates  received 
and  resolved.  The  agency  failed  to  ensure  that  all 
complaints  are  recorded  as  per  this  policy. 

On  07/07/09,  the  surveyor  requested  a  copy  of 
the  agency's  complaint  log  from  the 
Administrator.  The  Administrator  gave  the 
surveyor  a  binder  which  contained  pages  labeled 
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J1136  763.11  (a)(8)(i)  GOVERNING 
AUTHORITY 

-  The  MCP's  conduct  weekly  team  meetings 
where  at  all  . meetings  the  skilled 
professional  staff  were  re-educated  on  the 
complaint  process  and  importance  of 
documentation  of  a  complaint  or  potential 
complaint.  This  mandatory  review  was 
completed  by  8/20/09  in  all  branches,  with 
all  disciplines. 
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"complaint  log".  The  complaint  log  contained 
documentation  of  complaints  received  and 
recorded  by  the  Administrator.  The  surveyor 
asked  if  all  of  the  complaints  were  in  the  binder. 
The  Administrator  stated  that  the  Liverpool  and 
Auburn  complaints  were  recorded  in  the  binder, 
but,  complaints  from  the  Oswego  branch  were 
being  faxed  to  the  Liverpool  office  for  the 
surveyor. 

On  07/07/09,  the  surveyor  interviewed  the  - 
Manager  of  Clinical  Practice  (MCP)  for  the 
Auburn  branch.  The  surveyor  asked  if  the  MCP 
had  received  any  complaints  and  if  so  what  was 
the  complaint  process.  The  MCP  stated  that  she 
had  taken  a  complaint  on  06/1 9/09  from  a 
patient's  wife.  The  MCP  further  explained  that 
she  was  not  sure  what  to  do  with  the  complaint  so 
she  "e-mailed  the  complaint  issues  to  the  acting 
DCM  and  I  am  waiting  to  get  a  response".  The 
surveyor  requested  a  copy  of  the  e-mail  and  any 
other  information  about  the  complaint/complaint 
investigation  . 


On  07/07/09,  the  acting  DCM  brought  the  e-mail 
to  the  surveyor.  The  surveyor  asked  if  there  was 
any  other  information  regarding  the  complaint  or 
an  investigation.  The  surveyor  reviewed  the 
complaint  log  again  to  determine  if  the  complaint 
was  logged  in,  it  was  not.  The  acting  DCM  stated 
that  she  did  follow-up  with  the  MCP  and  that  the 
MCP  had  further  information:  Two  hours  later, 
the  acting  DCM  provided  the  surveyor  a  faxed  a 
document  labeled  "corrective  counseling  record" 
dated  06/22/09.  Although  the  counseling  form 
contained  a  reiteration  of  the  issues  in  the 
complaint,  there  was  no  evidence  of  an 
investigation  or  resolution  or  plan  to  monitor  the 
RN's  future  patient  interaction. 


J1136 
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J1136  763.11  (a)(8)(i)  GOVERNING 
ADTHORITY 

The  MCP*  staffs  conducted  an  educational 
in-service  at  their  weekly  team  meetings 
concerning  documenting  and  resolving 
complaints  and  the  complaint  process. 
This  mandatory  review  was  completed  by 
8/20/09  in  all  branches,  with  all  disciplines. 

The  complaints  are  now  forwarded  to  the 
Area  Director  where  a  complaint  log  is 
maintained  for  all  three  branches. 


3 


O 


A  continued  pattern  of  complaints  will  be 
discussed  by  the  PAC  during  their 
quarterly  meetings  to  recommend  any 
changes  in  practice  or  process  based  on 
the  complaint  trends. 

The  disciplinary  process  will  be  followed 
by  the  branch  when  a  complaint  is 
substantiated  and  the  behavior 
inappropriate.  Continued  complaints  may 
lead  to  termination. 

Responsible  parties:  Administrator,  ADPS, 
MCP,  and  OA  Nurse. 
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The  above  issues  were  reviewed  with  the 
Administrator  and  the  acting  DCM  on  07/07/09. 
No  further  information  was  provided. 
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Richard  F.  Dairies,  M.D. 
Commissioner 


STATE  OF  NEW  YORK 
DEPARTMENT  OF  HEALTH 


Central  New  York  Regional  Office 

21 7  South  Salina  Street     Syracuse,  New  York  1 3202 


James  W.  Clyne,  Jr. 

Executive  Deputy  Commissioner 


December  1,  2009 

Denise  Rouiller,  President 
Hospice  and  Palliative  Care,  Inc. 
4277  Middle  Settlement  Rd. 
New  Hartford,  NY.  13413 

Facility:  Hospice  and  Palliative  Care,  Inc.  -  New  Hartford 
Event  #:  NYKK11 
'  Medicare  Provider  #:  33 1 5 1 0 

Type  of  Survey:  Recertiflcation;  Complaint  Investigation 
Survey  Exit  Date:  1 0/29/2009  OtfcT)  >oU 

Dear  Ms.  Rouiller:  '     v  ■ 

This  office  has  reviewed  the  revised  Plan  of  Correction  (POC)  of  November  30,  2009  from  the 
above-referenced  survey  and  determined  that  the  POC  is  acceptable.  It  is  expected  that  the  plan  will  be 
implemented  within  the  time  frames  indicated.  A  post-certification  visit  will  be  conducted  to  ensure 
that  the  agency  has  implemented  the  corrections  required. 

If  you  have  any  questions,  please  contact  Paula  Williams  at  3 1 5-477-8425. 
/ 

Sincerely, 

Lynn  C,  Shannon 

Home  and  Community  Based  Program  Manager 
/LCS/bjh  ,  r 


/ 


cc:      Ann  Tonzi,  Interim  Executive  Director 


1 


BP^^BB  DEPARTMENT  OF  HEALTH  ^ 

Central  NY  Region  '        217  South  Safina  Street  Syracuse,  New  York  13202  C®flx{ 

Richard  F.  Dairies,  M.D.  ,  James  W.  Ciyne,  Jr. 

Commissioner  Executive  Deputy  Commissioner  .t 

October  29,  2009 


Denise  Rouiller,-President 
.  Hospice  and  Palliative  Care,  Inc 
4277  Middle  Settlement  Rd. 
New  Hartford,  NY  13413 


Facility:  Hospice  and  Palliative  Care  Inc.  -  New  Hartford 
Event#:  NYKK11 
Medicare  Provider  #:  33 1 5 1 0 

Type  of  Survey:  Recertification  and  Complaint  Investigation 
Survey  Exit  Date:  October  29, 2009 
Complaint  #:  NY00075240'and  NY00075866 
Plan  of  Correction  Due  Date:  November  9,  2009 
Termination  date:  January  27,  2010 

•  Dear  Ms.  Rouiller: 

Enclosed  is  a  copy  of  the  Statement  of  Deficiency  (SOD)  report  resulting  from  the  Article 
40  Medicare/Medicaid  survey  and  complaint  investigation  of  your  agency  by  staff  from 
this  office.  This  is  being  sent  to  you  in  your  capacity  as  the  Operator  of  this  agency.  A 
copy  of  the  SOD  report  is  being  forwarded  to  the  agency's  Administrator.  All  references 
to  regulatory  requirements  contained  in  this  letter  are  found  in  Title  42,  Code  of  Federal 
Regulations  (CFR).  Compliance  with  all  Federal  and  State  program  requirements  is 
necessary  for  continued  participation  in  the  Medicare/Medicaid  programs. 

As  required  by  the  Center  for  Medicare  and  Medicaid  Services  (CMS),  you  are  being 
advised  that  a  determination  of  noncompliance  with  the  Conditions  of  Participation  has 
been  made  and  that  a  recommendation  is  being  made  to  terminate  the  agency  within 
'  ninety  (90)  days  of  the  survey:  January  27,  2010.  The  termination  process  provides  an, 
opportunity 'to  make  corrections.  '  • 

A  detailed  Plan  of  Correction  (POC)  must  be  completed  and  returned  to  this  office  by  the 
above  referenced  date.  The  POC  should  be  documented'On  the  right  side  of  the  SOD 
report  sent  to  the  administrator  and  must  be  signed  and  dated  on  the  bottom  of  the  first 
page.  A  copy  should  be  retained  for  the  records  of  the  .agency. 


RECEIVED 

DEC  0,2  2009  . 


NYS  Depi,  of  Healtti 
.Central  NY  Regional  Office- 


Your  POC  must  contain  the  iollowmg  lor  eaon  ucnucuoy  wiw. 

.    What  corrective  action(s)  will  be  accomplished  for  those  patients  found  to  have 
been  affected  by  the  deficient  practice; 

.    How  you  will  identify  other  patients  having  the  potential  to  be  affected  by  the 
same  deficient  practice  and  what  collective  action  will  be  taken;  What  measures 
will  be  put  in  place  or  what  systemic  changes  you  will  make  to  ensure  that  the 
deficient  practice  does  not  recur; 

•  ■  How  the  corrective  action(s)  will  be  monitored  to  ensure  the  deficient  practice 
will  not  recur,  i.e.  what  quality  assurance  program  will  beput  into  place;  and 

9    The-date  for  the  correction  and  the  title  of  the  person  responsible  for  correction  of 
each  deficiency.  •  • 

The  POC  will  serve  as  your  agency's  credible  allegation  of  compliance.  This  office  will 
review  your  POC  to  determine  ifthe  Condition  Level  issues  have  been  addressed  and 
whether  the  measures  taken  would  lead  your  agency  to  be  back  in  substantial  compliance. 
If  your  POC  is  unacceptable,  staff  from  our  office  will  contact  you  to  discuss  the  items 
involved. 

It  is  recommended  that  all  corrections  should  be  completed  by  the  fortieth  (40)day  from 
the  survey  exit  date.  This  timetable  will  allow  adequate  time  for  the  ^partaent  to 
review  the  implementation  of  your  POC  and  conduct  a  revisit  before  the  forty-fifth  (45) 
day,  December  13,  2009,  to  determine  whether  compliance  or  acceptable  progress  has 
been  achieved. 

This  matter  will  be  referred  for  possible  New  York  State  Public  Health  Law  Section  12 

■  State  fines. 

If  you  have  any  questions,  please  contact  Paula  Williams  at. (3 1 5)  477-8425. 
Sincerely, 


.  Lynn  Shannon 

Home  and  Community  Based  Program  Manager 
KAC/bjh 

cc:      Glenn  Beville,  Executive  Director  \ 
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INITIAL  COMMENTS 

The  following  statement  of  deficiencies  is  the 
result  of  a  full  survey  and  an  onsite  investigation 
of  2  complaints:  NY00075866  and  NY00075240. 

Deficient  practices  were  identified  at  condition  ■ 
level  non-compliance  in  .the  following  4  Conditions 
of  Participation:  Initial  and  Comprehensive 
Assessment  of  the  Patient;,  interdisciplinary 
Group,  Care  Planning,  and  Coordination  of 
Services;  Quality  Assessment  and  Performance 
Improvement;  Organization  and  Administration  of 
Services;  As  a  result  of  these  deficient  practices, 
negative  outcomes  were  identified  for  four 
patients  #-1,7,  8,  13.  and  the  potential  for  unmet 
patient  needs  for  the  entire-agency  population. 

It  is  also  important  to  note  that  both  complaints 
listed  above  are  substantiated. 

A  post  certification  survey  of  the  agency  was 
commenced  on  August  21,  2O09..  The  post 
certification  survey  was  initiated  as  a  follow  up  to 
the  full  survey  and  complaint  survey- completed 
on  December  1,  2008,  event  06PC1 1  and. 
complaint  #  NY0059787.  On  August  24,  2009,  it 
was  determined  that  only  one  of  the  citations 
identified  on  the  December  1 ,  2008  survey  had 
been  correctedj  and  additional  deficiencies  were 
identified  in  the  areas  of  Comprehensive 
Assessment,  Interdisciplinary  Group,  and 
Coordination  of  Services-.  The  hospice. failed  to 
implement  their  plan  of  corrective  action  ' 
approved  on  01/14/09.  A  decision  was  made  to 
conduct  a  full  survey  on  August  25,  2009. 

The  full  survey  consisted  of  a  review  of  a  total  of 
14  clinical  records,  including  5  observational 
home  visits,  and  5  bereavement  records. 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  3E 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


LABORATORY  DIRECTOR'S  OR  PROVIDER/SUPPLER  REPRESENTATIVE'S  SIGNATURE 


This  plan  of  Correction  is  in  response  to  the ' 
Statement  of  Deficiencies  (CMS-2567)  received 
10/31/2009  based  on  an  extended  complaint 
survey  completed  on  10/29/2009.  This  revised 
Plan  of  Correction  results  from  phone 
conversation  with  by  Paula  Williams,  New  York 
State  Department  of  Health  on  Friday, 
November  13,  2009. 

Hospice  .and  Palliative  Care,  Inc.,  New  Hartford, 
is  required  to  submit  this  Plan  of  Correction. 
Doing  so,  however,  does  not  imply  agreement 
with  the  citations  contained  herein  nor  does  it 
constitute  an  admission  ot  non-compliance. 

Hospice  and  Palliative  Care,  inc.,  New  Hartford, 
is  committed  to  providing  compliant,  high 
quality,  palliative  end-oMife  care  to  eligible  . 
Medicare  beneficiaries  and  others  with  a 
qualifying  life-limiting  illness.  As  such,  Hospice 
and  Palliative  Care,  Inc.  retained  a  nationally 
known  and  well  respected  hospice  consulting 
firm/Weatherb'ee  Resources,  Inc. 
fwww.weajherbeeresources.com) ,  to  assist  with 
assessing  its  level  of  regulatory  compliance  and 
responding  to  this  Statement  of  Deficiencies. 

Acronyms  and  terms  used  in  this  Plan  of ' 
Correction  include: 

CMS  =  Centers  for  Medicare  and  Medicaid 
Services  '  , 

CoP  =  Condition  of  Participation 
ELNEC  =  End  of  Life  Nursing  Education 
Consortium 

HPCI  =  Hospice  and  Palliative  Care,  Ino-New 
•Hartford,  NY 

ICF/MR  =  Intermediate  Care  Facilities  for  the 

Mentally  Retarded  *  ■ 

IDG  =  Interdisciplinary  Group 

MAR  =  Medication  Administration  Record 

OFis  -  Opportunities  tor  improvement 

PCM  "=  Patient  Care  Manager 

PIPs  =  Performance  Improvement  Projects 

POC  =  Plan  of  Correction  ' 

QAP1  =  Quality' Assurance  and  Performance 

Improvement. 

RN  =  Registered  Nurse  • 

SNF/NF  =  Skilied  Nursing  Facility/Nursing  Facility 

SOD  =  Statement  of  Deficiency 


COWPLETIOI 
DATE 


(X61  DATE 


Any  deficiency  statement  ending  with  an  asterisk  {*)  denotes  a  deficiency. which  the  institution  may  be  excused  from  correcting  providing  it  is  determined  that 
other  safeguards  provide  sufficient  protection  to  the  patients.  (See  instructions.)  Except  for  nursing  homes,  the  findings  stated  above  are  disclosable  90  days 
following  the  date  of  survey  whether  or  not  a  plan  of  correction  is  provided.  For  nursing  homes,  the  above  findings  and  plans. of  correction  are  disposable  14 
days  following  the  dats  these  documents  are  made  availakteH&Jhe  facility.  If  deficiencies  are  cited,  an  approved  plan  of  correction  is  requisite  to  continued 
program  participation.        vx\  ^  ^\  ^VX^-— _ X—   ■  V\         *    "      9   r      '  ^JiL-    -  \- 
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Interviews  were  conducted  with  the  Executive 
Director,  Director  of  Nursing,  Patient  Case 
Managers  and  members  of  the  interdisciplinary 
go  up  throughout  the  survey. 

The  following  agency  records  were  requested  and 
reviewed  during  the  full  survey:  administrative 
and -clinical  policies  and  orocedures,  Continuous 
Quaiity  Improvement  meeting  minutes  from 
January  2009  to  Jury  2009,  Governing  Body 
meeting  minutes  for  2009,  Emergency 
Preparedness  Plan,  on-ca!l  log,  and  complaint  ■ 
log.  .  ; 

Additionally,  personnel  records  were  reviewed  for 
professional,  para-professional  and  volunteer 
staff.  . 

Throughput  the  survey,  each  clinical  record 
chosen  as  part  of  the  sampfe  was  reviewed  with 
members  of  the  interdisciplinary/group/  the 
Executive  Director  and  the  Director  of  Nursing. 

Repeat  deficient  practices  were  identified. in  both 
the  previous  survey  completed  on  12/01/08  and' 
current  survey  completed  10/29/09  and  include: 
incomplete  assessments  and  plans  of  care;  an 
inadequate  quaiity  assurance  and  performance 
improvement  program  that  self  identifies  areas  in 
need  of  improvement;  an  interdisciplinary  group 
that  failed  to  provide  supervision  of  hospice  care 
and  services;  and  the  inability  to  provide 
adequate  skilled  nursing  services. 
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interviews  were  conducted  with  the  Executive 
Director,  Director  of  Nursing,  Patient  Case 
Managers  and  members  of  the  interdisciplinary 
group  throughout  the  survey. 

The  following  agency  records  were  requested  and 
reviewed  during  the  full  survey:  -administrative 
and  clinical  policies'a'nd  orocedures,  Continuous 
Quality  Improvement  melting  minutes  from 
January  2009  to  July  2009,  Governing  Body 
meeting  minutes  for  2009,  Emergency 
Preparedness  Plan,  on-call  log,  and  complaint  • 
log.  - 

Additionally,  personnel  records  were  reviewed  for 
professional,  para-professional  and  volunteer 
staff.  ' 

Throughput  the  survey,  each' clinical  record 
chosen  as  part  of  the  sample' was  reviewed  with 
members  of  the  interdisciplinary 'group,  the 
Executive  Director  and  the  Director  of  Nursing. 

Repeat  deficient  practices  were  identified. in  both 
the  previous  survey  completed  on-  T2/01/08  and" 
current  survey  completed  10/29/09  and  include: 
incomplete  assessments  and  plans  of  care;  an  ■ 
inadequate  quality  assurance  and  performance 
improvement  program  that  seif  identifies  areas  in 
need  of  improvement;  an  interdisciplinary  group 
that  failed  to  provide  supervision  of  hospice  care 
arid  services;  and  the  inability  to  provide 
adequate,  skilled  nursing  services.  ■ 
418.54  INITIAL  &  COMPREHENSIVE 
ASSESSMENT  OF  PATIENT 
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To  ensure  that  HFC1  conducts  an  assessment 
that  includes  all  areas  of  hospice  care  related 
-  to  the  palliation  and  management  of  the 

COrM  r&xty  terminal  illness  and  related  conditions  and 
documents  in  writing  a  patient-specific 
comprehensive  assessment  that  identifies  the 
patient's  need  for  hospice  care  and  services, 
and  the  patient's  need  for  physical, 
psychosocial,  emotional,  and  spiritual  care, 
the  following  corrective  measures  will  be 
completed  by  the  date  specified. 
The  hospice  will  institute  an  immediate 
performance  improvement  project  on  Implement 
the  comprehensive  assessment  of  the  ed: 
patient  and  care  planning  to  address  the  11/20/09 
patient's  identified  needs  and  to 
determine  areas  that  contributed  to  the 
negative  outcomes  identified  in  the 
Statement  of  Deficiencies  dated 
10/29/09.  Based  on  preliminary 
findings  of  this  performance 
improvement  project,  corrective  actions 
provided  by  hospice  leadership  include:  Implement 

a.  Implementation  of  new  tools  ed: 
for  clinical  staff  to  use  to  1 1/20/09 
comprehensively  assess  the 
physical,  psychosocial, 

emotional,  and  spiritual  needs 
of  the  patient  and  family.  The 
new  assessment  tools  will  be 
used  in  the  comprehensive 
assessment  of  all  future  * 
patients. 

b.  The  Interim  /\riminintrnrnr  or  Implement 
designee  will  monitor  the  ed: 
consistent  utilization  of  the         1 1/20/09 
new  assessment  forms. 
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|  Interviews  were  conducted  with  the  Executive 
Director,  Director  of  Nursing,  Patient  Case 
Managers  and  members  of  the  interdisciplinary 
go  up  throughout  the  survey. 

The  following  agency  records  were  requested  and 
reviewed  during  the  full  survey:  administrative 
and -clinical  policies  and  orocedures,  Continuous 
Quality  Improvement  melting  minutes  from 
January  2009  to  July  2009,  Governing  Body 
meeting  minutes  for  2009,  Emergency 
Preparedness  Plan,  on-caii  log,  and  complaint 
fog.  .  . 

.Additionally,  personnel  records  were  reviewed  for 
professional,  para-professional  and  volunteer 
staff.  *   .  " 

Throughput  the  survey,  each' clinical  record 
chosen  as  part  of  the  sample  was  reviewed  with  ■ 
members  of  the  interdisciplinary.'group,  the 
Executive  Director  and  the  Director  of  Nursing. 


Repeat  deficient  practices  were  identified,  in  both 
the  previous  survey  completed  on- 12/01/08  and' 
current  survey  completed  10/29/09  and  include: 
incomplete  assessments  and  plans  of  care;  an  ■ 
inadequate  quality  assurance  and  performance 
improvement  program  that  self  identifies  areas  in 
need  of  improvement;  an  interdisciplinary  group  ■ 
that  failed  to  provide  supervision  of  hospice  care 
arid  services;  and  the  inability  to  provide 
adequate,  skilled  nursing  services.  • 
418.54  INITIAL  &  COMPREHENSIVE 
ASSESSMENT  OF  PATIENT 
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This  CONDITION  is  not  met  as  evidenced  by: 


c.  The  Clinical  Supervisor  will 
verbally  review  patient  status 
with  primary  nurse  after  the 
primary  nurse  completes  the 
Initial  &  Comprehensive 
Nursing  Assessment. 

d.  The  Clinical  Supervisors  will 
review  100%  of  the 
comprehensive  assessments 
forms,  within  24  hours  of 
receiving  completed  form. 

e.  The  existing  Documentation 
Tracking  Worksheet  will  be 
revised  to  audit  problems 
identified  on  assessment, 
correlation  to  problems  on  the 
patient  plan  of  care  and  the 
timeliness  and  effectiveness  of 
the  action  plan. 

f.  The  Clinical  supervisor  will 
notify  the  ASaSffltristratnrrrf any 
clinical  issues  that  need  to  be 
addressed,  and  a  special  IDG 
will  be  held  to  discuss  changes 
in  the  plan  of  care. 

g.  Employees  will  receive  further 
education  and  counseling  based 
on  individual  performance 
related  to  assessment  and 
identification  of  patient 
problems. 

h.  Review  of  the  patient ' 


Implement 
ed: 

11/20/09 
and 

Ongoing 

Implement 
ed: 

11/20/09 
and 

Ongoing 

Completed 
11/16/09 


Ongoing 


Ongoing 


Ongoing 
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Interviews  were  conducted  with  the  Executive 
Director,  Director  of  Nursing,  Patient  Case 
Managers  and  members  of  the  interdisciplinary 
goup  throughout  the  survey. 

'lS7D 

comprehensive  assessment, 
plan  of  care  and  outcomes  will 
be  discussed  at  the  following 

L520 


The  following  agency  records  were  requested  and 
reviewed  during  the  full  survey;  administrative 
and  "clinical  policies  and  procedures,  Continuous 
Quality  Improvement  melting  minutes  from 
January  2009  to  July  2009,  Governing  Body 
meeting  minutes  for  2009,  Emergency 
Preparedness  Plan,  on-cafl  log,  and  complaint  ■ 
log.  -    ;  ' 

Additionally,  personnel  records  were  reviewed  for 
professional,  para-professional  and  volunteer 
staff.  '  . 

Throughput  the  survey,  each" clinical  record 
chosen  as  part  of  the  sample  was  reviewed  with 
members  of  the  interdisciplinary/group,  the 
Executive  Director  and  the  Director  of  Nursing. 

Repeat  deficient  practices  were  identified,  in  both 
the  previous  survey  completed  05  t2/01/08  and" 
current  survey  completed  10/29/09  and  include: 
incomplete  assessments  and  plans  of  care;  an  ■ 
inadequate  quality  assurance  and  performance 
improvement  program  that  self  identifies  areas  in 
need  of  improvement;  an  interdisciplinary  group  ■ 
that  failed  to  provide  supervision  of  hospice  care 
arid  services;  and  the  inability  to  provide 
adequate, skilled  nursing  services. ; 
418.54  INITIAL  &  COMPREHENSIVE 
ASSESSMENT  OF  PATIENT 


Ongoing 
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2. 


This  CONDITION  is  not  met  as  evidenced  by: 


IDG,  documented  on  the  IDG 
minutes,  and  changes  made  to 
the  plan  of  care. 
The  Clinical  Supervisors  and 
the  Director  of  Clinical 
Services  will  identify  and 
report  trends  to  the 
Administrator,  g^^^  ^<ehr 
The  Interim  Administrator  will  Ongoing 
'  communicate  findings  to  the 
QAPI  committee  at  the 
monthly  meeting. 
The  QAPI  Committee  is  a  Board  Level 
•   committee  that  includes  the  Interim 

&\rfe<Avr  Services  and  the  Clinical  Supervisor. 

3.    Weatherbee  consultants  will  assist  HPCI 
with  the  development  of  an  audit  tool 
and  with  a  100%  review  of  all  current 
patients  to  ensure  that  they  have 
received  a  comprehensive  nursing 
assessment  using  the  new  tools. 
The  Clinical  Supervisors  will  continue 
to  review  100%  of  the  comprehensive 
assessments  on  new  admissions  on  a 
weekly  basis.  veJ&ir&chrc 
The  Interim  AUuiiiristntopwill  provide 
an  in-service  to  all  members  of  the  IDG 
related  to  the  use  of  the  new 
comprehensive  assessment  tools, 
policies  and  procedures  related  to  the 
comprehensive  assessment  of  the  patient 
and  documentation  requirements. 


4. 


5. 
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Audit 
completion 
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Implement 
ed  11/30/09 
And 
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Interviews  were  conducted  with  the  Executive 
Director,  Director  of  Nursing,  Patient  Case  .. 
Managers  and  members  of  the  interdisciplinary , 
goup  throughout  the  survey. 

The  following  agency  records  were  requested  and 
reviewed  during  the  full  survey:  administrative 
and  clinical  policies  and  orocedures,  Continuous 
Duality  Improvement  melting  minutes  from 
January  2009  to  July  2009,  Governing  Body 
meeting  minutes  for  2009,  Emergency 
Preparedness  Plan,  on-cail  Jog,  and  complaint  • 
log.  ■     ■  '  '. 

Additionally,  personnel  records  were  reviewed  for 
professional,  para-professional  and  volunteer 
staff.  •      •  . 


Throughput  the  survey,  each' clinical  record 
chosen  -as  part  of  the  sample  was  reviewed  with 
members  of  the  interdisciplinary, group,  the 
Executive  Director  and  the  Director  of  Nursing. 

Repeat  deficient  practices  were  identified  in  both 
the  previous  survey  completed  on- t2/01/08  and* 
current  survey  completed  10/29/09  and  include: 
incomplete  assessments  and  plans  of  care;  an 
inadequate  quality  assurance  and  performance 
improvement  program  that  self  identifies  areas  in 
need  of  improvement;  an  interdisciplinary  group 
that  failed  to  provide  supervision  of  hospice  care 
and  services;  and  the  inability  to  provide 
adequate,  skilled  nursing  services. 
418.54  INITIAL  &  COMPREHENSIVE 
ASSESSMENT  OF  PATIENT 


6.    Outcome  trends  from  the 

Comprehensive  Assessment  of  the 
Patient. to  be  included  in  the  monthly 
QAPI  meeting.  PIP  (Performance 
Improvement  Projects)  developed  as 
recommended  by  the  QAPI  committee. 
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This  CONDITION  is  not  met  as  evidenced  by: 


(XS) 

COMPLETION 
DATS 


Initiated 
11/24/09 


Revised  policies  addressing 
Comprehensive  Assessment  of  the 
Patient  approved  by  the  Governing 
Board: 

•  Assessment-Comprehensive 
Assessment  of  the  Patient 

•  Assessment-  Content  of  the 
Comprehensive  Assessment 

•  Assessment-Initial 

•  Assessment-  Patient  Outcome 
Measures 

•  Assessment-Updates  to  the  * 
Comprehensive  Assessment 

Forms  revised  to  support 
Comprehensive  Assessment  of  the 
Patient  and  approved  by  the  Governing 


Completed 
11/18/09 


Implement 

ed: 

11/18/09 


Body: 


Initial  and  Comprehensive 
Nursing  Assessment 
Nursing  Assessment  Update 
Nursing  Clinical  Note 
Physical  Pain  assessment 
Skin  Impairment  Assessment 
Safety  Assessment 
Fall  Risk  Assessment 
Comprehensive  Psychosocial 
Assessment 
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Interviews  were  conducted  with  the  Executive 
Director,  Director  of  Nursing,  Patient  Case 
(Managers  and  members  of  the  interdisciplinary 
group  throughout  the  survey. 

The  following  agency  records  were  requested  and 
reviewed  during  the  full  survey;  administrative 
and  clinical  policies  and  procedures ,  Continuous 
Quality  Improvement  melting  minutes  from 
January  2009  to  July  2009,  Governing  Body 
meeting  minutes  for  2009,  Emergency 
Preparedness  Plan,  on-cal!  log,  and  complaint  - 
fog.  _ 

-Additionally,  personnel  records  were  reviewed  for 
professional,  para-pro Tessibnal  and  volunteer 
staff.  .  - 

Throughout  the  survey^  each' clinical  record 
chosen  as  part  of  the  sample  was  reviewed  with 
members  of  the  interdisciplinary/group,  the 
Executive  Director  and  the  Director  of  Nursing. 


Repeat  deficient  practices  were  identified. in  both 
the  previous  survey  completed  on- 12/01/08  and' 
current  survey  completed  10/29/09  and  include: 
incomplete  assessments  and  plans  of  care;  an  • 
inadequate  quality  assurance  and  performance' 
improvement  program  that  self  identifies  areas  in 
need  of  improvement;  an  interdisciplinary  group' 
that  failed  to  provide  supervision  of  hospice  care 
arid  services;  and  the  inability  to  provide 
adequate. skilled  nursing  services. 
41 8.54  INITIAL  &  COMPREHENSIVE 
ASSESSMENT  OF  PATIENT 
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This  CONDITION  is  not  met  as  evidenced  by: 
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Jacility 


-    PROVIDER'S  PLAN  OF  CORRECTION 
..(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE  ■ 
DEFICIENCY)  . 

•  Psychosocial  Assessment 
Update 

k    •     Psych  osocial/Spirituai  Clinical 
Note 

•  Comprehensive  Spiritual 
Assessment  Spiritual 
Assessment  Update 

To  enhance  the  skills  of  clinical  staff, 
HPCI  will  subscribe  to  the  Hospice 
Education  Network's  programs  entitled 
Initial  and  Comprehensive  Assessment 
of  the  Patient  and  selected  programs  on 
pain  management  and  symptom  control. 
These  in-services  will  be  included  in 


ff5) 
C  OMPLEDON 
DATE 


Completio 
n  for  all 
current 
staff: 
11/30/09 


new  staff  orientation  and  as  a  mandatory 
annual  in-service  for  members  of  the  , 
IDG.  In  addition,  the  Manama  of  T>ire  cM>C 
Clinical  Services  or  designee  will  ensure 
that  all  current  members  of  the  IDG 
review  these  in -services  and  achieve  a 
passing  score  on  the  post-tests.  [Note: 
Should  the  CMS/State  Surveyor  require 
access  to  these  educational  programs, 
please  contact  HPCI  for  a  log-in  number 
and  password]. 

10.  Specific  data  elements  related  to  patient 
outcome  measures  are  incorporated  in 
the  new  comprehensive  assessment 
tools. 

1 1 .  These  data  elements  include  but  are  not 
limited  to: 

•  Assessment  within  72  hours  of 
patient  response  to  question: 
Was  your  pain  brought  to  a 
comfortable  level  within  48  hrs 
(2  days)  after  admission. 

•  Assessment  of  Skin  Integrity, 
with  the  identification  of 
Pruitis,  Wounds,  and  Pressure 
ulcers  and  compliance  with 
Wound  Procedure 

•  Fall  Risk  Assessment  and  Fall 
rates 

Exec  iA-hx/  £.  t)  1  r<?  czh>  r 

12.  The  Interim  AUlBlriistrater  will  provide 
clinical  staff  with  an  in-service  on 
documenting  the  data  elements  in  a 
systematic  and  retrievable  manner  so 
that  the  data  may  be  used  in  individual 
care  planning  as  well  as  in  the  hospice's 
QAPI  program.  COMPLETON 
DATE:  11/17/09  
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AND  PLAN  OF  CORRECTION 


IDENTIFICATION  NUMBER: 


■  331510 


A.  BUILDING 

B,  WING  


c 

10/29/2009 


NAME  OF  PROVIDER  OR  SUPPLIER 

HOSPICE  AND  PALLIATIVE  CARE  INC  NEW  HARTFORD 


STREET  ADDRESS,  CITY,  STATE,  ZtP'CODE 
4277  MIDDLE  SETTLEMENT  ROAD 
NEW  HARTFORD,  NY  13413 


(X4)  ID 
•PREFIX 
TAG 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR^LSC  IDENTIFYING  INFORMATION) 


■  ID 
PREFIX 
TAG 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(X5) 
COMPLETION 
DATE  , 


L520 


L524 


Continued  From  page  2  . . 
o  Failure io  ensure  that:  comprehensive 
assessments  identify  the  physical,  psychosocial, 
emotional  and  spiritual  needs  related -to  the  ■ 
terminal  illness.  SeeL524 

o  Failure  to  ensure  that:  comprehensive  ■ 
assessments  are  updated  by  the  interdisciplinary 
group  and  identify  changes  that  have  occurred 
since  the  initial  assessment;  the  information 
includes  progress  toward  desired  outcomes  and 
responses  to  care.  See  L533  ' 

o  Failure  to.  ensure  that:-  comprehensive 
assessment  includes  data  elements  that  are  used 
to  measure  outcomes  and  are  used  in  the  care 
planning  and  in  the  coordination  of  services;  the 
data  must  be  used  in  the  hospice's  quality 
■assessment  and  performance  improvement 
program.  See.  L535,  L564. 

The  cumulative  effect  of  these  systemic  problems 
resulted  in  the  hospice's  failure  to  ensure  that 
comprehensive  assessments' are  complete.and  ■ 
identify  changes  in  the  patient's  condition. 
.Additionally, -this  failure. to  ensure  complete  and. 
updated  comprehensive  assessments  has  ■  1 
resulted  in  negative  outcomes  for  four  patients:  # 
1..7,  8,1 3.  and  potential  negative  outcomes  for  the. 
agency's  entire  patient  population. 
41 8.54(c)  CONTENT  OF  COMPREHENSIVE  . 
ASSESSMENT  ■ 

The  comprehensive  assessment  must  identify  the 
physical,  psychosocial,  emotional,  and  spiritual 
needs  related  to  the  terminal  illness  that  must  be 
addressed  in  order  to  promote  the  hospice 
patient's  weli-being,  comfort,  and  dignity 
throughout  the  dying  process.  ■ 
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this  STANDARD  is  not  met  as  evidenced  by:- 
Based  on  a  review  of  14  clinical  records,  agency 
policies  and  procedures  and  interviews  with 
agency  staff,  there  is  a  lack  of  evidence  in  7 
records  that  comprehensive  assessments  are  of  ■ 
sufficient  scope  to  identify  patient  needs.  Patients 
#4,  7,  8,  9,  12',  13,  14.  .  •  .• 

Failure  to  ensure  complete  comprehensive  ; 
assessment  are  being  conducted  has  resulted  in  ■ 
the  inability  of  the  hospice  interdisciplinary  group 
to  develop  individualized  care  plans  that  address 
each  patient's  total  needs.  Failure  to  identify  and  ' 
address  specific  patient  needs  has  resulted  in 
negative  outcomes  for  three  patients,  #  7,  -8, 1 3, 
and  the  potential  for  negative  outcomes  for  the 
agency's  entire  patient  population.  Refer  to  tag 
L538,  which  addresses.inadequate  plan  of  care 
development  and  specific  negative  outcomes. 

Examples  are  as  follows: 

1 .  Patient  # 7  was  admitted  to  the  hospice  on  ■ 
07/10/09  with  diagnoses  of  amyotrophic  lateral 
sclerosis  (ALS)  (Lou  Gehrig's  Disease)  and  . 
laryngeal  cancer.  The  comprehensive 
assessment  completed  07/1 3/09  failed  .to  include 
the  following: 

-  Wound  #1  ■  -  primary  nurse  documented  on 
7/1 3/09  that  wound  was  covered  with  duoderm 
■and  was  a  stage  111,  based  upon  caregiver's 
comment  that 'wound  was  "through  to  the  bone". 
SN  failed  to  identify  when  duoderm  had  been 
applied,  how  frequently  it  should  be  changed,  or 
who  would  be  responsible  for  wound  care.  On 
7/15/09,  the  primary  nurse  assessed  the  wound 
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As  part  of  the  new  comprehensive 
assessment  tools,  a  new  form  called 
Skin  Impairment  Assessment  has  been 
implemented  to  ensure  the 
comprehensive  skin  impairment 
assessment  of  all  patients. 
The  Skin  Impairment  Assessment  form 
will  be  used  by  nursing  staff  to  assess 
all  current  patients  to  ensure  all  patients 
are  receiving  wound  care  appropriate  to 
their  needs  if  applicable. 
.    Any  skin  impairment  identified  for  any 
patient  using  the  new  tool  will  be 
discussed  immediately  with  the  IDG  to 
ensure  appropriate  and  timely 
intervention, 
k    The  Interim  Administrator  will  ensure 
that  in-service  education  is  provided  to 
nursing  staff  members  regarding  wound 
care  that  includes: 

Wound  policy  and 
procedure  review; 
Appropriate  wound 
assessment  using  the  Skin 
Impairment  Assessment 
form; 

Wound  measurement  and 
staging; 

Consistent  wound 
documentation; 
Pressure  relieving  devices; 
IDG  and  patient/caregiver 
collaboration  regarding 
wound  care; 

Collaboration  with  nursing 
facility  staff  regarding 


a. 


b. 


c. 

d. 

e. 
f. 
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this  STANDARD  is  not  met  as  evidenced  by- 
Based  on  a  review  of  1 4  clinical  records,  agency 
policies  and  procedures  and  interviews  with 
agency  staff,  there  is  a  lack  of  evidence  in  7 
records  that  comprehensive  assessments  are  of  ■ 
sufficient  scope  to  identify  patient  needs.  Patients 
#4,7,  8,  9,  12',  13,  14:  • 

Failure  to  ensure  complete  comprehensive  . 
assessment  are  being  conducted  has  resulted  in  • 
the  inability  of  the  hospice  interdisciplinary  group 
to  develop  individualized  care,  plans  that  address 
each  patient's  total  needs.  Failure  to  identify  and 
address  specific  patient  needs  has  resulted  in 
negative  outcomes  for  three  patients,  #  7,  8,  13, 
and  the  potential  for  negative  outcomes  for  the 
agency's  entire  patient  population.  Refer  to  tag 
L538,  which  addresses  .inadequate  plan  of  care 
development  and  specific  negative  outcomes. 

Examples  are  as  follows: 

1.  Patient  #7  was  admitted  to  the  hospice  on  ■ 
07/10/09  with  diagnoses  of  amyotrophic  lateral 
sclerosis  (ALS)  (Lou  Gehrig's  Disease)  and  . 
laryngeal  cancer.  The  comprehensive  . 
assessment  completed  07/13/09  failed  to  include 
the  following:        .  • 

-Wound  #1  -  primary  nurse  documented  on 
7/13/09  that  wound  was  covered  with  duoderm 
and  was  a  stage  111,  based  upon  caregiver's  ^ 
comment  that  wound  was  "through  to  the  bone  . 
SN  failed  to  identify  when  duoderm  had  been 
applied,  how  frequently  it  should  be  changed,  or 
who  would  be  responsible  for  wound  care.  On 
7/15/09,  the  primary  nurse  assessed  the  wound 
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wound  care;  and 
h.    Physician  communication 
Clinical  and  plan  of  care  changes.. 

5.  P'dliiiil  Cwe  Supervisors  will  ensure 
supplies  required  to  implement  Wound 
Care  Policy  are  available  to  staff. 

6.  .  As  part  of  the  new  comprehensive 

assessment  tools,  a  new  form  called 
Physical  Pain  Assessment  has  been 
implemented  to  ensure  the 
comprehensive  assessment  of  pain  for 
all  patients. 

a.    The  Physical  Pain 

Assessment  form  will  be 
used  by  nursing  staff  to 
assess  all  current  patients 
to  ensure  patients  are  ■ 
receiving  pain  intervention 
appropriate  to  their  needs 
if  applicable,  ^  T_>< 

7.  The  Interim  Administrator  will  ensure 
that  in-service  education  is  provided  to 
all  staff  members  regarding  medication 
administration  with  focus  on  the 
following  items: 

a.  Policy/Procedure  for 
Medication 
Administration; 

b.  Appropriate  completion  of 
the  Medication  Order 
form; 

c.  Appropriate  assessment  of 
medication  compliance 
and  use  based  on  patients' 
physical  and  mental  status 
to  ensure  safe  and 
effective  medication 
administration; 

d.  .  Requirement  related  to 

physician  orders  for 
medications;  and 

e.  IDG  and  patient/caregiver 
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this  STANDARD  is  not  met  as  evidenced  by." 
Based  on  a  review  of  14  clinical  records,  agency 
policies  and  procedures  and  interviews  with 
agency  staff,  there  is  a  lack  of  evidence  in  7 
records  that  comprehensive  assessments  are  of  • 
sufficient  scope  to  identify -patient  needs.  Patients 
#4,7,8,9,12,13,14.  .    •  \ 

Failure  to  ensure  complete  comprehensive  . 
assessment  are  being  conducted  has  resulted  in  ■ 
the  inability  of  the  hospice  interdisciplinary  group 
to  develop  individualized  care  plans  that  address 
each  patient's  total  needs.  Failure  to  identify  and  ' 
address  specific  patient  needs  has  resulted  in 
negative  outcomes  for  three  patients,  #  7,  8, 1 3, 
and  the  potential  for  negative  outcomes  for  the 
agency's  entire  patient  population.  Refer  to  tag 
L538,  which  addresses/inadequate  plan  of  care 
development  and  specific  negative  outcomes. 

Examples  are  as  follows:  . 

1 .  Patient  #  7  was  admitted  to  the  hospice  on  ■ 
07/10/09  with  diagnoses  of  amyotrophic  lateral  ' 
sclerosis  (ALS)  (Lou  Gehrig's  Disease)  and  , 
laryngeal  cancer.  The  comprehensive 
assessment  completed  07/1 3/09  failed  to  include 
the  following: 

-  Wound  #1  ■  -  primary  nurse  documented  on 
7/13/09  that  wound  was  covered  with  duoderm 
.and  was  a  stage  111,  based  upon  caregiver's 
comment  that 'wound  was  "through  to  the  bone". 
SN  failed  to  identify  when  duoderm  had  been 
applied,  how  frequently  it  should  be  changed,  or 
who  would  be  responsible  for  wound  care,  On 
7/15/09,  the  primary  nurse  assessed  the  wound 
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collaboration  regarding 
medication  administration. 
A  new  form  called  Fall  Risk 
Assessment  has  been  implemented  as 
part  of  the  comprehensive  assessment 
process. 

This  form  will  be  used  for 
all  future  patients.  Tfr ,  rc  c^r 
The-&ferH3g3r  of  Clinical 
Services/Clinical 
Supervisors  will  monitor 
the  consistent  utilization  of 
this  form. 

Members  of  the  IDG  will 
receive  training  with 
regard  to  the  mandatory 
use  of  this  form. 
All  current  patients  will  be 
assessed  for  fall  safety 
using  this  tool. 
Any  patient  at  risk  for  fall 
will  be  discussed 
immediately  with  the  IDG 
to  ensure  appropriate  and 
timely  intervention.  ■ 
The  hospice  governing  body  and  the  Interim 
Administrator  have  determined  that  pediatric 
hospice  patients  will  no  longer  be  accepted 
at  HPCI  until  staff  are  hired  who 
demonstrate  competency  working  with  this 
specialized  population.  EFFECTIVE 
DATE:  11/13/09 


pes]  ■ 
completion 
Sate 


Completed 
11/20/09 
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and  documented  that  it  was  a  stage  II.  It  is 
unclear  how  the  nurse  staged  this  wound 
because  no  depth  of  the  wound  bed  is  recorded.  ■ 

-  Wound  #2'-  primary  nurse'  described  Wound  # 
2  as  a  stage  ll  -  3  cm.  left  buttock  wound.  There 
was  no  measurement  of  length,  width,  or  depth. 

-  Communication  of  needs  -  primary  nurse 
documented  that  patient  is  "oriented  x  3"  but 
unable  to  speak.  There  is  no  assessment  of  how 
the  patient  responds  to  questions  and  expresses 
pain. 

-  Pain/pain  management.  -  primary  nurse  failed 
to  conduct  a  pain  assessment 

-  Persona!  care  needs  -  primary  nurse 
documented  that  the  patient  needed  assistance 
with  turning  and  positioning,  bathing  and 
dressing.  There  is  no  assessment  of  who  will  be 
responsible. 

-  Respiratory  status  -  no  assessment  of  the 
patient's  tracheostomy  stoma;  no  assessment  of 
the  patient's  ability 'to  mobilize  secretions  and  the 
need  for  suctioning;  no  assessment  of  the  • 
patient's  lung  sounds  only  that  the  patient  had 
"shallow  respirations".  . 

-  Bowel  program,  -  primary  nurse  documented 
"patient  unable  to  go  on  her  own  must  be  digitally 
removed11,  however  did  not  identify  who  will 
provide  bowei  care,  and  the  frequency-required. 

-  Nutritional  status  -  primary  nurse  documented 
that  the  patient  is  receiving  enteral  nutrition  ■ 
through  the  PEG  tube.  The  feeding  is  Jevity  1.2 
calorie  at  60  mi  per  hour  for  a  total  of  1500  ml  in 
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24  hours,  There  is  no  assessment  who  is 
administering  the  tube  feeding,  if  the  person 
responsible  has  adequate  knowledge  or  requires 
additional  education  regarding  care  of  the  PEG 
tube. 

An  jncomplete.assessmentledto  the 
development  of  a  plan  of  care  that  failed  to 
address' the  patient  needs.  The  patient's 
integumentary  status  deteriorated,  resulting  in 
development  of  new  open  areas. 

On  05/25/09,  the  surveyor  reviewed  this  case  with 
the  Director  of  Nursing  (DON)  -  and  the  Executive 
Director.  The  DON  stated  she  does  not  review 
the  comprehensive  assessment  and  was 
unaware  of  the  patient's  deteriorating  condition. 

2.  Patient  #B,  a  was  admitted 

to  the  hospice  on  6/12/09  with  a  diagnosis  of 
unspecified  debility  resulting  from  mitochondrial 
depletion  syndrome.  The  comprehensive 
assessment  was  completed  on  Q6/15/09. 

Failure  to  perform  complete  and  comprehensive 
assessments  of  the  following  areas  has  resulted 
in  the  inability  of  the  hospice  team  to  develop  an 
individualized  plan  of  care  that  addressed 
caregiver  stress,  psychosocial  needs,  and  the. 
patient's  pain  and  symptom  management: 

-  psychosocial  needs  of  the  primary  caregiver  - 
the  admission  nurse  documented  on  6/12/09 
during  the  initial  assessment:  "compromised 
caregiver,  conflict  within  the  family,  recent  deaths 
and  "this  is.a  very  overwhelmed  mother  ...lost  her 
significant  other  1  month  ago  to  sudden 
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primary  nurse  failed  to  assess  the  potential  for 
psycho/social  breakdown  and  failed  to  discuss 
these  issues  with  the  social  worker  who  also 
visited  the  patient  on  06/12/09.  The 
comprehensive  assessment  completed  on 
06/1 5/09  confirmed  the  above  issues  and 
documented  that  the  mother  was  experiencing  a 
miscarriage.  The  primary  nurse  failed  to  assess 
"the  mother's  emotional  status  and  feelings  of  loss 
relating  to  tier  miscarriage,  loss  of  her  significant 
other,  and  herl- 

-  Emotional  status  of  the  caregiver  relating  to  the 
decision  to  withdraw  tube  feedings.  The  primary 
nurse  failed  to  assess  if  the  mother  had 
discussed  her  plan  to  withdraw  feedings  with  the 
child's  attending  physician.  On  6/12/09,  the 
admission-  nurse  documented  that  she  spoke  with 
the  attending  physician,  who  expressed 
vehement  opposition  to  the  mother's 
plan/decision.  On  6/15/09,  however,  the  primary 
nurse  failed  to  assess  if  the  mother  was  aware  of 
the  attending  physician's  disagreement  with  her 
decision  to  withdraw  feedings  * 

-  Nutritional  status  -  the  primary  nurse 
documented  that  the  mother  had  made  a  decision 
to  stop  feedings  3  days  earlier.  .The  primary 
nurse  bailed  fo  assess  care  of  the  Mickey  button, 
flushing  of  the  tube,  frequency  for  administration 
of  water  through  the  tube,  and. the  patient's 
response. 

-  Pain  manaaement  -  Drimarv  nurse  did  not 
identify  howB  3xpresses  pain  and 

.  the  type  of  pain  medications  used  If  any, 

-  Respiratory  status.  The  primary  nurse 
documented  that  the  patient  had  congestion  and 


C 

10/29/2009 


STREET  ADDRESS.  CITY,  STATE  ZIP  CODE 
4277  MIDDLE  SETTLEMENT  ROAD 
NEW  HARTFORD,  NY  13413 


ID 
PREFIX 
TAG 


PROVIDERS  PIAN  OF  CORRECTION 
{EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
■DEFICIENCY)  ■ 


L524 


(XS) 
COMPLETE 
DATE 


FORM  CMS-25S7{02-99)  Pravloia  Verslcr*  Obsotete 


EvenllD:NYKK11 


Facility  JD;MY2315G 


If  continuation  sheet  Page  7  of 


AND  PLAN  OF  CORRECTION 


IDENTIFICATION  NUMtifcK: 


331510 


NAME  OF  PROVIDER  OR  SUPPLIER 

HOSPICE  AND  PALLIATIVE  CARE  INC  NEW  HARTFORD 


(X4) ID 
PREFIX 
TAG 


L524 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION), 


Continued  From  page  7 

"raspy"  lung  sounds,  but  failed  to  document 

.  respiratory  rate  and  effort. 

-  Neurological  status  -  the  primary  nurse 
documented  that  the  patient  had  a  history  of 
seizures  and  was  having  l,spasms"during  the  visit. 
The  assessment  failed  to  determine  if  the  spasms 
observed  werelhe  patient's  seizures.  Additionally, 
the  clinical  record  contained  documentation  from 
the  pediatric  neurologist  who  states  that  the 
seizures  are  -  triggered  by  loud  noises  and  by 
touching  the  patient's  foot.  There  was  no 
assessment  of  the  caregiver's  need  for  education 
regarding  the  maintenance  of  a  quiet 
environment. 

As  a  result  of  the  incomplete  comprehensive 
assessment,  the  agency  failed  to  develop  a 
complete  plan  of  care  that  promoted  comfort  and 
addressed  the  emotional  needs  of  the  mother. 

On  08/25/09,  the  surveyor  reviewed  this  case  with 
the  Director  of  Nursing  (DON)  and.  the  Executive 
Director.  No  further  information  was  presented.  . 

3.  Patient  #  1 3  was  admitted'  to  the  hospice  on 
07/07/09  with  a  terminal  diagnosis  of  cervical 
cancer  and  secondary  diagnoses  of  hypertension, 
depression,  anxiety.'  The  comprehensive 
assessment  completed  on  07/08/09  failed  to  ■ 
address  the  following: 

-  Anxiety  and  depression 

-  Fall  prevention  -  the  primary  nurse  documented 
patient  "uses  a  walker  in  the  home",  however,  the 
primary  nurse  also  documented  that  the  patient  is 
waiting  for  a  wheeled  walker  to  be  delivered  in  2 
days.  There  was  no  assessment  of  the  patient's 
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ability  to  ambulate  until  the  wheeled  walker  is 
delivered.  The  patient  fell  two  days  after  the 
comprehensive  assessment  on  07/10/09 

-  medication  management  -  the  primary  nurse  ■ 
documented  that  the  patient  needed  assistance 
with  medications  due  to  her  forgetfulness.  The 
nurse  failed  to  assess  the  level  of  assistance, 
necessary  to  ensure  that  the  patient  takes  her 
medications  consistently  and  who  would  provide 
assistance        .  , 

-  an  assessment  of  how  the  patient's  personal 
care  needs  will  be  met  ' 

-  an  assessment  of  the  patient's 'nutritional  status. 
The  primary  nurse  identified  that  the  patient  "eats' 
at' boyfriends  apartment".  There  is  no 
assessment  of  where  the  boyfriend  lives,  how  the 
patient  gets  to  his  apartment  and  how  many 

.  meals  are  provided  by  the  boyfriend. 

This  record  was  reviewed  with  the  DON  and 
Executive  Director  on  09/10/09. .  There  was  no 
explanation  provided  to  the  surveyor  regarding  . 
the  incomplete  comprehensive  assessment. 
418.54(d)  UPDATE  OF  COMPREHENSIVE 
ASSESSMENT  • 

The  update  of  the  comprehensive  assessment- 
must  be  accomplished  by  the  hospice  '  ■ 
interdisciplinary  group  (in  collaboration  with  the 
individual's  attending  physician,  if  any)  and  must 
consider  changes  that  have  taken  place  since  the 
initial  assessment.  It  must  include  information  on 
the  patient's  progress  toward  desired  outcomes, 
as  well  as  a  reassessment  of  the  patient's-, 
response  to  care.  The  assessment  update  must 
be  accomplished  as  frequently  as  the  condition  of 


A.  BUILDING 

B.  WING  


COMPLETED 

c 

10/29/2009 


STREET  ADDRESS,  CITY.  STATE,  ZIP  CODE 

4277  MIDDLE  SETTLEMENT  ROAD 
.  NEW  HARTFORD,  NY  13413 


ID 

PREFIX 
TAG 


L524 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY). 


COMPLETION 
DATE 


L533 


FORM  CMS-2567(02-99)  Previous  Versions  Obsolete 


Event  ID:  NYKK1 


8  4lH54fdl  UPDATE  OF 
loMPMHENSIVE  ASSESSMENT 

S  ^the  corrective  actions  defied  « 

L520  and  L524  that  also  address  the 
deficiencies  cited  atLSSS.lnaddmon. 
1     Weatherbee  consultants  will  assist  HPCI 
in  developing  an  audit  tool  that  will 
assistclmicalstaffinconducungrecord 

audit  of  clinical  records  to  ensure  that. 
a.    The  initial  comprehensive 


Completk 
of  audit 
tool: 
11/25/09 
Audits: 


Facility  ID:  NY2315G 


]f  continuation  sheet  Page  9  of  6 


AND  PLAN  OF  CORRECTION 


IDENTIFICATION  NUMBER: 


331510 


A.  BUILDING 

B.  WING  


NAME  OF  PROVIDER  OR  SUPPLIER 

HOSPICE  AND  PALLIATIVE  CARE  INC  NEW  HARTFORD 


(X4)  ID 
PREFIX 
TAG 


L533 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL  ■ 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


Continued  From, page  9 

the  patient  requires,  but  no  less  frequently  than 
every  15  days. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  14  clinical  records,  policy 
and  procedures  and  interviews  with  agency  staff  , 
there  is  a  lack  of  evidence  in  9  records  that  the 
comprehensive  assessments  are  updated;  that. , 
nurses  have  adequate  skills  to  identify  changes  in 
the  patient's- condition  and  communicate 'these 
changes  to  the  hospice  team.  Patients  #1,  2,  4, 
7,8,-10,  12,  13,  14. 


Failure  to  ensure  that  comprehensive 
assessments  are  updated  and  reflect  changes  in 
the  current  status 'of  the  patient  has  resulted  in 
negative  outcomes  for  3  patients:  #  1,  7, 13  and 
the  potential  for  negative  outcomes 'for  the'entire 
patient  population.  ^ 


There  is  a  lack  of  evidence  that  hospice  nurses 
have  the  skills  necessary  to  perform  adequate  ^ . 
assessments  that  identify  changes  in  the  patient's 
'condition  and  that  changes  are  communicated  to 
members  of  the  hospice-interdisciplinary  team. 
Failure  to  ensure  that  changes  are  identified  and 
communicated  to  the  hospice  team  has  resulted 
in  a  failure  to  update  the  plan  of  care  and  ensure 
that  the  patient's  needs  are  met. 

The  hospice  nurse  failed  to  adequately  assess, 
update  the  comprehensive  assessment  and 
communicate  changes  to  the  patient  case 
manager  and  hospice  team  in  the  foiiowing  areas: 

-  wounds  . 
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assessment  is  completed  within 
'48  hours  of  the  patient's 
election  of  hospice; 

b.  The  comprehensive  assessment 
is  completed  within  5  days  of 
the  patient's  election  of 
hospice; 

c.  The  comprehensive  assessment 
is  updated  at  a  minimum,  every 
1 5  days  or  more  frequently  if 
needed  by  the  patient; 

d.  Visit  frequencies  are 
individualized  to  the  needs  of 
the  patient  and  are  in 
accordance  with  the  patient's 
plan  of  care. 

'  e.    Updates  to  the  comprehensive 
assessment  are  included  in  the 
patient's  plan  of  care  and  detail 
progress  toward  the 
,         achievement  of  stated  goals 
Dt  fedbfand  desired  outcomes. 
The  Manager  of  Clinical  Services  or  her 
designee  will  audit  100%  of  admissions, 
and  10%  of  the  ADC  each  month 
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-  pain/pain  management 

-  psychosocialneeds  and  issues 

-  safety 

-  medication  compliance 


Examples  are  as  follows: 

1.  Patient  #  1  was  admitted  to  the  hospice  on 
04/22/09  with  a  diagnosis  of  Jung  cancer  and 
metastasis  to  the  brain. 

Failure  of  the  hospice  nurse  to  adequately  assess 
the  deteriorating  coccyx  wound  and  failure  to 
recognize  the  need  to  change  the  plan  of  care 
resulted  in  increased  pain,  deterioration  of  the 
coccyx  wound  and  inadequate  pain/pain 
management 

During  the  admission  assessment,  the  hospice 
nurse  documented  that  the  patient  did  not  have 
any  open  areas.  It  was  not  until  07/08/09,  that  the 
hospice  nurse  documented  that  the  patient 
developed  a  1 .5  centimeter  "squared"  "cm2" 
wound  that  was  superficial  and  that  the  patient's 
care  giver  was  applying  "Remedy  cream  and 
bordered  gauze  to  be  changed  every  3. days". . 
The  primary  nurse  failed  to  assess  the  caregivers 
competence  with  wound  care. 

On  07/1 0/09,  the  primary  nurse  visited  the  patient 
to  deliver  supplies.  The  nurse  documented  that 
the  patient  had  complaints  of  discomfort  when 
sitting  in  the  kitchen  chair.  The  nurse 
documented  that  she  brought  a  "donut  cushion" 
for  him  to  use.  The  hospice  nurse  failed  to 
'assess  the  patient's  buttocks  area  where  he  , 
expressed  pain  when  sitting  and  had  an  open 
wound  identified  on  07/08/09. 
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There  were  no  nursing  visits  until  07/17/09. 

On  07/17/09  and  07/22/09,  the  primary'  nurse 
documented  that  the  patient's  .wound  was  now  1 
"cm2",  and  a  superficial  depth,  representing  a 
decrease  in  the  size  of  the  wound*  The  primary 
nurse  documented  that  the  caregiver  is  applying 
Remedy  cream  to. the  open  area  not  the  gauze. 
There  was  no  evidence  that  the  primary  nurse 
discussed  this  change  in  treatment 'with  the  IDG 
or  that  the  physician  or  the  hospice'  team    _  . 
approved  this  change  in  treatment  or  that  this  was 
the  best  treatment  for  this  wound.  There  was  no 
visit  conducted  until  07/30/09,  8  days  later. 

The  primary  nurse  documented  that  the  same 
wound  increased  in  size  with  the  same  depth. 
Specifically,  on  07/30/09,  the  primary  nurse 
documented  that  the  wound  size  was  now 
increased  to  1.5  "cm2".  The  primary  nurse  failed 
to  assess  the  current  treatment  ordered  and 

failed  to  document  the  wound  care  she  provided  if 
any  and  failed  to  assess  the  patient's  pain/pain 
management.  There  was  no  discussion  with  the 
team  regarding  this  wound  deterioration. 

On  08/05/09.  the  primary  nurse 'visited  the  patient 
to  complete  her  full  assessment  and  documented 
that  the  patient  had  a  pain  intensity  of  8. on  a 
scale  of  0  to  10  in  the  lower  back.  The  hospice 
nurse  failed  to  adequately  assess  the  patient  to 
determine  if  the'lower  back  pain  was  directly 
related  to  the  wound  or  from  another  source.  The 
primary  nurse  documented  the. wound  as  a  stage 
II  -  4  "cm2".in  size,  with  black  and  white  necrotic 
wound  bed  and  no  depth.  It  is  unclear  how  the 
primary  nurse  staged  the  wound  since  there  was 
no  depth  recorded  and  the  wound  contained 
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black  and  white  necrotic  tissue.  The  nurse  failed 
to  assess  the  caregiver's  competency  in  providing 
wound  care  and  failed  to  document  wound  care 
that  she  provided  if  any.    " ' 

The  primary  nurse  documented  that  she. 
educated  the  primary  caregiver  to  increase  the  as 
needed  (PRN)  pain  medication  however,  failed  to 
identify  and  discuss  With  the  IDG  team  and  the 
caregiver  the  possibility  that  the  lower  back  pain 
may  be  related  to  the  deteriorating  wound;  The 
primary  nurse  failed  to  assess  the  need  for- 
pressure  relieving  devices  and  development  of  a 
positioning  plan  to  promote  healing  and  prevent 
further-deterioration  of  this  wound. 

The  primary  nurse  documented  during  this  visit, 
"plan  made  to  change  dressing  to  Tender  Wet 
Active  for  debriding  of  siough/necrotic  wound  bed. 
MD  made  aware  and  agrees".  Although  the 
primary  nurse  contacted  the  physician,  she  failed 
to  discuss  the  change  in  wound  treatment  with 
the  rest  of  the  IDG  team.  The  primary  nurse 
failed  to  document  if  she  provided  wound  care 
during  this  visit. 

On-08/07/09,  the  primary  nurse  visited  the 
patient  to  "demonstrate  new  sacral  decub 
dressing".  The  primary  nurse  failed  .to  assess  the 
wound  during  the  visit  and  failed  to  assess 
caregiver  competence  with  wound  care. 

On  08/09/09,  the  on-call  nurse  documented  a 
phone  call  from  the  patient's  wife  stating  that  the 
patient  was  unable  to  swallow  his  medication 
including  pain  medications.  The  on-cali  nurse 
visited  the  patient  and  documented  that  the 
patient  was  again  complaining  of  a  pain  level  of 
"8  on  a  scale  of  0-10  in  his  coccyx  region".  The 
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on-call  nurse  failed  to  conduct  an  adequate  pain 
assessment,  failed  to  turn  the  patient  to  assess, 
the  location  of  the  pain  and  failed  to  determine  if 
the  wound  had  deteriorated. 

On  08/10/09,  the' primary  nurse  visited  the  patient 
after  receiving  report  from  the  on-call  nurse  and  a 
call  from  the  primary  caregiver.  Again,  the 
primary  nurse  failed  to  assess  the  status  of  the 
coccyx  wound  even  after  the  on-call  nurse 
reported  to  her'that  the  location  .and  level  of  pain. 
The  primary  nurse  documented  that  the  patient 
was  very  week  and  lethargic  but  when  asked  if 
having  pain  stated  no  pain.  There  was  also  no 
evidence  that  the  primary  nurse  educated  the 
caregiver  about  the  need  to  turn  and  position  the  _ 
patient  or  assessed  the  need  for  pressure 
relieving  mattress  for  the  bed. 

The  primary  nurse  failed  to  communicate  with  the 
IDG  regarding  the  change  in  the  plan  o,f  care  and 
the  initiation  of  intravenous  morphine  to  treat  the, 
patient's  "back  pain".  -  ■  • 

On  08/12/09  the  primary  nurse  visited  the  patient 
and  observed  the'wound  for  the  first  time  in  7 
days.  The  primary  nurse  documented  that  the 
patient's  wound  had  increased  in  size  by  9  "cm2" 
in  seven  days  and  now  measured  15  "cm2".  The 
primary. nurse  now  documented  that  the  wound 
was  a  stage  II!  was  described  as  "black  necrotic, 
full  thickness"..  Additionally,  the  primary  nurse 
failed  to  assess  the  patient's  pain  she  only 
documented  that  the  patient  was  "rigid  and  tense" 
The  caregiver  expressed  concerns  regarding  the 
patient's  agitation. behaviors  such  as  "getting  up 
on  hands  and  knees  in  bed."  The  primary  nurse  , 
failed  to  recognize  that  the  patient's  behavior  of 
getting  up  on  hands  and  knees  may  be  an 
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attempt  to  reduce  pain  in  the  coccyx  area. 

On  08/13/09,  the  caregiver  states  that  she  found 
the  patient  on  the  floor  on  his  hands  and  knees. 
The  caregiver  informed  the  primary  nurse  that 
she  "believes  patient  is  seeking  to  get  himself  on 
the  floor  so  he  can  position  his  body  to  reduce 
pain."  The  primary'  n urse  again  f aite d  to 
associate  that  the  patient's  attempts  to  reduce 
pain  by  positioning  himself  on-his  hands  and 
knees  is  directly  related  to  the  deteriorating 
coccyx  wound. 

The  hospice  nurse  visited  the  patient  on  08/13, 
14, 17,  and  19/09.  During  these  visits,  the 
hospice  nurse  failed  to  assess  the  condition  of 
the  patients  pressure  ulcer,  the  ability  of  the 
caregiver  to  provide  wound  care  and.  turn  and 
position  the  patient.  The  primary'  nurse  discussed 
and  reviewed  the  number  of  doses  of  morphine 
the  patient  used  however,  failed  to  assess  the  . 
patient's  pain  level  or  location  of  the  patient's  , 
pain. 

Although  the  primary  nurse  visited  the  patient  on 
08/13, 14,  17,  and  19/09,  the  wound  was  not 
assessed  or  observed  between  08/1 3  and  08/21, 
On  08/12/09-,  the  wound  was  recorded  as  15 
"cm2"  and  on  08/21/09,  the  wound  now  measured 
35  "cm2".  The-primary  nurse  also  documented 
that  the  patient  now  had  multiple  pressure  areas 
including  left  ankle,  and  bilateral  hips.  The 
primary,  nurse  still  did  not  identify  the  need  for 
pressure  releiving  devices. 

The  failure  of  the  hospice  nurse  to  provide 
adequate  assessment  during  nursing  visits 
resulted  in:  the  failure  to  identify  a  deteriorating 
coccyx  wound,  failure  to  identify  the  location  and 
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source  of  the, patient's  increased  pain,  failure  to 
report  the  change  in  condition  to  the. IDG,  and 
failure  to  impiement  a  plan  of  care  which  provides 
symptom  management  and  alleviates  discomfort. 

On  08/25/09,  the  surveyor  requested  to  visit  the 
patient  with  the  primary  nurse.  The  visit  was 
scheduled  for  08/26/09  at  1  pm„  Upon  arrival  to 
the. hospice  on  08/26/08,  the  surveyor  was 
informed  that  the  patient  had  expired  that 
morning,  therefore,  no  visit  was  completed. 

On  08/25/09,  the  surveyor  interviewed  the 
Director  of  Nursing  (DON)  and  the  Executive 
Director  regarding  the  above  issues!  The  . 
surveyor  asked  if  the  DON  was  aware  of  the  ■ 
significant  deterioration  of  the  wound?  The  DON 
stated  no,  she  didn't  know;  that  she  was  aware 
that  the  patient  had  a  wound  but  was  not 'aware  of 
the  above  findings!  The  surveyor  asked  the  DON 
to  explain  what  the  unit  of  measure  cm  squared  . 
"cm2"  was  used  to  describe  the  wound  size:  The 
DON  stated  that  she  didn't  know  and  that  the 
primary  nurse  would  have  to  answer  that 
question.  The  surveyor  asked  if  it  was  part  of  the 
policy?  The  DON  stated  she  didn't  know. 

On  08/26/09  at  12:00  pm,  the  surveyor  ' 
interviewed  the  primary  nurse,  at  the  interview 
was  the  DON  and  the  Executive  Director.  The 
surveyor  asked  the  primary  nurse  how  frequently, 
she  observed  and  measured  the  patient's  wound. 
The  nurse  stated  that  wounds  were'assessed  and 
measured  weekly.  The  surveyor  asked  if  this  was 
per  the  policy,  the  nurse  stated  that  she  didn't  .-. 
know  what  the  policy  was  for  wound  care.  The 
nurse 'stated  that  she  was  more  worried  about 
getting  the  patient's  pain  under  control  than  trying 
to  heal  the  patient's  wound  because  he  wasn't 
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eating.  The  surveyor  asked  if  the  nurse 
recognized  that  the  patient's  pain  was  located  in 
the  coccyx  region  or  tower  back  and  if  she  ever 
thought  that  the  pain  may  be  related  to  the 
deteriorating  wound?  The  nurse  stated  that  she 
thought  that  the  pain  in  the  lower  back  may  be 
due  to  bone  metastasis.  The  clinical  record 
review  lacked  evidence  of  the  additional  bone 
metastasis.  The  surveyor  also  asked  why  no 
pressure  relieving  devices  were  used?  The  nurse 
stated  that  the  patient  was  not  bed  bound  until 
recently  and  didn't  need  it. 

The  surveyor  asked  the  primary  nurse  if  she 
received  report  from  the  on-cal!  nurse  on 
08/10/09,  the  nurse  stated  yes.  The  surveyor 
asked  why  she  (the  primary  nurse)  didn't  look  at 
the  wound  on  08/10/09  when  she  made  her  visit  if 
she  knew  that  the  patient  had  pain  of  8  out  of  10 
in  the  coccyx  region  from  the  night  before?  The 
primary  nurse  clid  not  answer. 

The  surveyor  asked  the  primary  nurse  if  she' 
communicated  changes  in  the  wound  with  other 
team  members  including  the  PCM/DON.  She  .  ' 
stated  she  did.  The  surveyor  asked  the  nurse  to  ' 
show  documentation  of  this  communication.  The 
nurse  looked  but  could  not  find  any 
documentation  of  this  communication. 

The  surveyor  also  asked  the  primary  nurse  to 
explain  the  units  of  measure  "cm2".  The  primary 
nurse  explained  that  because  the  wound  was 
irregular  in  shape,  "cm2"  was  equal  to  the  surface 
area  of  the  wound.  The  surveyor  asked  if  this 
was  part  of  the  policy,  the  primary  nurse  again  ' 
stated  she  didn't  know  but  she  didn't  think  so.  The 
agency  policy  labeled  "skin  integrity  management 
protocol"  dated  12/30/08,  does  not  specify  units  of 
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measure  to  be  used  or  the  frequency  of  providing 
wound  care.' 

HV. 

2.  Patient  #7  was  admitted  to  the  hospice  on 
7/10/09,  with  diagnoses  of  amyotrophic  lateral 
sclerosis  (ALS)  and  laryngeal  cancer.  During 
reassessment  visits,  the  primary  nurse  failed  to 
ensure  complete  assessments  of  wounds,, 
respiratory  status,  gastric  feeding  and  the 
patient's  inability  to  make  needs  known.  This 
resuled  in  the. failure  to  identify  pain  and  the 
deterioration  of  wounds  including  the  PEG  tube 
insertion  site. 

During  the  comprehensive  nursing  assessment 
dated  07/13/09,  the  primary  nurse  documented 
that  the  patient  was  unable  to  speak,  required  , 
assistance  with  all  personal  care;  tube  feedings 
administered  through  a  percutaneous  endoscopic 
gastrostomy  (PEG)  tube;  must  have  digital 
removal  of  stool  from  the  rectum  for  bowel  care; 
has  a  tracheostomy;  and  has  two  open  pressure 
areas. 

The  primary  nurse  documented  the  presence  of  2 
wounds,  wound  #  -1  which  she  did  not  observe 
and  described  as  -  covered  DuoDerm  to  a  coccyx 
and  "through  to  the  bone"  per  the  caregiver  and 
wound  #2  an  open  pressure  area  on  the  left 
buttocks  described  as  3  cm  with  no  depth 
documented  that  required  3  time  a  day  wound 
care. 

The  primary  nurse  visited  the  patient  2  days  later 
on  07/15/09,  assessed  the  wound  and 
documented  that  the  patient  now  had  3  open 
areas  as  follows: 
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-  #1  coccyx  -  stage  II  -  5  cm  x  4  crn 

-  #2  buttocks  -  stage  I  -  2  cm  x  1.5  cm 

-  #3  right  groin  inguinal  -  stage  II  -  2  cm  x  5  cm 

Although  the  primary  nurse  documented  that  she 
assessed. wounds  #1  and  3  as  stage  II  wounds, 
the  nurse  failed  to  perform  an  adequate  wound  ' 
assessment  by  not  measuring  any  depth.  The 
nurse  also  failed.to  document  the  type  of  wound  ' 
care  provided  for  each  of  the-3  wounds,  the 
person  responsible  and  the  frequency  for  wound 
care.  Additionally,  the  primary  nurse  failed  to 
assess: 

-  the  insertion  site  of  the  PEG  tube  or  the  . 
tolerance  of  the  tube  feeding  ordered  60  ml/hour. 
The  primary  nurse  failed  to  assess  the 
competency  of  the  person  providing  feedings. 

-  description  of  the  patient's  tracheostomy 
including  the  amount  of  suction  required  to 
maintain  a  patent  airway  ' 
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-  last  bowel  movement 


-  assessment  of  the  patient's  pain/pain 
management  including  how  the  patient  who  can 
not  speak  or  move  her  extremities  expresses 
pain. 

There  is  no  evidence  that  the  primary  nurse 
reported  the  development  of  a  new  pressure 
wound. to  the  IDG. 

On  07/1.7/09,  the  primary  nurse  documented 
"home  visit  to  drop  off  supplies".  The  primary 
nurse  failed  to  assess' the  patient's  wounds  and 
failed  to  document  that  wound  care  was  provided. 
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The  primary  nurse  inappropriately  documented 
without  assessing  the  wound  that:  "coccyx  area 
continues  to  deteriorate,  Calmoseptine  cream 
being  used  but  patient  refuses  to  be  off  her  back 
for  repositioning".  There  is  no  assessment  of  the 
wou n  ds  docu me nted  on  07/ 1 5/09. 

On' 07/20/09  the  primary  nurse  visited  the  patient 
in  response  to  a  call  from  the  primary  caregiver. 
The  primary  nurse  documented  that  the  patient  ■ 
was  resting  comfortably  and  that  "they  (family) 
are  concerned  because  her  coccyx  area  is  not 
healing".  The  primary  nurse  also  documented  . 
that  the  family  is  concerned  that'  the  feedings  not 
being  tolerated  and  that  the  "insertion  site  of  the 
PEG  tube  is  draining  yellow/green  drainage".  The 
primary  nurse  failed  to  assess' the  PEG  tube 
insertion  site;  and  failed  to  clarify  what  the' 
caregiver  determined  that  the  patient -wasn't 
tolerating  feedings.  There  is  also  no  evidence  that 
the  primary  nurse  assessed  the  caregiver's 
knowledge  of  PEG  tube  insertion  site  care  or 
observed  care  provided. 

The  primary  nurse  failed  to  contact  any  members 
of  the  hospice  team  to  discuss  the  issues  related 
to  the  new  PEG' tube  insertion  site  drainage  and 
the  caregivers  statement  that  the  patient  is  not 
tolerating  feedings. 

On  07/21/09  the  Director  of  Nursing  (DON) 
documented  that  she  received  new  physician 
orders  for  antibiotics.for  the  infected  PEG  tube 
insertion  site  and  orders  to  cleanse  the 
surrounding  skin  with  Betadine  and  hydrogen  _ 
peroxide  twice  a  day  and  apply  a  topical  antibiotic 
to  the  skin.  Because  the  DON  obtained  physician 
orders,  she  called  the  family  to  "make  them 
aware  of  the  changes  in  the  orders".  There  was 
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no  assessment  of  the  caregivers  ability  to 
provided  this  care  and  no-discussion  with  the  . 
primary  nurse  to  ensure  that,  an  assessment  visit 
would  be  completed  timely.  Failure  to.assess  the 
caregiver's  ability  to.provide  the  new  treatment 
may  result  in  a  delay  in  treatment  provided  and 
worsening  drainage. 

On  07/22/09,  the  primary  nurse  documented  that 
she  received. a  "frantic  phone  call"  from  the  • 
patient's  sister  stating  "patient's  lips  turned  blue 
and  her  hands  were  ringing  wet".  The  primary 
nurse  visited  the  patient  and  documented  "skin  is 
cool  and  clammy,  breaking  down  in  the  coccyx 
area  and  she  had  an  infection  around  her  peg' 
tube  site."  The  primary  nurse  failed  to  assess; 
the  coccyx  wound;  the  PEG  tube  insertion  site; 
caregiver's  ability  "to  provide  cleansing  to  the  PEG 
tube  insertion;  and  the  amount'of  feeding  the: 
patient  is  absorbing.  The  failure  to  provide  an 
adequate  assessment  of  the  patient  resulted  in: 
failure  to  identify  changes  in  the  patient  condition 
with  respect  to  a  deteriorating  coccyx  wound  and 
an  infected  PEG  tube  insertion  site;  and  failure  to 
develop  a  plan  of  care  which'  addressed  the  , 
patient's  needs.  * 

On  07/30/09,  the  on-cail  LPN  stopped  at  the 
patient's  horne  to  deliver  supplies.'  Upon  arrival, 
the  family  voiced  concerns,  that  the  patient  had  a 
very  large  "bedsore".  The  LPN  documented  that 
with  the  assistance  of  the  private  hire  caregiver, 
she  positioned  the  patient  on  her  side  and  noted 
a"  wound  on  coccyx.  The  LPN  called  the  on-call. 
RN  who  visited  the  patient.  The  LPN 
documented  that  the  on-call  RN  measured  the 
coccyx  .wound  as  4  cm  x  3.2  cm  with  no  depth 
and  no  description  of  the  wound  bed  or  drainage. 
The  LPN  documented  that  the  RN  "cleansed  the 
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wound  and  applied  a  temporary  covering."  There 
was  no  visit  note  from  the  on-call  RN  in  the 
clinical  record,  no  call  to  the  patient  case 
manager  or  the  physician  to  determine  the  type  of 
wound  care  to  be  applied.  There  was  no 
assessment  of  the  the  other  two  wounds 
identified  15  days  ago  on  07/15/09.' 

The  primary  nurse  visited  the  patient  the.  . 
following  day  on  07/31/09  and  documented-that  . 
the  patient  now  had  two  wounds. 

The  two  wounds  identified  during  this  visit  were 
described  as  a  small  wound  near  the 
tracheostomy  stoma  and  a  stage  III  coccyx 
measuring  measured  5  cm  x  5  cm  with  an  odor. 
The  primary  nurse  failed  to  assess  the  condition 
of  the  inguinal  and  left  buttocks  wound  identified 
on  07/15/09. 

The  primary  nurse  failed  to  assess  determine  if 
the  care  giver  was  providing  wound  care;  the  ' 
frequency  .of  wound  care.provided  and  the  type  of 
dressing  ordered.  The  nurse  also  failed  to  ; 
assess  the  insertion  site  of  the  PEG  tube  that  was 
draining  yellow/green  drainage  on  07/20/09  and 
faiied  to  assess  if  treatment  ordered  on  07/21/09 
is  being  provided. 

On  08/06/09 ,■  the  primary  nurse  visited  the  patient 
to  assess  the  coccyx  wound  and  documented  that 
the  wound  was  now  5  cm  x  6  cm  with  tunneling, 
moderate  drainage  and  an  odor.  The  nurse 
documented  that  she  contacted  the  "wound  care 
specialist"  who  suggested  new  orders.  The  • 
primary  nurse  did  not  document  the  type  of 
wound  care  that  she  provided  and  faiied  to 
communicate  with  the  hospice  team  that  the 
wound  now  had  tunneling  and  to  ensure  that  a 


A.  BUILDING 

B.  WING  


COMPLETED 

c 

■  10/29/2009 


STREET  ADDRESS.  CITY,  STATE,  ZIP  CODE 
4277  MIDDLE  SETTLEMENT  ROAD  • 
NEW  HARTFORD,  NY  13413 


ID 
PREFIX 
TAG 


L533 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE  . 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY)  . 


(X5>  ■ 
COMPLETION' 
DATE 


FORM  CMS-2567(02-99}  Previous  Versions  Obsolete 


Event  ID:  NYKK11 


Facility  ID:  NY2315G 


If  continuation  sheet  Page  22  of 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


331510 


NAME  OF  P  ROVIDER  OR  SUPPLIER 

HOSPICE  AND  PALLIATIVE  CARE  INC  NEW  HARTFORD 


(X4)  ID 
PREFIX 
TAG 


L533 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


Continued  From  page  22 

plan  was  developed  that  addressed  appropriate 

wound  care, 

The  primary  nurse  failed  to  provide  any  other  . 
patient  assessment.  Specifically,  there  was  no 
assessment  of  the  PEG  tube  insertion  site,  the 
tracheostomy  stoma,  the  patient's  respiratory 
status,  pain  or  how  she  makes  her  needs  known 
arid  answers  questions  due  to  her  inability  to 
speak  and  or  move  her  extremities.' 

There  was  no  nursing  visit  for  7.  days  until  '. 
08/13/09,  the  primary  nurse  documented  that  the 
patient's  coccyx  wound  measured  5  cm  x  4  cm 
with  tan  drainage,  no  odor,  and  no  further  ■ 
tunneling.  There  was  no  documentation  of  the 
wound  care  provided.  The  primary  nurse  only 
documented' that  she  informed  the  family  "do  not 
remove  dressing".  The  primary  nurse  did  not 
instruct  the  family  to  call  hospice  if  the  dressing  ■ 
became  dislodged  or  give  instruction  to  keep  the 
wound  clean;  The  primary  nurse  failed  to  assess 
the  patient's  ability  to  express  pain  ,or  make  her 
needs  known  .related  to  the  fact  that  she  cannot- 
speak  or  move  her  extremities. 

The  primary  nurse  failed  to  visit  the  patient  again 
until  5  days  later  on  8/18/091  During  the  visit,  the  ■ 
primary  nurse  failed  to  correctly  label  the  new 
wounds;  failed  to  adequately  measure  each 
wound,  and/or  describe  the  treatment  provided  for 
each  wound  identified. 


#1  -  stage  111  coccyx  wound.  There  was  no  depth 
measurement  for  this  wound  that  had  worsened 
'from  a  stage  II  to  a  stage  111..  The  wound 
measured  4  cm  round,  the  nurse  failed  to 
document  a  wound  depth,  therefore,  it  is  unclear 
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upon  what  basis  the  nurse  noted  that  the  wound 

was  a  stage  111. 

#2  -  located  on  the  left  shoulder  -  measuring  0.5 
cm  (was  previously  a  buttocks  wound  on' 
07/15/09) 

#3  -  described  as  a  rash  under  the  patient's  , 
breasts  not  measured  and  not  described  on 
"weekly  skin  assessment  sheet"  (was  previously 
described  as  a  inguinal  wound. on  07/15/09) 

#4  -  the  PEG  tube  insertion  site  (was  never 
labeled  as  a  wound)  The  primary  nurse  failed  to 
assess  caregiver's  ability  to  provide  care. 

#5  -  somewhere  on  the  patient's  back  and 
described  as  multiple  red.  areas  not  measured.  . 
The  nurse  failed  to  describe  the  exact  location  of 
the  multiple  red  areas  on  the  back. 

#6  -  chafing  under  arms  bilaterally.  The  nurse  ' 
failed  to  assess  and  describe  the  extent  of  the 
chafing  and  assess  for  preventative  measures. 

The  primary  nurse  failed  to  assess  the  treatment 
used  for  each  wound  or  the  caregiver's  ability  to 
provide  wound  care  was  not  assessed  or 
observed. 

There  was  no  assessment  of  the  patient's 
pain/pain  management  or  an  assessment  of  the 
patient's  ability  to  answer  questions  or  make  her 
needs  known  when  she  can  not  speak  or  move 
her  extremities. 

On  08/26/09,  the  surveyor  conducted  an 
observational  home  visit  with  the  primary  nurse. 
During  the  visit,  the  patient  was  found  lying  on  her 
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back.  The  primary  nurse  with  the  assistance  of  . 
the  caregiver  turned  the  patient  and  found  that 
there  was  no  dressing  on  the  wound.  The 
primary  nurse  asked  the  caregiver  what 
•happened  to  the  dressing.  The  caregiver  stated 
that  the  dressings  became  soiled  so  they 
removed  them.  The  primary  nurse  failed  to 
assess  how  long  the  dressing  was  off  or  why  the 
care  giver  failed  to  notify  the  hospice..  She  stated 
that  the  dressings  frequently  become  soiled  and 
that  they  (the  caregiver)  either  put  bacitracin  on 
the  wound  or  just  leave  it  open  to  air. 

The  primary  nurse' measured  the  coccyx  wound  ■ 
and'told  the  surveyor  "it  is  much  larger  than  the 
previous  visit".  However,  a  review  of  the 
documentation  from  the  08/26/09  .vis it  by  the 
primary  nurse  states  that  the  wound  is  3  cm  in 
size  which  is  1  cm  smaller  that  the  08/18/09  visit. 
The  primary  nurse  documented  that  the  open 
area  of  the  wound  was  3  cm  in  size  however,  the 
reddened  area  was  8  cm  x  11  cm..  This  is  the 
first  documentation  of  any  reddened  area  around 
the  coccyx  wound.  ■  ■ 

The  primary,  nurse  failed  to  consistently  assess 
the  patient's  wound,  PEG  tube  drainage  even- 
after  the  patient  was  placed  on  antibiotics,  failed 
to' ensure  that  the  visit  frequency  was  adequate  to 
assess  compliance  with  the  plan- of  care  by  the  ■ 
caregivers;  failed  to  communicate. changes  in  the 
patient's  condition  to  the  Patient  Care  Manager 
and  the  other  members  of  the  hospice  team.  The 
primary  nurse  failed  to  assess  caregiver 
competence  in  providing  care  which  resulted  in 
inconsistent  wound  treatments  and  an  increase  in 
the  size  of  the  reddened  area  of  the  skin  which  is 
a  precursor  to  skin  breakdown. 
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This  record  was  reviewed  with  the  DON  and 
Executive  Director  on  08/25/09  and  again  on 
08/26/09.  The  results  of  the  observational  home 
.visit  were  discussed  with  the  DON  following  the 
visit  on  08/26/09.  The  surveyor  conveyed 
concerns  regarding  the  coordination  with  the 
caregivers  in  the  home  and  the  primary  nurse's 
failure  to  reinforce  teaching  regarding  wound 
care.- 


3.  Patient  #  13  was  admitted  to  the  hospice  on. 
07/07/09  with  a  primary  diagnosis  of  cancer  of  the 
cervix  and  secondary  diagnoses  of  depression, 
anxiety,  and  acute  renal  failure.  The  patient  lives 
alone  in  an  apartment.  The  hospice  nurse  failed 
to  ensure  that  comprehensive  assessments  were 
updated  and  that  the, patient's  needs  were  being  , 
met  including  medication  management,  falls 
prevention  and  personal  care. 

Failure  to  ensure  an  adequate  assessment  of  the 
patient's  safety  resulted  in:  a  fall  with  injuries  and 
the  inability  to  remain  in  her  home.. The  primary 
nurse  failed  to  provide  an  adequate  assessment 
of  the  patient's  medication-  compliance  and  her 
ability  to  provide  personal  care.  * 
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Specifically,  the  initial  and  comprehensive 
assessments  completed  on  07/07  and  07/08/09 
respectively  indicate  that  the  patient  was  forgetful 
lived  alone,  had  an  unsteady  gait  and  was 
awaiting  delivery  of  a  wheeled  walker  for 
ambulation  safety  on  07/10/09.  The  hospice  . 
failed  to  ensure  that  the  patient  was  safe  without 
the  wheeled  waiker  and  the  patient  subsequently 
fell  on  07/1-0/09  and  hit  her  nose  as  reported  to 
the  nurse  by  the  volunteer  coordinator. 
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The  primary  nurse  failed  to  visit  the  patient  to 
assess  any  injuries  that  may  have  occurred  as  a 
resuitof  the  fail. 

Orv07/13/09,  the  social  worker  called  the 
patient's  daughter  and  documented  that  the 
patient  was  staying  at  the  daughters  home  for  a 
few  days  after  the  fall.  The  social  worker 
documented  that  he  reported  this  information  to 
the  primary  nurse  on  07/13/09.  The  primary  nurse 
failed  to  contact  the  patient.until  07/16/09  and 
failed  to  discuss  falls  with  members  of  with  the  ■■ 
IDG  team. 

On  07/16/09,  the  primary  nurse  documented  that 
she  contacted  the  daughter  and  that  the  patient 
was  still  staying  at  the  daughter's  home  and 
daughter  stated  that  the  patient  had  no  further  . . 
falls.  The  primary  nurse  failed  to  visit  the'patient 
at  the  daughter's  home  to  assess  the  patient's 
safety  and  failed  to  determine  if  the  patient  is 
appropriate  to. move  back  to  her  own  apartment 
alone. 

The  primary  nurse  failed  to  visit  the  patient  until 
07/22/09,  after  she  returned  to  her  own  home,  12 
days  after- the  fali. 

During  the  .visit  on  07/22/09,  the  primarynurse 
failed  to  assess  the  patient's  home  safety  and 
failed  .to  assess  the  following: 

-  patient's  ability  to  use  the  wheeled  walker  in  the 
home 


L533 


-  compliance  with  medication  administration. 
The  patient  states  that  she  does  not  want  a 
medication  box,  however,  the  primary  nurse  failed 
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to  assess  how  the  patient  would  remember  to 

take  her  medication  as  ordered. 

-  an  assessment  of  her  nutritional  status 
including  further  investigation  of  how  patient 
obtains  her  meals.  The  primary  nurse 
documented  that  the  patient  eats  at  her 
boyfriends  apartment,  but  there  is^no  discussion 
of  how  the  patient  gets  to  her  boyfriend's 
apartment  and  no  assessment  of  whether  this  ■ 
meets  her  nutritional  'needs. 

-  an  assessment  of  the  patient's  ability  to  provide 
personal  care.  Specifically,  the  primary  nurse 
documented  that  the  patient's  apartment  has  a 
strong  odor  of  urine.  The  nurse  did  not  assess  if 
the  odor  was  from  incontinence  or  if  the  patient 
had  difficuityambulating  to  the  bathroom.  . 

an  assessment  of  the  willingness  and 
availability  of  the  patient's  daughter  to  assist  with 
care.  There  was  no  discussion  of  the  patient's 
status  with  the  team  and  no  subsequent  plan  to . 
keep  the  patient  safe  in  her  home. 


There  was  no  assessment  visit  until  08/07/09, 
16  days  later.  During  the  visit  the  hospice  nurse 
failed  to  assess  the  patient's  use  of  the  walker, 
overall  medication  compliance  even  after  the 
patient  stated  that  she  could  not  remember  if  she 
used  her  inhalers.  The  hospice  nurse 
documented  that  the  patient  was  agreeable  to 
have. daughter  set  up  medications,  however, 
there  was  no  assessment  of  the  daughters 
willingness  or  availability  to  provide  care.  •■ 

The  primary  nurse  documented  that  the  patient 
was  not  dressed  when  she  arrived  at  the  patient's 


A.  BUILDING 

B.  WING  ; 


C 

10/29/2009 


STREET  ADDRESS,  CITY,  STATE.  ZIP  CODE 
4277  MIDDLE  SETTLEMENT  ROAD 
'  NEW  HARTFORD,  NY  13413  . 


ID 

PREFIX 
TAG 


L533 


PROVIDER'S  PLAN  OF  CORRECTION  - 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(X5)  ■ 
COMPLETION 
DATE 


FORM  CMS-2567('02-99)  Previous  Versions  Obsolete 


Event  ID:  NYKK1 1 


Facility  ID:  NY2315G 


If  continuation  sheet  Page  28  of 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDERJSUPPLIER/CUA 
IDENTIFICATION  NUMBER: 


331510 


(X2)  MULTIPLE  CONSTRUCTION 
A.  BUILDING 


8.  WING 


(X3)  DATE  SURVEY 
COMPLETED 

C 

10/29/2009 


NAME  OF  PROVIDER  OR  SUPPLIER 

HOSPICE  AND  PALLIATIVE  CARE  INC  NEW  HARTFORD 


STREET  ADDRESS,  CITY,  STATE,  ZIP  CODE 
4277  MIDDLE  SETTLEMENT  ROAD 
NEW  HARTFORD,  NY  13413 


£X4)  ID 
PREFIX 
TAG 


L533 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


Continued  From  page  28 

home.  The  nurse  failed  to  assess  if  the  patient.  ■ 
had  showered  or  bathed  and  failed  to  document  if. 
she  assisted  the. patient  with  personal  care  during 
the  visit.-  . 

The  primary  nurse. failed  to  assess  the  patient's 
nutritional  status  and  documented  that  the  patient 
vomited  yesterday,  "states  she  eats  junk  food"  as 
an  explanation  for  why  she  vomited.  The  nurse 
failed  to  assess  if  the  patient  was  able  to  obtain 
food  and  if  she  had  been  eating.  The  nurse 
documented  that  the  patient  agreed  to  a  home 
health  aide  twice  a  week.  Failure  of  the  primary 
nurse  toassess  the  patient's  ability  to  live  aione 
and  to  discuss  the  patient's  safety  with  the  team 
resulted  in  the  patient's  deteriorating  condition 
and  failure  to  ensure  that  her- needs  were  met.  . 

The  primary  nurse  failed  to  visit  the  patient  to 
assess  on-going  medication  compliance  until  1 1 
days  later.  On  08/18/09,  the  nurse  documented 
that  the  patient  again  forgot  her  medications, 
failed  to  document  which  medications  forgotten 
and  failed  to  address  overall  medication 
compliance.  The  nurse  also  documented  that 
there.  Was  a  strong  smell  of  urine  in  the  home 
however,  did. not  assess  if  the  smell' was  from  the 
patient,  her  apartment  or  the  patient's  cat.  The 
nurse  failed  to  assess  the  patient's  nutritional  ■ 
status  including  the  ability  to  obtain  food  or  if  the 
patient  continues  to  eat  meals  at  the  boyfriends. 
The  primary  nurse  failed' to  recognize  that  the 
patient  required  an  increase  in  supervision  of 
medications,  meals  and  personal  care  and  failed 
to  failed  to  conduct  an  assessment  visit  until  14 
days  later. 


On  08/24/09,  the  social  worker  visited  the  patient 
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and  identified  that  the  patient  was  "disheveled, 
had  not  bathed  in  spine  time,  and  was  not  taking 
her  medications.  The  social  worker  discussed 
this  with  the  primary  nurse  however,  there  was  no 
visit  completed  by  the  primary  nurse  to  assess 
the  patient's  medication  compliance  and  safety 
until  09/01/09. 

On  08/31/09,  the  social -worker  visited  the  patient 
again  the  social  worker  documented  that  the 
patient  was  stilt  lying  in  bed  at  1 :1 5  pm.  The. 
social  worker  asked  the  patient  if  she  had  eaten 
today,  she  stated  yes  she  had  eaten  earlier  in  the 
day  but  she  was  hungry.  The  social  worker  found 
food  in  the  refrigerator  which  she  heated  up.  The 
social  worker  also  documented  that  she  was  ' 
concerned  that  the  patient  was. depressed,,  not 
eating  well  and  not  taking  her  medication  and  not 
receiving  adequate  care  to  assure  her  well  being. 
The  social  worker  contacted  the  patient  care 
manager  however,  there  was  no  discussion  with 
the  primary  nurse. 

On  09/01/09,  the- primary  nurse  and  the  social 
worker  visited  the  patient  and  again  identified  that 
the  patient  did  not  take  her  medication.  The 
nurse  documented  that' the  patient's  biood 
pressure  was  elevated  to  150/100,  there  were 
saturated  attends  on  the  floor,  and  no  food  in  her 
apartment.  Based  on  this  assessment  and  the 
social  worker  assessment  of  08/31  /09t  the  ■ 
interdisciplinary  group  decided  that  the  patient 
should  be  transferred  to  the  hospice. residence. 


On  09/02/09,  the  surveyor  visited  the  patient  at 
the  hospice  residence'.  The  patient  stated  that 
she  did  not  want  to  move  from  her  home,  and  her 
cat.  The  primary  nurse  and  social  worker  failed 
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to  update  comprehensive  assessments  and  - 
develop  a  plan  to  address  patients  on-going 
medication  non-complinace  and  decreasing  ability 
to  meet  her  persona!  care  needs. 

This  record  was  reviewed  with  the  DON, 
Executive  Director  and  the  patient  case  manager 
on  09/10/09.  The  patient.case  manager  stated 
that  she  believed  that  the  patients  daughter  was 
managing  the  patient's  medications  however, 
there  was.  no  assessment  of  the  daughters  ■ 
availability  or  willingness  to  provide  assistance. 
There  was  no  explanation  regarding  the  other 
nursing  issues.  ' 
418.54(e)(2)  PATIENT  OUTCOME  MEASURES  . 

(2)  The-data  elements  must  be  an  integral  part  of 
the  comprehensive  assessment  and  must  be 
documented  in  a  systematic  and  retrievable  way 
for  each  patient.  The  data  elements-for  each 
patient  must  be -used  in  individual  patient  care 
planning  and  in  the  coordination  of  services,-  and 
must  be  used  in  the  aggregate  for  the  hospice's 
quaiity'assessment  and  performance 
improvement  program.  ■ 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  comprehensive 
assessments  in  14  clinical  records,  poiicy  and 
procedures  and  interviews  with  Director  of 
Nursing  (DON)  and -Executive  Director  there.is,no 
evidence  in  14  records  that  the  agency  has 
specified  data  elements  to  measure  patient 
outcomes,  assist  in  individual  care  planning  or  in 
the  quality  improvement  program  to  evaluate 
outcomes. 

Failure  to  ensure  that  the  hospice  has  a 
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L535 


1. 


§  418.54(e)(2)  PATIENT  OUTCOME 
MEASURES 

Please  see  the  corrective  actions  at  L520 
(lc)  that  also  addresses  the  deficiencies  cited 
atL535.  In  addition: 

A  process  for  aggregating  the  data 
from  individual  patient  assessments 
will  be  determined  by  the  QAPI 
Committee  so  that  the  data  may  be 
used  in  the  hospice's  QAPI 
program. 

This  process  will  include  data  from 
audit  of  active  patients,  utilizing 
the  new  audit  tool,  as  of  12/1/09- 
The  QAPI  Committee  will  track 
and  analyze  this  data  to  identify 
trends  and  identify  opportunities  for 
improvement  (OFIs).  When  OFIs 
are  identified,  the  QAPI  Committee 
will  develop  performance  , 
improvement  projects  (PIPs)  as  part 
of  its  QAPI  program. 
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mechanism  for  retrieving  data  to  measure  patient 
outcomes  has  the  potential  for  unmet  patient 
needs  and  negative  patient  outcomes. 

On  09/01/09,  the  surveyor  interviewed  the  DON 
and  requested  a  copy  of  the  policy  related  to  data 
elements  and  outcome  measures.  The  DON 
stated  that  they  do  not  have 'a  specific  policy 
regarding  this. 

The  surveyor  asked  for  the  Quality  Assessment 
and  Performance  improvement  (QAPi)  .policy 
from  the  DON  on  09/11/09.  The  DON  stated  that 
they  do  not  have  a  specific  policy  for  QAPK 

A  review  of  the  agenc/s  Quality  Management 
Manual  dated  D6/24/05  was  completed  on 
09/1 1/09.  The  manual  contains  policies  labeled  ' 
Outcome  Measurements.  The  outcome 
measurements  specified  in  the  policy  manual  only 
includes  data  obtained  from  patient  satisfaction 
surveys,  not  on  measurable  data  elements  from 
the  clinical  record/  comprehensive  assessments. 
The  hospice  did  not  update  the  policies  and 
procedures  to.reflect  the  requirements  of  the  new' 
CMS  Conditions  of  Participation  effective 
12/02/08,-  -  •  '. 

418.56  IDG,  CARE  PLANNING, 
COORDINATION  OF  SERVICES 


This  CONDITION  is  not  met  as  evidenced  by: 
o  Failure  to  ensure  that  plans  of  care  specify  the 
care  and  services'  necessary  to  meet  the 
patient/family  needs  as' identified  in  the 
comprehensive  assessments  See  L538 

o  Failure  to  ensure'that  the  interdisciplinary 
group  provides  the  care  and  services  offered  by 
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Upon  completion  of  PIPs  for  the 
initial  OFI,  10%  of  the  current 
ADC  will  be  reviewed  monthly  to 
identify  sustained  compliance  and 
ongoing,  as  determined  by  the 
QAPI  committee  and  approved  by 
the  governing  body. 
Initial  selected  outcome  measures 
include  safe  and  comfortable  dying 
as  identified  by: 

•  Pain  brought  to  a  comfortable 
level  within  48  hrs  (2  days) 
after  admission. 

•  Skin  Impairment  Assessment 
completed  if  wounds  present. 

•  Wound  treatment  compliant 
with  HPCNY  procedure  and/or 
physician  orders. 

•  Fall  Risk  Assessment 
completed  on  at-  risk  patients 

•     Witnessed  and  unwitnessed 
fells  documented  on 
(occurrence?)  form  and 
appropriate  action  incorporated 
in  the  Plan  of  Care  by  the  IDG. 
The  data  collected  from  the 
patient's  comprehensive  assessment 
is  used  to  provide  individualized 
care  planning,  appropriate 
interventions  and  for  the 
coordination  of  services  for  each 
patient. 
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mechanism  for  retrieving  data  to  measure  patient 
outcomes  has  the  potential  for  unmet  patient 
needs  and  negative  patient  outcomes. 

On  09/01/09,  the  surveyor  interviewed  the  DON 
and  requested  a  copy  of  the  policy  related  to  data 
elements  and  outcome  measures.  The  DON 
stated  that  they  do  not  have  a  specific  policy 
regarding  this. 

The  surveyor  asked  for  the  Qualify  Assessment 
and  Performance  Improvement  (QAPI)  .policy 
from  the  DON  on  09/11/09.  The  DON  stated  that 
they  do  not  have  a  specific  policy  for  QAPI. 

A  review  of  the  agency's  Quality  Management 
Manual  dated  06724/05  was  "completed  on 
09/11/09.  The  manual  contains  policies  labeled 
Outcome  Measurements.  The  outcome 
measurements  specified  in  the  policy  manual  only 
includes  data  obtained  from  patient  satisfaction 
surveys,  not  on  measurable  data  elements  from 
the  clinical  record/  comprehensive  assessments. 
The  hospice  did  not  update  the  policies  and 
procedures  to  reflect  the  requirements  of  the  new ' 
CMS  Conditions  of  Participation  effective 
12/02/08.  .  ■ 

418.55  IDG,  CARE  PLANNING, 
COORDINATION  OF  SERVICES 


This'CONDlTiON  is  not  met  as  evidenced  by: 
o  Failure  to  ensure  that  plans  of  care  specify  the 
care  and  services'  necessary  to  meet  the 
patient/family  needs  as  identified  in  the 
comprehensive  assessments  See  L538 

o  Failure  to  ensure'that  the  interdisciplinary 
group  provides  the  care  and  services  offered  by 
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Ongoing 


Implement  i 
use:  12/1/09: 


7.    The  data  is  reviewed  by  the  Clinical 

*  admmistcicd~support  into  the  QAPI 
Navigator,  which  provides 
aggregation  and  benchmarking, 
submitted  to  the  QAPI  committee 
for  analysis  one  week  prior  to  the 
monthly  meeting  and 
recommendations  are  presented  to 
the  Governing  Board  monthly 

The  Interim  AdeaMflfrQtor  is  0 
notified  by  the  Clinical  Supervisors  ngomS 
of  immediate  individual  patient 
needs. 

The  QAPI  Navigator  is  used  to 
provide  real-time  data  and  on- 
demand  reporting.  It  includes: 
40  industry-recommended  quality 
measures 

Prescribed  patient-level  data 
elements  automatically  aggregated 
for  reporting. 

Real-time  data  capture  and  on- 
demand  comparative  reporting 
This  web-based  clinical  tool  set  is 
comprised  of  multiple  modules. 
Each  module  captures  and 
aggregates  patient  data  and  reports 
ho&c£,g}MMMmsW£S  for 

complianCe  with  Medicare  CoPs 
and  identification  of  performance 
improvement  opportunities.  The 
modules  analyze  both  clinical  and 
non-clinical  functions  of  the 
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mechanism  for  retrieving  data  to  measure  patient 
outcomes  has  the  potential  for  unmet  patient  - 
needs  and  negative  patient  outcomes. 

On  09/01/09,  the  surveyor  interviewed  the  DON  ■ 
and  requested  a  copy  of  the  poiicy  related  to  data 
elements  and  outcome  measures.  The  DON 
stated  that  they  do  not  have  a  specific  policy 
regarding  this. 

The  surveyor  asked  for  the  Quality  Assessment 
and  Performance  Improvement  (QAPI)  policy 
from  the  DON  on  09/1 1/09,  The  DON  stated  that 
they  do  not  have  a  specific  poiicy  for  QAPI. 

A  review  of  the  agency's  Quality  Management 
Manual  dated  06/24/05  was  completed  on 
09/11/09.  The  manual  contains  policies  labeled 
Outcome  Measurements.  The  outcome 
measurements  specified  in  the  policy  manual  only 
includes  data  obtained  from  patient  satisfaction 
surveys,  not  on  measurable  data  elements  from 
the  clinical  record/  comprehensive  assessments. 
The. hospice  did  not  update  the  policies  and 
procedures  toxeflect  the  requirements  of  the  new; 
CMS  Conditions  of  Participation  effective 
12/02/08, 

418.56  IDG,  CARE  PLANNING, 
COORDINATION  OF  SERVICES 


This  CONDITION!  is  not  met  as  evidenced  by: 
"o  Failure  to  ensure  that  plans  of  care  specify  the 
care  and  services'  necessary  -to  meet  the 
patient/famiiy  needs  as  identified  in  the 
comprehensive  assessments  See  L538 

o  FaiEure  to  ensure  that  the  interdisciplinary 
group  provides  the  care  and  services  offered  by  . 
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mechanism  for  retrieving  data  to  measure  patient 
outcomes  has  the  potential  for  unmet  patient 
needs  and  negative  patient  outcomes. 

On  09/01/09,  the  surveyor  interviewed  the  DON  ■ 
and  requested  a  copy  of  the  policy  related  to  data 
elements  and  outcome  measures.  The  DON 
stated'  that  they  do  not  have  a  specific  policy 
regarding  this. 

The  surveyor  asked  for  the  Quality  Assessment 
and  Performance'lmprovemenf  (QAPI)  .policy 
from  the  DON  on  09/1 1/09,  The  DON  stated  that 
they  do  not  have  a  specific  policy  for  QAPI. 

A  review  of  the  agency's  Quality  Management 
Manual  dated  06/24/05  was  completed  on 
09/1 1/09.  Jhe  manual  contains  policies  labeled 
Outcome  Measurements.  The  outcome 
measurements- specified  in  the  policy  manual  only 
includes  data  obtained  from  patient  satisfaction 
surveys',  not  on  measurable  data  elements  from 
the  clinical  record/  comprehensive  assessments. 
The  hospice  did  not  update  the  policies  and 
procedures  to. reflect  the  requirements  of  the  ne\ 
CMS  Conditions  of  Participation  effective 
12/02/08.  .  ■ 

418.56  IDG,  CARE  PLANNING,  ' 
COORDINATION  OF  SERVICES 


This  CONDITION!  is  not  met  as  evidenced  by: 
,o  Failure  to  ensure  that  plans  of  care  specify  the 
care  and  services  necessary  to  meet  the 
patient/family  needs  as  identified  in  the 
comprehensive  assessments  See  L53S 
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their  assessed  needs,  accurately 
reflects  fte  patient's  problems, 
interventions  and  goals  and  the 
scope  and  frequency  of  services 
needed  to  address  die  patient's 
needs.  Clinical  staff  will  utilize 
this  tool  on  an  ongoing  basis  to 
monitor  each  patient's  clinical 
record  and  plan  of  care. 
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the  hospice,  and  the  group,  in  its  entirety,    • , 
supervises  the  care  and  services  provided  by  the 
hospice.  L539 


o  Failure  of  the  hospice  to  ensure  that  the  -  . 
registered  nurse  assigned  to  provide  coordination 
of  care  is:  'ensuring  continuous  assessment  of 
needs  and  implementation  of  the  interdisciplinary 
plan  of  care.  See  L540 

o  Failure  of  the  hospice  to  ensure  the 
development  and  implementation  of  an 
individualized  p'lari  of  care  established  by  the 
interdisciplinary  group  in  collaboration  with  the  ■. 
attending  physician.  See  L543,  L545 

o  Failure  of  the  hospice  to  ensure  that  the 
interdisciplinary  group  develops  an  individualized 
pfan  of  care  that  includes:  interventions  to 
manage  pain  and  symptoms;  a  detailed 
statement  of  the  scope  and  frequency  of  services 
necessary  to  meet  the  patient  and  family  needs; ' 
measurable  outcomes-resulting  from  '  . 
implementing  and  coordinating  the  plan  of  care..  ■ 
See  ,!_548  "  '  .  ;  ." 

o  Failure  of  the  hospice  to  to  ensure  that  the  plan 
of  care  is  reviewed  and  revised  by  the 
interdisciplinary  group  as  frequently  as  necessary; 
that  revisions  include  information  obtained  from 
the  updated  comprehensive  assessment  and 
note  the  patient's  progress  toward  outcomes  and 
goals  specified  in  the  pian  of  care.  See  L553. 


The  cumulative  effect  of  these  systemic  problems 
resulted  in  the  hospice's  failure  to  ensure  that 
pfans  of  care  are  developed  to  rneet'the  needs  of 
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will  ensure  that  all  current  and 
future  members  of  the  IDG  review 
the  Hospice  Education  Network's 
program  IDG,  Care  Flaming  and 
Coordination  of  Services. 
Members  "of  the  IDG  will  be 
required  to  receive  a  passing  score 
on  the  post  test  for  this  in-service. 
The  QAPI  Committee  will  conduct 
a  performance  improvement  project 
on  care  planning  at  HPCL  The 
performance  improvement  project 
will  include: 

a.     A  thorough  review  of 
tools/formSj  structure  of 
IDG  meetings,  and  staff 
competency  related  to 
assessment  and  care 
planning  to  determine 
areas  that  contributed  to 
the  negative  outcomes 
identified  in  (he  Statement 
of  Deficiencies  dated 
10/29/09. 

Revision  of  care  planning 
and  IDG  tools  and  forms 
to  ensure  they  provide  for 
the  individualization  of  the 
patient's  plan  of  care  that 
includes  interventions  to 
manage  pain  and 
symptoms,  detailed  scope 
and  frequency  of  services 
and  measurable  outcomes  ; 
In-service  related  to  the 
use  of  revised  tools  and 
documentation  of 
measurable  outcomes; 


Completio 
n:  11/30/09 


Completio 
n  12/1/09 


Implement 
:  11/30/09 
and 

ONGOIN 
G 


Completio 
n:  11/30/09 


Fac  lit/  iuintwioU 


if  uun'unuaitva  si  itsU  rayts  3£  or  t 


3x 


STATEMENT  OF  DEFICIENCIES 
AND  PUN  OF  CORRECTION 


(XI)  PROWOEWSUPPLIER/CUA 
IDENTIFICATION  NUMBER; 


331510 


(X2)  MULTIPLE  CO INSTRUCTION 
A,  BUILDING 


B,  WING 


NAME  OF  PROVIDER  OR  SUPPLIER 

HOSPICE  AND  PALLIATIVE  CARE  INC  NEW  HARTFORD 


(X4)  ID 
PREFIX 
Tag 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


1 536  Continued  From  page  32 

the  hospice,  and  the  group,  in  its  entirety,  ,  • . 
supervises  the  care  and  services  provided  by  the 
hospice.  L539  . 


o  Failure  of  the  hospice  to  ensure  that  the  -  . 
registered  nurse  assigned  to  provide  coordination 
of  care  is:  ■  ensuring  continuous  assessment  of 
needs  and  implementation  of  the  interdisciplinary 
plan  of  care.  See  L540 

o  Failure  of  the  hospice  to  ensure  the 
development  and  implementation  of  an 
individualized  plan  of  care  established  by  the 
interdisciplinary  group  in  collaboration  with  the  ■ 
attending  physician.  See  L543,  L545 

o  Failure  of  the  hospice  to  ensure  that  the 
interdisciplinary  group  develops  an  individualized  ' 
pian  of  care  that  includes:  interventions  to 
manage  pain  and  symptoms;  a  detailed 
statement  of  the  scope  and  frequency  of  services 
necessary  to  meet  the  patient  and  family  needs; ' 
measurable  outcomes  resulting  from  ' 
implementing  and  coordinating  trie  plan  of  care.  ■ 
See  .L548  '  , 

o  Fai/ure  of  the  hospice  to  to  ensure  that  the  pian 
of  care  is  reviewed  and  revised  by  the 
interdisciplinary  group  as  frequently  as  necessary; 
that  revisions  include  information  obtained  from 
the  updated  comprehensive  assessment  and 
note  the  patient's  progress  toward  outcomes  and. 
goals  specified  in  the  plan  of  care.  See  L553. 


The  cumulative  effect  of  these  systemic  problems 
resulted  in  the  hospice's' failure  to  ensure  that 
plans  of  care  are  developed  to  meet  the  needs  of 
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the  hospice,  and  the  group,  in  its  entirety, 
supervises  the  care  and  services  provided  by  the 
hospice.  L539 


o  Failure  of  the  hospice  to  ensure  that  the  .  . 
registered  nurse  assigned  to  provide  coordination 
of  care  is:  -ensuring  continuous  assessment  of 
needs  and  implementation  of  the  interdisciplinary 
plan  of  care.  See  L540 

o  Failure  of  the  hospice  to  ensure  the  . 
development  and  implementation  of  an 
individualized  plan  of  care  established  by  the 
interdisciplinary  group  in  collaboration  with  the 
attending  physician.  See  L543,  L545 

o  Failure  of  the  hospice  to  ensure  that  the 
interdisciplinary  group- develops  an  individualized 
plan  of  care  that  includes:, interventions  to 
manage  pain  and  symptoms;  a  detailed 
statement  of  the  scope  and  frequency  of  services 
necessary  to  meet  the  patient  and  family  needs;' 
measurable  outcomes  resulting  from  ' 
implementing  and  coordinating  the  plan  of  care. 
See  1548  '  .  ;  .  " 

o  Failure  of  the  hospice  to  to  ensure  that  the  plan 
of  care  is  reviewed  and  revised  by  the 
interdisciplinary  group  as  frequently  as  necessary; 
that  revisions  include  information  obtained  from 
the  updated  comprehensive  assessment  and 
note  the  patient's  progress  toward  outcomes  and 
goafs  specified  in  the  plan  of  care.  See  L553. 


The  cumulative  effect  of  these  systemic  problems 
resulted  in  the  hospice's  failure  to  ensure  that 
plans  of  care  are  developed  to  meet  the  needs  of 
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the  patient  and  that  the  interdisciplinary  group 
supervises  care  and  services  provided  as  outlined 
in  the  plan  of  care.  Additionally,  failure  of  the 
interdisciplinary  group  to  develop  and  supervise 
the  care  delivered  to  hospice  patients  resulted  in 
negative  outcomes  for  4  patients  #1,7,  8 h  13  and 
potential  negative  outcomes  for  the  agency's 
entire  patient  population, 
413.56  IDG,  CARE  PLANNING, 
COORDINATION  OF  SERVICES 

The  pJan  of  care  must  specify  the  hospice  care 
and  services  necessary  to  meet  the  patient  and 
fermiy-specific  needs  identified  in  the 
comprehensive  assessment  as  such  needs  relate 
to  the  terminal  iifness  and  related  conditions. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  14  clinical  records,  policies 
and  procedures  and  interviews  with  agency  staff 
there  ts  no  evidence  in  9  records  that  the  hospice 
interdisciplinary  group  develops  an  individualized 
plan  of  care  which  addresses  the  needs  of  the 
patient  and  family  as  identified  in  the 
comprehensive  assessment.  Patients  #  2,  3, 4, 
5,  7,  &,  11,13,14 

Failure  to  ensure  that  the  interdisciplinary  group 
develops  individualized  pfans  of  care  that  address 
and  meet  the  physical  and  psycho/social  needs  of 
the  patient  and  family  has  resulted  in  negative 
outcomes  for  patients  #  7,  6,  13  and  the  potential 
for  negative  outcomes  for  the  agency  patient- 
population, 
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unspecified  debility  resulting  from  mitochondria! 
depletion  syndrome.  Failure  of  the  team  to, 
develop  an  adequate  plan  of  care  that 
addressed  the  needs  of  the  caregiver  and  the 
patient  resulted  in  increased  and  prolonged' pain 
and  discomfort  for  the  child  and  increased  . 
caregiver  stress. 

Specifically,  the  plan  of  care  failed  to  address  the 
following  issues: 


-  caregiver  stress  related  to  the  debili 
nd  terminal  condition  of  her 


illness  an 


ilitatina 


-  psychosocial  needs  of  the  primary  caregiver. 
The  mother  was  identified  as.the  primary 
caregiver.  The  comprehensive  assessment 
states;  "compromised  caregiver,  conflict  within 
the  family,  recent  deaths"  and  "this  is  a  very 
overwhelmed  mother  ...lost  her  sionificant  other  1 
month  ago  to  sudden  death.,. 


The  assessment  also  states  that 
the  mother  is  having  a  miscarriage.  The  plan  of 
care  did  not  address  these  Issues  and  did  not 
Include  a  ptah  for  social  work,  spiritual  care, 
volunteers  or  bereavement  counseling 
interventions  for  this  "compromised  caregiver, 

-  all  issues  surrounding  the  caregivers  decision 
to  withhold  feedings  and  a  specific  plan  to 
implement  this  decision 

-  plan  to  resolve  the  disagreement  between  the 
caregiver  and  the  attending  physician  with  respect 
to  the  mother's  decision  to  withhold  feedings. 
Specifically,  the  admission  nurse  documented 
that  she  spoke  to  the  attending  physician  after  ' 
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admitting  the  patient  to'the  hospice  to  review  the 
plan  of  care.  The  admission  nurse  documented 
that  shs  informed  the  attending  physician  that  the 
mother  was  gong  to  stop  the  feedings  after  the 
current  feeding.  The  physician  stated  that  he  did 
not  agree  with  the  mother's  decision  and  wanted 
to  wait  to  admit  the  child  to  hospice  until  he  spoke 
to  the  mother.  There  was  no  plan  to  ensure  that 
these  issues  were  resolved  prior  to  admission. 
The  failure  to  resolve  this  conflict  and  develop  an 
appropriate  plan  resulted  in  the  restarting, 
stopping  and  restarting  again  of  the  tube' 
feedings,  causing  undue  pain  to  the  patient  and 
increased  caregiver  stress. 

-  the  patient's  symptoms  related  to  the 
withdrawal  of  artificial,  nutrition  and  fluids. 
Specifically,  the  comprehensive  assessment 
•states  that  the  caregiver  stopped  the  tube 
feedings  after  the  3  pm  feeding  on  06/12/09.. 
There  was  no  plan  for  the  primary  nurse  to  visit 
the  patient  to  assess  any  symptoms  associated 
with  the  withdrawal  of  feeding  and  fluids  including 
an  assessment  of  the  patient's  oral  mucosa,  skin 
and  pain, 

-  mechanism  to  assess  pain  and  provide 
adequate  pain  management 

-  the  patient's  neurological  status  including 
specific  symptoms  to  report  or  a  plan  to  assess  - 
seizure  activity.  The  comprehensive  assessment 
states  that  the  patient  has  spastic  movements 
when  awake.  There  is  no  plan  for  the  primary 
nurse  to  assess  the  patient's  seizure  activity 
during  visits. 

-  care  of  the  Mickey  button  (feeding  tube).  The 
comprehensive  assessment  states  that  as  of 
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06/12/09,  the  patient-was  not  receiving  artificial 
nutrition  or  water  through  the  feeding  tube.  The  ■ 
plan  does  not  include  flushing  the  feeding  tube 
after  the  administration  of  pain  medications  or  . 
assessing  and  cleansing  the  insertion  site  of  the 
Mickey  button.'. 

This  record  was  reviewed  with- the  Director  of 
Nursing  and  the  Executive  Director  on  09/04/09. 
No  explanation  of  the  above  information. 

2.  Patient  #  1  was  admitted  to  the  hospice  on 
07/10/09  with  terminal  diagnoses  of  ALS  and 
cancer  of  the  larynx.  Failure  of  the  hospice  to 
develop  a  plan  of  care' which  addresses  the 
needs  identified  in  the  comprehensive 
assessment  has  resulted  in  a  plan  that  is 
•incomplete' and  does  not  specify  the  roles  of  the 
primary  nurse  social  worker  and  other  members 
of  the  hospice  team. 

The  plan  of  care  faiied  to  address  the  following: 


-  skin  integrity  and  wound  assessments  and 
management 

-  care  of  the  percutaneous  endoscopic 
gastrostomy  (PEG)  feeding  tube 

-  plan  to  ensure  patient  can  make  needs  known 
-.medication  management  including  the 
administration  of  pain  medication 

-  care  of  thetracheostomy  stoma  and  respiratory 
status 


-  specifics  related  to  wound  care..  The 
comprehensive  assessment  completed,  on 
"07/13/09  states  that  the  patient  has  a  stage  III 
wound  to  the  coccyx  covered  with  DuoDerm  and 
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a  stage  i!  wound  to  the  left  buttocks.  The  plan  of 
care  includes  "Calmoseptine  to  buttocks  every  8 
hours 'and  DuoDerm  to  the  stage  HI  wound  every 
3  -  4  days".  The  plan  of  care  included  a  nursing 
visit  frequency  of  every  two  weeks  and  dbes  not' 
include  an  increased  frequency  for  wound  care 
and  assessment. 

-  specifics  related  to  assessments  of  skin 
integrity.  The  plan  states  "assess  risk  for  skin 
breakdown".  The  plan  states  that  the  patient  lays' 
on  back  most  of  the  day.  High  risk  for  breakdown 
has  air  mattress  in  place;  The  plan  does  not 
include  the  need  for  assistance  with  turning  and- 
positioning. 

-  care  of  the  PEG  feeding  tube.  The 
comprehensive  assessment  stated  that  the 
patient  requires  assistance  with  tube  feedings 
through  the  PEG  tube.  There  is  no  plan  to  assess 
the  insertion  site  of  the  PEG  tube;  provide  care. to 
the  skin  surrounding  the  tube;  the  person 
responsible  for  providing  Jevity  60  ml/hour  and  no 
plan  to  assess  the  patient's  tolerance  of  tube 
feedings  by  checking  for  residual. 

Failure  to  develop  a  plan  to  assess  and' cleanse 
the  insertion  site  of  the  PEG  tube  has  resulted  in 
the  patient  developing  yellow/green  drainage 
requiring  the  implementation  of  systemic  and  " 
topical  antibiotic  treatment  on  07/20/09,  7  days 
after  admission. 

-  administration  of  medications.  The  plan  of  care 
includes  standing  orders  with  an  incorrect  route 
of  administration,  Specifically,' Ativan  and 
Roxanol  are  ordered  to  be  administered  by 
mouth,  but  the  patient  is  unable  to  swallow  and 
medications  are  administered  through'the  feeding 
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tube.  The  plan  does  not  include  who  will 
administer  the  medications  and  if  .the;feeding  tube 
requires  flushing  after  the  medications  are 
administered. 

-  plan  to  ensure  that  patient  can  make  needs 
known.  On  07/13/09,  the  primary  nurse 
docurnented-that  the  patient  doesn't  speak  and 
can  not  move  her  extremities.  The  pian  of  care 
states  that  the -"primary  caregiver  uses  letter 
board,  patient  responds  with  eye  movement". 
The  plan  does  not  specify  how  the  letter  board  is 
used.  There  is  also  no  plan  to  assess  the 
effectiveness  of  this  communicatipn  device. . 

-  specifics  related  to  tracheostomy  stoma  care. 
The  plan  of  care  states  "instruct  in  trach 
care/maintenance  perHPCl  policy"  On  08/25/09, 
the  surveyor  requested  a  copy  of  the 
tracheostomy  care  policy  from  the  DON,  The 
DON  provided  the  surveyor  with  the  nursing 
.procedure  manual  on  08/26/09  which  iacked  a 
tracheostomy  procedure.  On  09/25/09,  the 
surveyor  again  requested  copy  of  policy.  The 
DON  provided  a  copy  of  a  tracheostomy 
procedure  from  a  "nursing  procedure  manual". 
There  is  no  evidence  that  the  interdisciplinary 
group  has  approved  and 'adopted  this  procedure  ■ 
manual. 

-  specifics  related  to  respiratory  assessments. 
The  plan  of  care  states  "assess  respiratory  . 
status,  sputum  and  suction  as  needed,  trach". ' 
The  pian  does  not  include  the  person  responsible 
for  suctioning  or  parameters  for  suctioning  as 
needed. 

-'  plan  to  meet  personal  care  needs.  The  plan  of 
care  states  "assess  home  care  needs  -  patient 
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dependent  for  all  care.  Assist  primary  caregiver 
with  care".  The  plan  does  not  include  how  this 
assistance  will  be  provided  by  whom  and  the 
frequency.,  - 

There  is  no  plan  for  the  social  worker  to  provide 
care  at  a  given  frequency.  Specifically,  the  social 
work  intervention  state  "encourage  primary  ' 
caregiver's  self  care  and  offer  emotional  support". 
There  is  no  frequency  for  visits  or  evidencethat 
the  patient/family  declines  social  work 
interventions.' 

This  record  was  reviewed  with  the  Executive^ 
Director,  Director.of  Nursing  and  agency  staff  on 
08/25/09.  There  was  no  additional  information 
was  provided. 

3.  Patient  #  13  was  admitted  to  the  hospice  on 
07/07/09  with  a  terminal  diagnosis  of  cervical  _  -. 
cancer  and  secondary  diagnoses  of  hypertension, 
depression,  anxiety.  Failure  of  the  hospice  to 
develop  a  comprehensive  plan  of  care  has 
resulted  in  the  patient's  unmet  safety  needs  and 
subsequent  fail  and  subsequent  transfer  from  her 
.home.  ■  '  /  ' . 

The  plan  of  care  failed  to  include  the  following: 

-  plan  to  ensure  that  patient  is  safe  until  an 
assistive  device  (wheeled  walker)  was  delivered. 

-  plan  to  ensure  medication  compliance  and 
management 

-  plan  to  ensure  that  patient's  personal-care 
needs  are  met 
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Specifically, 

-  plan  of  care  states  educate  patient/primary 
caregiver  on  fall  prevention  measures,  lives  on 
second  floor  apartment  The  plan  of  care  does  , 
not  include  a  plan  to  assess  the  patient  more 
frequently  than  every  2  weeks  to  ensure  safe 
ambulation.'  Failure  to  develop  a  plan  to  ensure 
that  the  patient  is  safe  from  fails  resulted  in  a: 
patient  fall  on  07/1 0/09  prior  to  the.  delivery  of  her 
wheeled  walker. 

-  plan  to  supervise  medication  administration  and 
assess  compliance.  The  comprehensive 
assessment  states  that  the  patient  is  forgetful  and 
that  hospice  staff  will  provide  medication  set-up. 
There  is  no  plan  for  the  hospice  nurse  to  assess 
medication  compliance  even  after  the  admission 
nurse  .documented  that  the. patient  was  not  taking 
her  medication  for  angina/blood  pressure.  The 
plan  of  care  does  not  include  medication  set-up 
by  the  hospice,  the  patient  or  the  family. 

Failure  to  develop  a  plan  to  ensure  that  the  . 
patient  is  taking  her  medication  as  ordered 
resulted  medication  non-compliance  placing  the 
patient  at  risk  for  high  blood  pressure,  increased 
anxiety  and  depression.  The  patient  .was  ' 
.reluctantly  transferred  to  the  hospice  residence 
on  09/01/09  due  to  her  inability  to  manage  her 
medications  and  increased  symptoms  of 
depression  and  hypertension. 

-  plan  to  ensure  that  patient's  nutritional  needs 
can  be  met  at  home.  Specifically,  the 
comprehensive  assessment  states  that  the 
patient  eats  at  her  boyfriends  apartment.  The 
plan  of  care  states  that  the  nurse  is  to  "assess 
nutritional  status  and  tolerance  and  assess 
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■  dietary;  activity  factors".  The  plan  does. not 
include  an  explanation  of  "assess  dietary; activity 
factors"  or  how  the  patient  gets  to  the"  boyfriend's 
apartment  to  eat.  "■' 

This  record  was  reviewed  with  the  DON  and 
Executive  Director  on  09/10/09,  There  was  no 
process  in  place  to  identify  that  the  patient  was  a 
safety  risk  related  to  medication  supervision. 
Although  the  IDG  discussed  the  patients.need  for 
a  medication  box,  there  was  no  plan  developed 
for  the  primary  nurse  to  increase  the  frequency  of 
visits  to  ensure  safe  administration  of 
medications.  During  the  09/1 0/09  interview  with 
the  DON  and  patient  case  manager  (PCM),  the  . 
■PCM  stated  that  the  responsibility  for  the  patients 
medication  was  left  to  the  patient's  daughter.  •■ 
418.56(a)(1)  APPROACH  TO  SERVICE 
DELIVERY 

(1)  The  hospice  must  designate  an 
interdisciplinary  group  or  groups  composed  of 
individuals  who  work  together  to  meet  the 
physical,  medical;  psychosocial,  emotional,  and 
spiritual  needs  of  the  hospice  patients  and 
families  facing  terminal  illness  and  bereavement, 
interdisciplinary  group  members  must  provide  the 
care  and  services- offered  by  the  hospice,  and  the 
group,  in  its  entirety,  must  supervise  the  care  and 
services. 

This  STANDARD  is  not  met  as  evidenced  by. 
Based  on  review  of  14  clinical  records,  policy  and 
procedures  and  interviews  with  the  Director  of  ■ 
Nursing,  Executive  Director,' members  of  the 
interdisciplinary  group  (IDG)  and  agency  staff, 
there  is  a  iack  of  evidence  in  14  records  that  the 
interdisciplinary  group  supervises  the  care  and 
services  to  meet  the  needs  of  the  patient  and 
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§  418.56  roG,  CARE  PLANNING, 
COORDINATION  OF  SERVICES 
Please  refer  to  L536  #  1 
Revision  of  following  policies: 

•  Coordination  of  Services 

•  Documentation  Requirements 

•  Interdisciplinary  Group 

•  Nursing  Services 

•  Pain  and  Symptom  Management 

•  Physician.  Services 

•  Plan  of  Care-Content 

•  Plan  of  Care 

•  Professional  Management  \  . 

§  418.56  (a)(1)  APPROACH  TO 
SERVICE  DELIVERY 
Please  refer  to  L536  #  1  and  2  and  3 
Interdisciplinary  group  members  must- 
provide  die  care  and  services  offered  by  the 
hospice,  and  the  group,  in  its  entirety,  must 
supervise  the  care  and  services 

•  Comprehensive  Assessment 
completed  by  IDG  by  day  5  of 

.  hospice  services 

•  Interdisciplinary  review  of  plan 
of  care  completed  at  IDG  and 
documented  on  IDG  minutes 

•  Appropriate  updates  made  to 
Plan  of  care 

•  Implementation  of  new  forms: 

o    Hospice  Plan  of  Care 
form  CL.255 

o    IDG  Review  and 
update  to  Hospice 
Plan  of  Care  form 
.  CL275 

o    Hospice  Plan  of  Care 
Change  form  CL.255a 
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family.  Patients  #  1  - 14. 

Failure  of  the  IDG  to  provide  adequate 
supervision  of  care  and  services  has  resulted  in 
the  negative  outcomes  for  patients  #  1 ,  8, 1 3,  and 
the  potential  for  negative  outcomes  for  the 
agency's  entire  patient  population. 

1 .  Patient  #  8,  a  was  admitted  to 

the  hospice  on  06/1 2^9  witn  a  aiagnosis  of 
unspecified. debility  resulting  from  mitochondrial 
depletion  syndrome.  The  IDG  failed  to  develop, 
implement  and  supervise  a  coordinated  plan  of 
care  that  meets  the'physical  needs  of  the  patient 
and  the  psychosocial  needs  of  the  caregiver. 

There  is  a  lack  of  evidence  that  the  1^ 
involved  in  the  decision  to  admit  this 

| to  hospice  after  the  attending  pnystcu 
voiced  objections  and  disagreement  with  the 
admission  and  plan  of  care. 

Additionally,  at  the  time  of  admission,  there  was  a 
lack  of  communication  and  care  planning  to . 
ensure  that  the  needs  of  the  overwhelmed 
caregiver  and  terminally  ill  child  were'met  which 
resulted  in  increased  caregiver  stress  and 
unmanaged  pain  for  the  child. 

Specifically, 

The  admission  nurse  admitted  the  patient  and 
completed  the  initial  assessment  on  06/12/09. 
During  the  assessment  the  nurse  observed  the 
mother  administering  the  patient's  tube  feeding 
through  the  Mickey  button.  The  nurse 
documented  that  the  patient  was  "uncomfortable" 
during  the  feeding  and  that  the  mother  informed 
the  nurse  that  she  was  going  to  discontinue 
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feedings  and  medications  after  the  3  pm  feeding. 

The  admission  nurse  documented  that  she  left  [ 
the  patient's  home  and  contacted  the  attending 
physician.  She  documented' that  she  "told  him  of 
mom's  decision  to  stop  tube  feedings  and  . 
medications,  he  was  quite  angry  that  she  was 
going  to  do  this  and  says  that  he' does  not  agree 
with  this.  Maybe  we  should  wait  for  admission  so 
he  can  talk  to  the  mother."  However,  the  nurse 
had  already  admitted  the  patient. 

There  was  no  evidence  the  admission  nurse 
discussed  the  physician's  objection  to  admission 
with  the  members  of  the  hospice  team  including 
the  patient  case  manager  and  the  patient's 
mother.  The  admission  nurse  documented  that 
she  contacted  a  hospice  medical  director  who 
agreed  with  the  mother's  decision  to  stop  . 
feedings. '  There  was  no  evidence  of  a  team 
process  to  evaluate  the  appropriateness  for 
admission  to  the  hospice  and  no  resolve-to  the 
attending  physician's  objections  to  the  ptan  of 
care. 

As  a  result  of  this  failure  to  discuss  the 
appropriateness  for  admission  with  the  hospice 
team,  the  IDG  failed  to  develop  a  consistent  plan- 
of  care.  The  patient  was  subjected  to  the  team's 
eventual  decision  to  re-start  tube  feedings  on 
05/17/09  due  largely  to  the  attending  physician's 
disagreement  with  the  hospice  plan  of  care. 
Feeding  had  been  discontinued  by  the  mother  on 
06/12/09, .  because  of  the  patient's  uncontrolled 
pain  with  feedings. 

it  was  not  until  3  days  after  admission  that  the 
hospice  conducted  an  interdisciplinary  group 
(IDG)  meeting.  The  meeting  minutes  dated 


L539 


FORM  CMS-2567(02-99)  Previous  Versions  Obsolete 


Event  ID:  NYKK11 


Facility  ID;  NY2315G 


ff  continuation  sheeiPage  44 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


331510 


NAME  OF  PROVIDER  OR  SUPPLIER  .' 

HOSPICE  AND  PALLIATIVE  CARE  INC  NEW  HARTFORD 


(X4) ID 
PREFIX 
TAG 


L539 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


(X2)  MULTIPLE  CONSTRUCTION 
A.  BUILDING  


E.  WING. 


(X3)  DATE  SURVEY  ■ 
COMPLETED  . 

C 

10/29/2009 


STREET  ADDRESS,  CITY.  STATE.  ZIP  CODE 
4277  MIDDLE  SETTLEMENT  ROAD 
NEW  HARTFORD,  NY  13413 


ID 
PREFIX 
TAG 


Continued  From  page  44' 
6/15/09,  failed  to  include  a  discussion  of  the 
attending  physician's  disagreement  with  the_ 
mother's  plan  to  discontinue  feedings  and  his 
wish  to  delay  admission  to  hospice.  Although  the 
plan  of  care  developed  by  the  IDG  included 
withholding  of  feedings,  there-were  no  specific 
interventions. for  implementing  this  plan,  such  as 
administration  of  water  and  provision  of  mouth 
care.  The  plan  of  care  also  did  not  include  a  visit 
'frequency  for  nursing  or  social. work.  The  IDG 
was  attended  by  all  members  of  the  team 
including  the  patientcase  manager,  the 
admission  nurse,  primary  nurse  and  the  medicat 
director. 

On  06/15/09,  at  4:45  prri.  the  hospice  on-call 
nurse  documented  "received  a  Call  from  the 
primary  caregiver  stating  that  the  attending 
physician  called  her  and  was  angry  that  she  had 
stopped  the  feedings".  The  mother  stated  that 
the  physician  said  that  he  would  "seek  legal 
guardian  for  the  baby".  The  mother  informed  the 
hospice  nurse  how  angry  and  upset  she  was  at 
.the  physician. 

The  oh-ca!!  nurse  conducted  a  home  visit  at  5 
pm.  The  nurse  documented  that  the  child  was  not 
in  any  distress,  lying  in  crib  moying  arms  and  legs 
"with  continuous  tremor  like  activity",  mouth  dry, 
tongue  with  "furr"  appearance,  Mother  states  she 
has  not  provided  any  moisture'or  swabbing  of 
mouth  to  keep  moist.  The  on-cali  nurse  failed  to 
discuss  or  explore  emotional  status  of  primary 
caregiver  except  the  documentation  that  "she 
(the  caregiver)  is  tired  of  the  whole  situation" 
There  was  no  team  discussion  until  the  next  day 
on  06/16/09  at  10:30  am  during  a"special  IDG 
meeting". 
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The  minutes  of  the  special  IDG  meeting  held  on 
06/16/09,  at -10: 30  am,  stated -that -the  meeting 
was  held  because  of  the  pediatrician's  call  to.  the 
mother  on  06/15/09,  regarding  his  concerns 
about  the  mother  stopping  the  tube  feedings.  The 
meeting  minutes  stated  'The  mother  upset, 
seeking  support  for  her  decision".  The  plan 
'documented  on  the  "special  IDG  meeting  form" 
was:  discuss  issues  with  the  medical  director; 
social  worker  to  talk  to  the  mother,  and  the 
primary  nurse  to-assess  the. patient.  The  plan 
failed  to  include  interventions  to  address  the 
mother's  concerns  or  the  questionable  admission 
to  the  hospice. 

The  primary  nurse  assessed  the  patient  on 
6/16/09  after  the  IDG  meeting  and  documented 
that  the  patient  sleeping  quietly  in  mother's  arms, 
that  the  mother  was  weepy  and  that  the  mother . 
continued  to  have  cramping  from  the  miscarriage 
There  was  no  evidence  of  communication  with 
the  hospice  team  regarding  the  physical 
condition  and  emotional  state  of  the  mother. 


On  06/17/09,-the  patient  case  manager  . 
documented- at  10:45  am,  she  received  a  phone 
call  from  the  medical  director  who  stated  that  he 
"reviewed  the  goals  of  care.with  the  attending 
physician  and  agrees  that  we  need  to  resume 
'tube  feeding  at  this  time"  The  caregiver  was  not 
included  in  this  decision  and  the  Patient  Case 
Manager  (PCM)dpcumented  that  the  social 
worker  and  primary  nurse  "will  call  to  let  ...  mother 
know  about  plan  to  resume  feedings"/  There  was 
no  involvement  of  the  mother  in  the  decision  to 
restart  feedings. 

This  failure  to  communicate  and  invoive'the 
mother  in  the  decision  making  process  caused 
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the  mother  undue  stress  as  follows: 

The  clinical  record  contained  documentation  that 
at  11  am,  on  06/17/09,  the  social  worker  and 
primary  nurse  called  the  caregiver  to  inform  her  of 
the  hospice's  decision  to  restart  the  feedings.  _ 
The  primary  nurse  documented  that  the  caregiver 
was  "very  upset, .verbalized  feelings  regarding 
conflicting  information."  The  nurse  also 
documented  that. the  caregiver  informed  them 
(the  nurse  and  social  worker)  that  she  was  so  ■ 
upset  that  she  could  not  speak-to'  them  right  now. 
There  was  no  discussion  with  the  rest  of. the  team 
regarding  the  mothers  "feelings" 

Although'the  PCM  obtained  orders  from  the 
hospice  medical  director  to  initiate  feedings,  there 
were  no  parameters  to  assess  tolerance  including 
checking  for  residual  tube  feedings. 

On  06/17/09,  the  primary  nurse  documented  that 
at  1  pm  she  visited  the  patient.  During  the  visit, 
mother  informed  the  nurse  that  she  had  given  the 
child  20  ml  of  formula  with  60  ml  of  water.  The 
primary  nurse  stated  that  the  patient  was  lying  on 
her  back  having  no  distress  and  that  licensed 
practical  nurses  will  assist  and  monitor  feedings, 
beginning  at  5  pm.  There  was  no  plan  to  check 
residual  feedings  and  no  plan  to  flush  the  feeding 
tube  after  the  feedings  were  completed. 

Additionally!  the  primary  nurse  documented  that 
at  3  pm,  child  protective  services  and  police  . 
visited  the  patient.  The  primary  nurse  . 
documented  that  the  "mom  was  at  first  quite 
angry"  The  primary  nurse  discussed  the  visit  with 
the  social  worker  however,  there  is  no  evidence 
that  the  team  was  made  aware  of  the  child 
protective  services  visit  and  the  mother's  anger 
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regarding  this. 

On  06/17/09  at  5:30  pm,  the  LPN  documented 
that  she  attempted  to  administer  the  tube 
feedings,  the  child  immediately  began  "tensing 
legs,  pulling  knees  to  chest  with  the 
administration  of  water  prior  to  feeding  formula". 
The  LPN  documented  that  she  contacted  the 
patient  case  manager  who  directed  the  LPN  to 
attempt  the-'feeding  again  2  hours  later.  At  8:30 
pm  the  LPN  documented  that  she  attempted  the 
feedings  again  slowly  and  the  patient  tolerated 
the  feeding.'  The  next  feeding  was  given  by  a  ■  . 
different  LPN  at  2:30  in  the  morning  over  40 
minutes  and  the  LPN  documented  that  the  patient 
began  to  fuss  and  cry  when  completed.  The  LPN 
did' not  report  this,  crying  and  fussing  to  the  team 
or  the  case  manager  and  did  not  associate  the 
crying  with  intolerance  of  tube  feedings. 

On  05/1 8/09,  at  8:30  am,  the  same  LPN 
documented 'that  she  attempted  feedings,  the 
patient  did  not  tolerate  them  and  as  of  10:00  am, 
stated  that  the  child  was  still  crying.  Additionally, 
on  06/18/09,  an  IDG  meeting  was  held  in  which  ' 
the  primary  nurse  documented  that  the  child  was 
tolerating' the  feedings.  The  primary  nurse  was 
unaware  of  the  patient's  intolerance  of  feedings 
until.  12:30  pm. 

On  06/18/09,  at  12:30  pm,  the  PCM  documented 
that  she  discussed  the 'findings  of  the  LPN's  visit 
from  06/1 8/09  with  the  medical  director  and 
informed  him  that  the  child  did  not  tolerate  the 
feedings.  The  patient  case  manager  documented 
that  the  medical  director  and  attending  agreed  to 
discontinue  the  feedings.  The  primary  nurse 
documented  that  she  informed  the  caregiver  of 
the  decision  to  'stop  feedings,  the  primary  nurse 
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documented  "she  request  written  note  to  that 
effect."  The  iDG  failed  to  develop  a. plan  for  the 
withholding  of  feedings  once  again.  The  primary 
nurse  failed  to  assess  the  mother's  emotional 
state  regarding  the  hospice's  indecisiveness  and 
failure  to  support  her  decision  to  discontinue, 
feedings. 

On  06/24/09,  the  primary  nurse  documented  that 
•she  received  a  call  from  the  LPN  stating  that  the 
patient  had  a  hunger  cry  and  that  she  gave  him 
15  cc  of  water.'  The  primary  nurse  documented 
that  she  visited  the  patient  at  12:30  pm.  that  day 
and  documented  child  "looks  comfortable.  There 
was  no  assessment  of  the  LPN's  observations  of 
"hunger  cries." 

On  06/27/09,  the  LPN  visited  the  patient  at  3:15 
pm  and  documented  that  the  child  was  "opening 
his  mouth,  rooting,  placing  hand  in  mouth,  eyes 
open  and  moving,  occasional  cry".  There  was  no 
RN  visit  to  assess  these  symptoms.  The  on-ca!! 
nurse  documented  that  she  received  a. call  from . 
the  LPN  stating.that  the  LPN  made. a  decision  to 
administer  15  cc  of  water,  which  was  in  direct 
conflict  to  the  latest  directive  from  the  IDG  to 
withhold  feelings  and  as  soon  as  she  gave  him 
the  Water,  he  became  active  kicking  his  legs  and 
arm.  .The  on  call  nurse  documented  "LPN  felt  he 
was  active;  not  in  pain"  The  on-call  nurse  failed 
to  make  a  visit  to  assess  the  patient  to  determine 
if  the  patient  was  in  pain.  There  was  no  team 
discussion  regarding  the  unauthorized  actions 
acclaims  of  the  LPN  until  06/29/09,  24  hours 
later. 

On  OS/29/09,  a  special  IDG  meeting  was  held  to 
discuss  the  LPN's  "concern  that  the  baby  is 
exhibiting  rooting  behavior-questions  need  for 
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tube  feeding  and  or  fluid  via  g-tube  -  does  not  feel 
baby  is  comfortable  without  any  fluids"  The  "IDG 
agreed  to  try  giving  H20  15  mi  per  G-tube  every  4 
hours  slowly".  This  decision  was  made  soiely 
based  on  the  observations  of  a  LPN  without  a 
Registered.  Nurse  performing  a  professional 
assessment  of  the  patient's  behavior.  Again  the 
decision  to  .restart  the  administration  of  water  and 
feedings  if  tolerated  were  done  with  out  • 
consulting  the  mother. 

On  06/29/09,  primary  nurse  instructed  the  LPN  to 
administer  feedings  and  to  keep  the  primary 
nurse  updated.  The  LPN  visited  the  patient  and 
at  4  pm,  the  nurse  attempted  to  administer  15  cc 
water,  the  patient  was  unable  to  tolerate, 
observed  abdominaLpain.  There  was  no  team 
process  in.piace  to  ensure  that  the  patient  was 
not  subjected  to  treatment  that  caused  an  - 
increase  in  pain  based  on  an  opinion  of  an  LPN 
without  an  assessment  by  a  Registered  Nurse, 

On  09/04/09  the  surveyor  interviewed  the  LPN 
who  reported  the  rooting  and'  hunger  cry  on 
6/24/09  and  6/27/09. ,  The  surveyor  asked  the 
LPN  to  discuss  the  child's  pain.  The  LPN  stated 
that  the  child  would  "cry  for  help...  bring  knees  to 
chest".  The  surveyor  asked  the  LPN  if  she  ever 
spoke  to  the  primary  nurse  regarding  the  patient's 
condition.  She  stated  that  she  mostly  worked 
nights  so  she  did  not  speak  to  the  primary  nurse 
or  the  rest  of  the  hospice  team. 

This  record  was  reviewed  with  the  Director  of 
Nursing,  PCM  and  the  Executive  Director  on 
09/04/09.  PCM  stated  that  this  was  a  very 
difficult  case,  however,  there  was  no  further 
information  provided- regarding  the  failure  of  the 
IDG  to  supervise  the  plan  of  care  and  ensure  that 
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the  needs  of  the  patient  and  caregiver  were  met. 

2,  Patient  #  1  was  admitted  to  the  hospice  on 
04/22/09  with  a  diagnosis  of  lung  cancer  and 
metastasis  to  the  brain. '  The  IDG  conducted 
every  two  week  meetings  to  provide  oversight  of 
patient  care  and  services.  There  was  no 
evidence  that  the  team  was  fully  aware  of  the 
patient's  deteriorating  pressure  ulcer,  increased 
pain  in  the  coccyx  region  and  failed  to- provide 
guidance  to  the  team.  Additionally,  the  primary 
nurse  was  using  wound. measurements  that  were 
inconsistent  with  agency  policies  and  the  IDG 
team  did  not  clarify  these  measurements. 

Specifically,  the  patient  developed  a  pressure 
ulcer  to  the  coccyx  on  07/08/09  measuring  1.5 
"cm2"  described  as  a  small  superficial  area.  On 
07/10/09,  the  primary  nurse  visited  the  patient  to 
deliver  supplies.  The  nurse  documented  that  the 
patient  had  complaints  of  discomfort  when  sitting 
in  the  kitchen  chair.  The  nurse  documented  that 
she  brought  a  "donut  cushion"  for  him  to  use. 
The  primary  nurse  failed  to  assess  the  patient's' 
buttocks  area  where  he  expressed  pain  when 
sitting  and  had  an  open  wound  identified  on 
07/08/09. 

An  IDG  meeting  was  held  on  07/09/09,  and  there 
is  no  evidence  that  the  team  discussed  the  need 
for  the  primary  nurse  to  observe  the  patient's 
wound  more  frequently  than  every  2  weeks  or 
developed  a  plan  to  alleviate  pressure  and 
prevent  further  wound  deterioration. 

On  07/17/09  and  07/22/09,  the  primary  nurse 
documented  that  the  patient's  wound  was  now 
smaller,  measuring  1  "cm2".  'The  hospice  nurse 
documented  that  the  caregiver  is  applying 
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Remedy  cream  to  the  open  area  not  the  gauze, 
although  this  was  not  included  irrthe  hospice  plan 
of  care. 

The  ID.G  meeting  minutes  completed  on  07/23/09 
contain  conflicting  information  regarding  the 
status  of  the  wound .  The  minutes  state  ■ 
"decubitus  ulcer  improved  and  changed  to  barrier 
cream  only  due. tape  abrasions.  Decubitus 
worsened  and  bordered  gauze  resumed".  There 
is  no  documentation  that  the  wound  had 
deteriorated.    There  was  no  discussion  with  the  ■ 
team  of  a  plan  to  ensure  that  the  patient  had  ■ 
pressure  relieving  devices. 

By  08/05/09,.  the  primary  nurse  documented  that 
the  patient's  wound  was  a  stage  II,  was  4  "cm2" 
with  moderate  tan  drainage,  wound- edge  red, 
wound  bed  black' and  white  with  a  depth 
described  as  "slightly  more  than  superficial"  and 
that  the  patient  had  pain  intensity  of  8  on  a  scale 
of  0  to  10.  The  hospice. nurse  documented  that 
.the  wound  care  was  changed  from  Remedy 
ointment  to  Tender  Wet  Active.  The  hospice 
nurse  documented  that  she  contacted  the- 
■attending  physician,  however  there  is  no  . 
communication  with  the  team  to  discuss  the  new 
wound  care  and  further  guidance  regarding  this 
wound. 

An  IDG  meeting  was  conducted  on  08/06/09,  the 
meeting  minutes  stated  that  the  patient  had 
increased  pain  and  "decubitus -on  sacrum  has 
necrotic  tissue  change  to  tender  wet  active 
dressing".  There  was  no  discussion  of  the  fact 
that  the  pressure  ulcer  was  deteriorating  or  that 
the  patient's  increased  pain  was  located  in  the 
coccyx  region  where  the  pressure  uicer  is 
located.  There  was  also  no  guidance  to  the 
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primary  nurse  from  the  team  regarding  the  need 

for  pressure  relieving  devices  and/or  increases  in 

nursing  visits  to  assess  the  condition  of  this 

wound. 

Although  the  hospice  nurse  developed  a  plan  to 
change  the  wound  care,  there  was  no  visit 
completed  until  two  days  later.  On  08/07/09,  the 
'  nurse  made  a  visit  but  failed  to-assess  the 
condition  of  the  wound  and  failed  to  assess  the 
patient's,  pain/pain  management. 

On  08/09/09,  the  on-cali  nurse  documented  that 
she  visited  the  patient  after  receiving  a  call  from 
the  patient's  caregiver  that  the  patient  was  unable 
to  swallow  his  medication.  The  on-cal!  nurse 
documented  that  the  patient  was  complaining  of  a 
pain  level  of  8  on  a  scale  of  .0-10  in  his  coccyx 
region.  Without  assessing  the'  coccyx  region,  the 
location  of  the  pain,  the  nurse'  proceeded  to 
access  the  portacath  and  start  a  morphine  drip  for 
pain!  There  is  no  evidence  that  the  on-call  nurse 
was  aware  that  the  patient  had  a  decubitus  ulcer 
'or  attempted  to  observe  the  area  where  severe 
pain  was' noted.  . 

On  08/10/09,  the  primary  nurse  again  failed  to 
assess  the  patient's  wound,  failed  to  assess 
caregiver  competency  in  providing  daily  wound 
.care,  and  failed  to  assess  the  patient's  pain.  The 
nurse  documented  that  the  caregiver  stated  that 
the-  patient  was  "crying  out  when  she  moved  him 
during  his  bath."  The  primary  nurse  failed  to 
assess  the  patient's  current  pain  level.  .There 
was  no  subsequent  assessment  visit  completed 
for  two  days,  until  08/1 2/09. 

On  08/12/09  the  hospice  nurse  again  failed  to 
recognize  that  the  patient's  increased  pain  and 
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agitation  is  related  to  the  deteriorating  coccyx 
wound.  Specifically,  the  primary  nurse 
documented  the  following  wound  assessment: 
"stage  111  measuring  15  "cm2",  with  a  large- 
amount  of  tan/brown  drainage,  a  black  necrotic 
wound  bed  that  is  full  thickness".  The  wound 
measurement  represents  a  deterioration  of  the 
wound  and  increase  in  surface  size  of  9  l,cm2"  in 
■7. days.  The  primary  nurse  documented  that  the 
patient  was  "rigid  and  tense  with  his  head  tipped 
back,  eyes  open  and  staring  at  the  ceiling".  The  ■ 
patient's  wife  informed  the  hospice  nurse  that  he 
was  having  periods  of  agitation  where  he  was  in  . 
the  bed  "on  his  hands  and  knees".  The  nurse 
failed  to  rate  the  patient's  pain  or  determine  if  the 
behavior  was. related 'to  his  pain.  The  primary 
nurse  failed  to  discuss  the  patient's  pain 'and 
deteriorating  wound  with  the  hospice  team. 

The  hospice  nurse  visited  the  patient  on  08/13, 
14,  17,  and  19/09.  During  these  visits,  the 
hospice  nurse  failed  to  observe  and  assess  the 
coccyx  pressure  ulcer.-  An  IDG  meeting  was 
completed  on  08/20/09.  The  meeting  minutes 
stated  that  the  "sacral  decubitus  worsening 
dressings  changed  to  manage  exudate."  There 
was  no  discussion  of  the  primary  nurse's  failure  to 
assess  the  condition  of  the  deteriorating  wound 
since  08/12/09  and  failure  to  assess  the  patient's 
pain.  There  was  also  no  plan  to  provide  the 
patient  with  any  type  of  pressure  relieving  _ 
devices,  increased  nursing  assessment  visits,  or 
effective  pain  management' 

When  the  nurse  finally  assessed  the  patient's 
pressure  uicer  9  days  later  on  08/21/09,  the  ■ 
coccyx  wound  measured  35  "cm2"-  and  the  nurse 
documented  that  the  patient  now  has  multiple 
pressure  area's  including  left  ankle,  and  bilateral 
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hips. 

On  08/25/09,  the  surveyor  interviewed  the 
Director  of  Nursing  (DON),  who  was  also  fulfilling 
the  role  of  patient  case  manager,  and  the 
Executive  Director  regarding  the  above  issues. 
•The  surveyor  asked  the  DON  if  she  reviewed  the 
medical  record  prior  to  the  IDG  meetings  to 
identify  significant  issues  for  discussion  during  .the 
IDG  meetings.  The  DON  stated  that  she  does 
not  review  the  record  and  relies  on 
communication  from. the  primary  nurse. 

On  08/26/09  at  12:00  pm,  the  surveyor' 
interviewed  the  primary  nurse,  at  the  interview  ' 
was  the  DON  and  the  Executive  Director.  The 
surveyor  asked  the  hospice  nurse  how  she 
communicated  changes  in  the  patient's  condition 
with  to  the  DON  and  the  rest  of  the  hospice  team. 
The  nurse  stated  that  she  usually  calls  the  DON  ■ 
and  either  leaves  a  voice  mail  or  has  a  • 
conversation  with  her.  The  primary  nurse  stated 
voice  mail  is  how  communication  usually  takes 
place  with  the  rest  of  the  team.  The  surveyor 
.asked  the  primary  nurse  where  this 
communication  was  documented.  The  nurse  . 
stated  that  she  documents  it.  in  her.  assessment 
note,  however,  there  was  no  documented 
evidence  that  this  communication  occurred. 

3.  Patient  #  1 3  was  adm  itteci  to  the  has  pice  on 
07/07/09  with  a  primary  diagnosis  of  cancer  of  the 
cervix  and  secondary  diagnoses  of  depression, 
anxiety,  and  acute  renal  failure.  The  patient  lives 
alone  in  an  apartment.  There  was  a  lack  of 
communication  between  with  the  hospice  team 
regarding  medication  management,  falls 
prevention  and  personal  care. 
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Failure  to  ensure  an  adequate  team  process  is  in 
place  has  resulted  in  the  patient's  inability  to 
remain  in  her  own  home. 

Specifically,  the  initial  and  comprehensive 
assessments  completed  on  07/07  and  07/08/09 
respectively  indicate  that  .the  patient  was  forgetful, 
lived  alone,  had  an  unsteady  gait  and  was 
awaiting  delivery  of  a  wheeled  walker  for 
ambulation  safety  on  07/10/09.  The  hospice 
failed  to  ensure  that  the  patient  was  safe.  The 
patient  subsequently  fell  on  07/10/09  and  hit  her' 
nose  as  reported  to  the  nurse  by  the  volunteer 
coordinator. 

There  is  no  evidence  that  the  IDG  was  aware  of 
the  patient's  fall,  and  was  consulted  to  provide  . 
oversight  and  to  ensure  that-adequate 
assessments  were  provided  by  the  primary  nurse 
or  any  other  members. of  the  hospice  team. 

The  primary,  nurse  failed  to  contact  the  patient  to 
schedule  a  visit  to  assess  any  injuries  that  may  • 
have  occurred  as  a  result  of  the  fall. 

On  07/13/09,  the  social  worker  called  the  patient's 
daughter  and  documented  that  the  patient  was 
staying  at  the  daughters  home  for  a  few  days 
after  the  fall.  The  social  worker  documented, that 
he  reported  this  information  to  the  primary  nurse, 
on  07/1 3/09, There  was  no  follow-up  contact  with 
the  patient  until  07/16/09. 

The  first  IDG  meeting  was  completed  on 
07/16/09.  The  meeting  minutes  stated  that  the  ■ 
patient  had  a  fall  on  07/10/09,  but  there  was  no^ 
discussion  of  a  plan  to  ensure  that  the  patient  did 
not  have  a  subsequent  fall.  The  IDG  minutes  ■ 
also  stated  that  the  patient  would  accept  a . 
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medication  minder,  however,  the  team  did  not 
express  how  the  medication  would  be  set  up  or 
how  the  primary  nurse  wouid  evaluate 
compliance  with  medications.  The  plan  of  care 
indicated-that  the  hospice  nurse  was  only  going. to 
visit  the  patient  once  every  2  weeks,  there  was  no 
team  discussion  regarding  the  appropriateness  of 
this  plan.  "      '  ' 

On i  07/16/09,  the  primary  nurse  documented  that 
she. contacted  the  patient's  daughter  and  she' 
stated  that' the  patient  was  stiil  -at  the  daughter's 
home  and  has  had  no  further  talis.  There. was  no 
communication  with  the  team  regarding  the  . 
primary  nurse's  failure  to  visit  the  patient  and  no- 
discussion  of  how  the  patient  will  rernain  safe 
when  she. returns  to  her  own  apartment. .  The  ■ 
primary  nurse  failed  tovisit  the  patient  or  discuss 
a  plan  to  ensure  patient  safety  prior  the  the 
patient  returning  to  her  own. apartment  alone. 

On  07/22/09,  the  hospice  nurse  documented  that 
she  visited  the  patient  at  her  home.  .The  nurse 
failed  to  ensure  that  the  patient  remained  safe  in 
her  own  home.  Specifically,  the  hospice  nurse 
failed  to  assess  the  following: 

-  patient's  ability  to  use  the  wheeled  walker  in  the 
home 

-  compliance  with  medication  administration. 
The  patient  states  that  she  does  not  want  a 
medication  box,  however,  the  nurse  failed  assess 
and  develop  a  plan,  to  ensure  that  the  patient 
takes  her  medication  as  ordered  including  her 
anti-angina/blood  pressure  medication. 

,  -  an  assessment  of  her  nutritional  status 
;  including  further  investigation  of  how  patient 
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obtains  her  meals.  The  primary  nurse 
documented-that  the  patient  eats  at  her 
boyfriend's  apartment,  but  there-is  no  discussion 
of  how  the  patient  gets  to  her  boyfriends  and  no 
.plan  to  ensure  that  she  js  able  to  .get  there  safely. 

-  an  assessment  of  the  patient's  ability  to  provide 
personal  care.  Specifically,  the-primary  nurse 
■documented  that  the  patient's  apartment  has  a 
strong  odor  of  urine..  The  nurse  did  not  document 
if  the  patient  also  smelled  like  urine,  if  she  was 
incontinent  or  unable  to  ambulate  to  the 
bathroom. 

-  an  assessment  of  the  amount  of  assistance  if 
any'that  the- patient's  daughter  is  willing  and  able 
to  provide  for  the  patient.  There  was  no  ■ 
discussion  with  the  patient  care  manager  to  . 
review  the  status  of  the  patient  and.no  plan  to 
increase  nursing  visits  to  ensure  the  patient's 
needs  are  met. 

There  was  no  evidence  in  the  07/30/09  IDG 
meeting  minutes'that  the  hospice  team  was' 
aware  of  the  nurse's  failure  to  assess  the  above 
concerns.  The  only  issue  documented  as 
discussed  was  that  the  patient  did  not  want  the 
hospice  to  set  up  the  medications  however,  there 
was  no  discussion  of  the  patient's  medication 
compliance,  nutritional  status,  ability  to  provide 
personal  care  or  the  amount  of  assistance  that 
the  caregiver  is  willing  and  able  to  provide. 

There  was  no  primary  nursing  visit  completed 
until  08/07/09,  16  days  later.  During  the  visit  the 
primary  nurse  failed  to  assess  the  patient's  use  of 
the  walker,  overall  medication  compliance,  even 
after  the  patient  stated  that  she  could  not 
remember  if  she  used  her  inhalers.  The  hospice 
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.nurse  documented  that  the  patient  was  agreeable 
to  have  daughter  set  up  medications,  however, 
there  was  no  assessment  of  the  daughters 
willingness  or  availability  to  perform  this  task. 

Upon  arrival  on  08/07/09,'  the  primary  nurse 
documented  that  the  patient  was  not  dressed. 
The  nurse  failed  to  assess  if  the  patient  was 
showered  or.' bathed  and  if  the  primary  nurse 
assisted  the  patient  with  dressing  during  the  visit. 
The  primary  nurse  failed  to  assess  the  patient's 
nutritional  status  and  states  that  the  patient 
vomited  yesterday,  "states  she  eats. junk  food"  as 
an  explanation  for' why  she  vomited.  There  was 
no  reference  to  the  patient  eating  at  the 
boyfriend's  and  no  assessment  of  how  the  patient 
obtains  her  food..  The  nurse  documented  that  the 
patient  agreed  to  a  home  health  aide  twice  a 
week.  There  was  no  communication  with  the 
team  to -discuss  the  patient's  declining  status  and 
inability  to  perform  self  care.     .  ■ 

The  IDG  meeting  was  completed  on  08/13/09,  the 
meeting  minutes  stated  that  the  daughter  was 
setting  up  the  medications  there  was  no 
discussion  of  the  daughter's  willingness  or 
availability  to  set  up  medications.  Additionally, 
there  was  no  discussion  of  the  patient's 
medication  compliance  and  no  discussion  of  the 
patient's  nutritional  status.  The  meeting  minutes 
did  indicate  that  home  health  aide  care  was  . 
provided  twice  a  week,  however,  there  is  no  . 
assessment  of  whether  the  patient  is  receptive  to 
having  a  home  health  aide,  and  no  plan  for  the 
nurse  to  visit  the  patient  to  assess  the  patient's  ■ 
ongoing  medication  compliance  and  ability  to 
provide  personal  care. 

There  was  no  patient  assessment  until  1 1  days 
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later  on  08/18/09.  The  primary  nurse 
documented  that,  the  patient  forgot  her 
medications,  but  failed  to  assess  the  specific 
medications  she  did  not  take,  failed  to  assess 
-how  many  doses  of  each  medication  she  failed  to 
take,  and  failed  to  notify  Patient  Case  Manager. 
There  was  no  discussion  with  the  patient 
regarding  a  plan'to.ensure  medication 
compliance..  The  primary  nurse  also  documented 
that  there  was  a  strong  smell  of  urine  in  the  home 
however,  did  not  assess  if  the  smell  was  from  the 
patient  or  from  her  apartment.  The  nurse  failed  to 
assess  the  patient's  nutritional  status  including 
the  ability  to  obtain  food  or  if  the  patient  continues 
to  eat  meals  at  the  boyfriend's  apartment.  The 
primary  nurse  failed  to  recognize  that  the  patient 
required  an  increase  in  supervision  of 
medications,  meals  and  personal  care  and 
subsequently  failed  to  visit  the  patient  until  14 
days  later. 

Also,  there  was  also  no  communication  with  the  - 
IDG  to  discuss, the  patient's  medication 
noncompliance  or  the  cleanliness,  of  the  patient 
and  the- patient's  apartment. 

On  08/24/09,  the  social  worker  visited  the  patient 
and  identified  that  the  patient  was  "disheveled, 
had  not  bathed  in  some  time,  and  was  not  taking 
hsr  medications.  ■  The  social  worker  discussed 
this  with  the  primary  nurse  however,' there  was  no 
discussion  of  the  rest  of  the  team  to  evaluate  the 
patient's  need  for  subsequent  visits  and  to  ensure 
additional  services  to  ensure  medication 
compliance  and  patient  safety. 

On  08/31/09,  a  special  IDG  meeting  was 
completed.  The  meeting  minutes  stated  that  the 
patient  is  encouraged  to  move  to  the  hospice 
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center.  The  team  also  stated  that  if  the  patient 
won't  move  she  should  have  lifeline  and  meals  on 
wheels.  The  team  states  that  the  medications  are 
setup  by  the  primary  caregiver,  and  the  home 
health  aide  will  remind.  However,  the  plan  of  care 
only  includes  a  home  health  aide  2  times  a  week, 
and  there  was  no  discussion  of  how  the  patient's 
needs  will  be  met  the  other  5  days  a  week. 

On  08/31/09,  the  social  worker  visited  the  patient 
and  again  the  social-worker,  documented  that  the 
patient  was  still  lying  in  bed  at  1:15"pm.  The 
social  worker  asked  the  patient  if  she  had  eaten. 
She  stated. that  she  had  eaten  earlier  in  the  day 
but  she  was  hungry.  The  social  worker  found 
food  in  the  refrigerator  which  she  heated  up.  The 
social  worker  also  documented  that  she  was-' 
concerned  that  the  patient  was  depressed,  not 
eating  well  and.  not  taking  her  medication  and  not 
receiving  adequate  care  to  assure  her  well  being. 
The  social  worker  contacted  the  Patient  Care 
Manager  however,  there  was  no  discussion  with 
the  primary  nurse  or  the  rest  of  the  hospice  team 
including  the  medical  director. 

On  09/01/09,  the  primary  nurse  and  the  social 
worker  visited  the  patient  and  again  identified  that 
the  patient  did  not  take  her  medication,  which  ■ 
included  her  anti-hypertension  medication..  The 
nurse  documented  that  the  patient's -blood 
pressure  was  elevated  to  150/100,  there  were 
saturated  adult  diapers  on  the  floor,  and  no  food  ■ 
in  her  apartment.  Based  on  this  assessment  and 
the  social  worker  assessment  of  08/31/09,  the  ■ 
IDG  decided  that  the  patient'  should  be 
transferred  to  the  hospice  residence. 

The  lack  of  a  team  process  resulted  in  the  patient 
being  displaced  from  her  home.  The  IDG  failed 
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to  address  the  patient's  needs  and  failed  to 
develop  interventions  which  may  have  allowed  ■ 
the  patient  to  remain  in  her  own  home. 

On  09/02/09,  the  surveyor  visited  the  patient  at 
the  hospice  residence.  The  patient  stated  that 
she  did  not  want  to  move  from  her  home,  and  her 
cat  The  primary  nurse  and  social  worker  failed 
to  update  comprehensive  assessments  to  . 
address  the  potential  need  for  increased  nursing 
visits  to  ensure  patient  safety,  persona!  care,  and 
medication  management. 

This  record  was  reviewed  with  the  DON, 
Executive  Director  and  the  patient  case,  manager 
on  09/1 0/09.'  The  patient  case  manager  stated . 
that  she  believed  that  the  patient's  daughter  was  _  • 
managing  the  patient's  medications  however,  ■ 
there  was  no  assessment  of. the  daughters  . 
■availability  or  willingness  to  provide  assistance. 
There  was  no  explanation  fegarding'the  other 
nursing  issues. 

418.56(a)(n  APPROACH  TO  SERVICE 
DELIVERY  ... 

The  hospice  must  designate  a  registered  nurse 
that  is  a  member  of  the  interdisciplinary  group  to 
provide  coordination  of  care  and  to  ensure 
continuous  assessment  of  each  patient* s  and 
family's  needs  and  implementation  of  the 
interdisciplinary  plan  of  carq. 

This  STANDARD  is  not  met  as  evidenced  by: . 
Based  on  a- review  of  14  clinical  records  and  . 
interviews  with  the  Director  of  Nursing,  Executive 
Director  and  agency  staff,  there  is  a  lack  of 
evidence  in  14  records  that  a  registered  nurse 
(RN)  designated  as  coordinator  ensures  that 
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coordination,  assessment,  and, implementation  of 
the  plan  of  care  is  provided.  Patients  #1-14 

Failure  to  ensure  that  coordination,  assessment 
and  implementation  of  the  plan  of  care  is 
provided  to  patients  by  the  RN  coordinator  has  . 
resulted  in  negative  outcomes  patients'  #1,7,  8, 
13  and  the  potential  for  negative  outcomes  for  the 
entire  agency  population. 

.  Specifically,  the  agency  has  assigned  two 
registered  nurse  coordinators  responsible  for 
ensuring  patient  care  needs  are  met  During  an 
interview  with  the  Director  of  Nursing  and 
Executive  Director  on  08/24/09.  the  surveyor 
asked  who  was  assigned  the, role  of  RN 
coordinator. 

The  Executive  Director  stated  that  the  role  of  RN 
coordinator  was  split  between  two  experienced 
registered  nurses  and  the  position  is  titled    '■  . 
"Patient  Case  Manager  (PCM)"  The  Executive 
Director  further" explained  that  one  of  the  PCMs 
was  on  leave  from  the  agency  and  that  position  is . 
being  filled  by  the  DON.  There  is  however,  no  • 
evidence  that  the  PCMs  are  ensuring  that 
coordination  of  care  and  services  is  being 
provided. 

fn  14  clinical  records  reviewed there  is  no  ■ 
evjuence  tnavine  paneni  care  managers  die 
ensuring  that; 

-  comprehensive  assessments  are  complete  and 
accurately  reflect 'the  current  status  of  the  patient 

-  -changes  in  the  comprehensive  assessment  are 
communicated  to  the  hospice  interdisciplinary 
group  (IDG)  and  recommendations  for  care  are  ' 

L540 

•  I 

3.  The  MttKgrafdioica!  *  | 

Services/Clinical  Supervisor, will 

maintain  oversight  and  attend  IDG  Implement' 

meetings,  ' 

4.  Implementation  of  Policy  PC.C45:  11/11/0$ 
Coordination  of  Services  which 

iocj  udes:  ^  i  r<.  tW 

•  Manager  of  Clinical  Implement 
Services  assumes  overall  ed 
responsi  bility  for  en  suring    1 1/20/09 
there  are  effective 

methods  of 

communication  that  allow 
for  the  coordination  of  the 
care  and  services  provided 
by  the  IDG 

•  Coordination  of  services 
and  continuity  of  care  is 

2                   facilitated  by  established. 

formal  and  informal 
communication 
mechanisms  between  all 
disciplines  providing  care: 

*  IDG  meetings 

*  Ad  hoc  case 
conferences 
when  needed 

*  Family  meetings 
as  appropnare 

*  Discharge  and/or 
transfer 
summaries  as 
needed 

*  Telephone 
communications 
and  voice  mail; 

and  ! 
•  ■  Report  from  and  > 
to  on- call  staff 
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discussed  with  ail  persons  responsible  for 
providing  that  care.  ... 

-  the  pian  of  care  is  updated  and  meets  the 
needs  of  the  patient  to  ensure  negative  outcomes 
are  avoided.  •  ■ 

-  the  PCM  is  aware  of  the.  current  status  of  the 
patient  through  on-going  review  of  clinical  record  ■ 
reviews  as  outlined  in  the  pian  of  correction  to  the 
12/02/08  survey. 

Each  ciinical  record  was  reviewed  with  the  patient 
case  managers/Director  of  Nursing  and  the  . 
Executive  Director  throughout  the  survey..  The  . 
Director  of  Nursing  stated  during  an  interview  with 
■the  surveyor  on  08/26/G9,  that  she  does  not  - 
review  the  clinical  record  prior  to  the  IDG  meeting 
to  determirie.if  the  plan  of  care  is  followed  and/or 
meets  the  needs  of  the  patient  and  family. 

566  1534,1533,1535,1539 

418.56(c)(3)  CONTENT  OF  PLAN  OF  CARE 

[The  plan  of  care  must  include-all  services 
necessary  for  the  palliation  and  management  of 
the  terminal  illness  and  related  conditions,  . 
including  the  following1.]  ■'  '  . 

(3)  Measurable  outcomes  anticipated  from 
implementing. and  coordinating  the  plan. of  care. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  14  clinical  records,  policies 
and  procedures  and  interviews  with  the  Director 
of  Nursing  (DON)  and  the  Executive  Director,  . 
there  is  no  evidence  in  14  records  (100%)  that 
plans  of  care  include  measurable  outcomes  ^ 
anticipated  from  implementing  and  coordinating 
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§  418.56(c)(3)  CONTENT  OF  PLAN  OF  I 
CARE  I 
Please  refer  to  L536  #  3  (c  and  d)  j 
A  Performance  Improvement  ! 
Project  was  initiated  to  review  all 
tools  and  forms  related  to  care 
planning. 

Based  on  the  review  of  the  forms 
and  tools,  a  new  plan  of  care  tool 
and  related. care  planning  forms  are 
being  phased  in.  The  new  tools  are 
in  compliance  with  hospice 
regulations. 

Education  on  the  new  tools  will  be 
provided  to  staff  12/1/09. 
Staff  will  use  new  tools  with  all 
new  admissions  as  of  12/08/09. 
All  current  patients  will  have  their . 
plans  of  care  updated  with  the  new 
tools  by  1/1/10. 
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the  plan  of  care.  Patients*  1 -14. 

Failure  to  incorporate  measurable  dutcomes  in 
the  plan  of  care  gives  the  agency  no  mechanism 
to  determine  if  interventions  identified  have  been 
effective  in  pain  and  symptom  management 

The  plans  of  care  for  each  patient  contain  goals 
which  are  not  measurable.  The  goats  are  very 
generic  and  .contain  general  statements  such  as: 
"optimal  cardiac  function-,  optimal  respiratory  . 
function/decrease  or  control  dyspnea". 

The  surveyor' interviewed  the  DON  on  09711/09 
arid  asked  her  if  the  agency  developed 
measurabfe'outcomes  based  on-  the  interventions 
identified.  The  DON  stated  that  they  did  not  have 
specific  measurable  outcomes. 
41 8.56(d)  REVIEW  OF  THE  PLAN  OF  CARE  ' ' 

A  revised  plan  of  care  must  include  information 
from  the  ■patient's  updated  comprehensive 
assessment  and  must  note  the  patient's  progress 
toward  outcomes  and  goals  specified  in  the  plan 
of  care.  ' 


This  STANDARD  'is  not  met  as  evidenced  by:  ■ 
Based  on  a  review' of  14  clinical  records,  policies 
and  procedures  and  interviews  with  the  Director 
of  Nursing  (DON)  and  the  Executive  Director,'  ,' 
there'is  no  evidence  in  14  records  (1 00%)  that 
revised  plans  of  care  include  information  from  the 
updated'comprehenstve  assessments  and  notes 
the  patient's  progress  toward  outcomes  and  goals 
specified  in  the  plan  of  care.  Patients  #1-14. 

Failure  of  the  agency  to  include  information  from' 
the  updated  comprehensive  assessments  and  . 
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§  418.56(d)  REVIEW  OF  THE  PLAN 
OF  CARE 

Please  refer  to  L536  #  3  (c,  d  and  e) 

•  Initiate  Nursing  Assessment, 
Psychosocial  Assessment,'  Spiritual 
Assessment  update  forms 

*  Initiate  IDG  Review  and  Update  to 
the  plan  of  care  forms 

.  •   Initiate  data  collection  that 
quantifies  meeting  of  patient 
^outcomes'. 

^  c  of  Clinical 


Completed! 
11/20/09  ; 


Completed. 
12/4/09  j 

Initiated 
12/4/09 


Services/Clinical  Supervisor  will 

Review  discrepancies  from  Plan  of 

Care  and  expected  outcomes.  Ongoing 

Discrepancies  will  be 

communicated  to  the  Interim  £*«cwV>w-U 
Director  and  the  QAPI  committee. 
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progress  toward  outcomes  and  goals  has -the 

potential  for  unmet  patient  needs. 

Specifically,  each  clinical  record  reviewed 
contained  current  plans  of  care.  The  plans  of 
care  lacked  evidence  of  measurable  outcomes 
therefore,  revised  plans  of  care  do  not  include  the 
patient's  progress  toward  outcomes  and  goals. 

Each  clinical  record  was  reviewed  with  the  D°N 
and  Executive  Director  throughout  the  survey  and 
this  information  was  discussed,  .The  DON  during 
an  interview  on  09/11/09,  confirmed  that  the  plans 
of  care  do  not  have  measurable  outcomes  and  do 
not  document  progress  toward  goal  on  the  plans 
of  care. 

418.58  QUALITY  ASSESSMENT  & 
PERFORMANCE  IMPROVEMENT  : 


This  CONDITION  is  not  met  as  evidenced  by: 
o  ■  Failure  of  the  hospice  to- develop,  implement, 
and  maintain  an  effective,  ongoing,  hospice-.wide 
data-driven  quality  assessment  and  performance 
improvement  program  that  reflects  the  ' 
complexity  of  its  organization  and  services; 
involves  ail  hospice  services  (including  those  ■ 
services  furnished  under  contract  or       '  • 
arrangement);  focuses  on  indicators  related  to 
improved  palliative  outcomes;  and  takes  actions 
to  demonstrate  improvement  in  hospice 
performance.  See  L560,  L551 

o  Failure  io  ensure  a  quality,  management 
system  that  is  able  to  measure,  analyze,  and 
track  quality  indicators,  including  adverse  patient 
events,  and  other  aspects  of  performance  that 
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ONGOING 

§  418.58  QUALITY  ASSESSMENT  AND 
PERFORMANCE  IMPROVEMENT 

To  ensure  the  hospice  develops,  implements, 
and  maintains  an  effective,  ongoing, 
hospice-wide,  data-driven  QAPI  program 
that  reflects  the  complexity  of  the 
organization  and  its  services  and  focuses  on 
indicators  related  to  improved  palliative 
outcomes  and  takes  actions  to  demonstrate 
improvement  in  hospice  performance,  the . 
following  corrective  measures  will  be  .  , 

completed  by  the  date  specified:  £  Jc€  oJav**- to  1  r  &  C*V 
The  Interim  A&aku&2£Q£  and  the 
hospice's  QAPI  Committee  will 
ensure  that  the  hospice's  QAPI 
program  provides  for  measurable 
improvement  in  indicators  related 
to  palliative  outcomes  and  hospice 
services.  This  will  be  evidenced 


Implement 
ed 

11/20/09 


by: 


The  identification  of 
quality  indicators  that 
assess  hospice  services, 
operations  and  processes 
of  care; 

Collection  of  data  related 
to  the  selected  quality 
indicators;  and 
Analysis  of  the  data  to 


Completio 
n  date: 
12/4/09 
and 

Ongoing 
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enable  the  hospice  to  assess  processes  of  care, 
hospice  services,  and  operations  See  L562 

o  Failure  to  ensure  that  the  data  collected  is  used 
to  monitor  the  effectiveness  and  safety  of 
services  and  quality;  identifies  opportunities  and 
priorities  for  improvement,  See  L5S4 

o  Failure  to  ensure  that  the  governing  body 
approves  the  agency's  program  including  the 
frequency  and  detail  of  the  data  collection-.  See ' 
L565 

o  Failure  to  develop  a  policy  that  outlines  and- 
tracks  adverse  patient  events,  analyze  their- 
causes,  and  implement  preventive  actions  and 
mechanisms  that  include  feedback  and  learning 
throughout  the  hospice  See  L569         ■,  '  . 

o  Failure  to  ensure  that  a  performance 
improvement  program  is  in  place  that  can 
measure  success  after  implementing  actions  .tp> 
improve  performance  and  ensure  improvements 
are  sustained  1570  ' 

o  Failure  to  ensure  that  the  hospice  developed 
performance  improvement  projects  based  on  the 
needs  of  the 'hospice's  population  and  interna! 
organizational  needs,  must  reflect  the  scope, 
complexity,  and  past  performance  of  the  ■  ■ 
hospice's  services  and  operations  See  L571,  ■ 
L572. 

The  cumulative  effect  of  these  systemic  problems 
resulted  in  the  hospice's  failure  to  ensure  the  1 
provision  of -quality  health  care  and  the  ability  to 
self  identify  area  in  need  of  improvement. 
Additionally,  this  failure  to  self  identify  areas  in  ■ 
need  of  improvement  has  resulted  in  negative  out 
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{«)  ■ 
COMPLETION 
DATE 


11/30/09 


11/30/09. 


Implement 

ation: 

12/1/09 


Completio 
n  12/18/09 
and 

Ongoing 


3. 


FORM  CMS-25S7£D2-99)  Previous  Versions  Obsolete 


Event  ID:NYKK11 


select  appropriate 

performance  improvement 

projects  based  on  the  size 

and  complexity  of  the 

hospice  program. 
The  QAH  Committee  will  ensure 
that  HPCI's  QAPI  program  is  data- 
driven.  This  will  be  evidenced  by: 

•  Hie  identification  of 
quality  indicators  that 
assess  hospice  services, 
operations  and  processes 
of  care; 

•  Approval  of  the  scope  and 
frequency  of  data 
collection  by  the  hospice's 
governing  body; 

•  Collection  of  data  related 
.  .  to  the  selected  quality 

indicators;  and 

•  Analysis  of  the  data  to 
monitor  the  hospice's 
quality  o  f  services  and 
operations  and  to  select 
appropriate  performance 
improvement  projects 
based  on  the  size  and 
complexity  of  the  hospice 
program. 

Hie  hospice's  governing  body  will 
receive  an  in-service  related  to  its 
responsibilities  regarding  the 
hospice's  QAPI  program.^:  „ .  "  ""xwv> 

•  The  Interim  AUi^Sflfr  ^  * 
and  leadership  team  will 
meet  with  the  governing 

.  body  to  present  the  revised 
and  updated  QAPI 
program. 

•  The  governing  body  will 
approve  the  scope  and 
frequency  of  data 
collection. 


Completio 
n  11/18/09 


Completio 


i 


v ' 
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comes  for  four  patients:  #1,  7,  8,  13  and.  potential 
negative  outcomes  for  the  agency's  entire  patient 
population. 

41 8.58  QUALITY  ASSESSMENT  & 
PERFORMANCE  IMPROVEMENT  . 

The  hospice  must  develop,  implement,  and 
maintain  an  effective,  ongoing,  hospice-wide 
data-driven  quality  assessment  and  performance 
improvement  program.  . 

The  hospice's  governing  body  must  ensure  that, 
the  program:  reflects  the  complexity  of  its 
organization  and  services;  involves  all  hospice 
services  (including  those  services. furnished 
.under  contract  or  arrangement);  focuses  on 
indicators  related  to  improved  palliative  . 
outcomes;  and  takes  actions  to' demonstrate 
improvement  in  hospice  performance.  The  _ 
hospice  must  maintain  documentary  evidence  of 
its  quality  assessment  and  performance 
improvement  program  and  be  able  to 
demonstrate  its  operation  to  CMS. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  governing  body  meeting 
minutes,  continuous  quality  improvement  meeting 
.minutes,  policy  and  procedures  and  interviews 
with  the  Director  of  Nursing  (DON)  and  the 
Executive  Director,  there  is  no  evidence  thatthe 
hospice  has  developed  an  agency  wide  data 
driven  quality  assessment  and  performance 
improvement  program.  ■ 

Specifically,  the  surveyor  interviewed  the  DON  on 
09/11/09  and  asked  her  to  identify  the  quality 
assessment  and  performance  improvement  ■ 
(QAPI)  coordinator.  The  DON,  stated  that  the 
QAPI  coordinator  resigned  in  August  2009  at 
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11/17/09 


•  These  actions  will  be 
documented  in  the 
governing  body  minutes. 

The  QAPI  Committee  will  define 
adverse  events  in  the  hospice's 
policies  and  procedures  an  d 
monitor  and  train  staff  with  regard 
to  reporting  adverse  events. 
Reportable  incidents  include  but  are 
not  limited  to: 

•  Adverse  outcomes, 
including  medical  errors 

•  Damage  to  patient,  family 
or  hospice  property 

•  Employee,  volunteer, 
patient  or  family  injury  or 
endangerment  including 
fells; 

•  Equipment  malfunction  or 
failure; 

•  Suicide  attempts  or 
ideation 

•  Automobile  accidents 

•  Problems  related  to  the 
safe  use  and  handling  of 

■    narcotics;  and 

•  Violations  of  privacy 
and/or  security  policies 
and  procedures 


When  an  adverse  event  is 
identified,  the  following  process  is  Ongoing 
implemented  by  the  interim  6-uxV\\j-«- 
AdlliilliSUaUJi.       re.  l*tO>T 
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comes  for  four  patients:  #1,  7,  8,  13  and  potential; 
negative  outcomes  for  the  agency's  entire  patient! 
population.  ,  . 

41 8:58  QUALITY  ASSESSMENT  & 
PERFORMANCE  IMPROVEMENT 

The  hospice  must  develop,  implement,  and 
maintain  an  effective,  ongoing,  hospice-wide 
data-driven  quality  assessment  and  performance 
improvement  program. 

The  hospice's  governing  body  must  ensure  that 
the  program:  reflects  the  complexity  of  its 
organization  and  services;  involves  all  hospice 
services  (including  those  services  furnished 
under  contract 'or  arrangement);  focuses  on 
indicators  related  to  improved  palliative 
outcomes;  and  takes  actions  to  demonstrate 
improvement  in  hospice  performance.  The 
hospice  must  maintain  documentary  evidence  of 
its  quality  assessment  and  performance 
improvement  program  and  be  able  to 
demonstrate  its  operation  to  C.MS.  ' 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  governing  body  meeting 
minutes,  continuous  quality  improvement  meeting 
minutes,  policy  and  procedures  and  interviews 
with  the  Director  of  Nursing  (DON)  and  the 
Executive  Director,  there  is  no  evidence  that  the 
hospice  has  developed  an  agency  wide  data 
driven  quality  assessment  and  performance 
improvement  program. 

Specifically,  the  surveyor  interviewed  the  DON  on 
09/1 1/09  and  asked  her  to  identify  the  quality 
assessment  and  performance  improvement 
(QAPI)  coordinator.  The  DON,  stated  that  the 
QAP1  coordinator  resigned  in  August  2009  at 


L559 
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6. 


a.  An  incident  report  is  completed  - 
by  the  staff  member  who  first  ] 
becomes  aware  of  the  incident  or ! 
adverse  event.  j 

b.  The  adverse  event  is  discussed  j 
during  the  daily  "stand-up"  j 
and/or  the  weekly  IDT  meetings,  j 

c.  Incident-related  investigation  and  I 
appropriate  follow  up  are  .  j 
documented  to  ensure  that  any  j 
ongoing  or  future  risks  are 
identified  and,  impossible, 
minimized. 

■  d.    The  QAPI  Committee  will  conduct 
monthly  audits  of  all  adverse 
event  reports  received  the  prior 
month  to  identity  and  address  ■ 
possible  trends, 
e.    A  report  of  the  monthly  audit 
findings,  as  well  as  any  incident- 
related  trends,  will  be  presented 
to  the  QAPI  committee  on  a 
monthly  basis.  ONGOING 
HPCI  will  identify  appropriate  performance 
improvement  projects  based  on  data 
included  in  the  Statement  of  Deficiencies 
dated  October  29,  2009.  Given  that  the 
.deficiencies  contained  therein  evidence 
past  performance  in  need  of  improvement; 
performance  improvement  projects 
identified  throughout  this  plan  of  correction  j 
will  assist  in  correcting  deficiencies  and     ■  ! 
improving  the  quality  of  care  provided  to 
the  hospice's  patient's  and  families. 
■-^3.    HPCI  will  ensure  that  the 
\  performance  improvement 

\  projects  selected  based  on  the 
■ .  /Statement  of  Deficiencies  dated 
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comes  for  four  patients:  #1 ,  7,  8,  13  and  potential 
negative  outcomes  for.  the  agency's  entire  patient 
population.  ' 
41 8.58  QUALITY  ASSESSMENT  & 
PERFORMANCE  IMPROVEMENT 

The  hospice  must  develop,  implement,  and 
maintain  an  effective,  ongoing,  hospice-wide 
data-driven  quality  assessment  and  performance 
improvement  program. 

The  fibs  pice's  governing  body  must  ensure  that, 
the  program:  reflects  the  complexity  of  its 
organ izattoh  and  services;  involves  all  hospice 
'services  (including  those  services. furnished" 
.under  contract  or  arrangement);  focuses  on 
indicators  related  to  improved  palliative 
outcomes;  and  takes  actions  to  demonstrate 
improvement  in  hospice  performance.  The 
hospice  must  maintain  documentary  evidence  of 
its  quality  assessment  and  performance 
improvement  program  and  be  able  to 
demonstrate  its  operation  to  CMS.  ■ 

This  STANDARD,  is  not  met  as  evidenced  by; 
Based  on  a  review  of  governing  body  meeting 
minutes,  continuous  quality  improvement  meeting 
minutes,  policy  and  procedures  and  interviews 
with  the  Director  of  Nursing  (DON)  and  the 
Executive. Director,  there  is  no  evidence  that.the 
hospice  has  developed  an  agency  wide  data 
driven  quality  assessment  and  performance_ 
improvement  program. 

Specifically,  the  surveyor  interviewed  the  DON  on 
09/11/09  and  asked  her  to  identify  the  quality 
assessment  and  performance  improvement 
(QAPl)  coordinator.  The  DON,  stated  that  the 
QAPI  coordinator  resigned  in  August  2009  at 

L559 
1560 

10/29/09  focus  on      '.      '  - 
unproved  palliative 
outcomes,  enhanced 
quality  of  care,  and 
improved  services  to 
hospice  patients  and  their 
families. 

7 .    The  Q  AH  Committee  will  utilize 

the  QAPI  Navigator,  a  Implement 
comprehensive,  web-based  QAPI  ation;12/7/ 
tool  that  captures  and  aggregates  °9 
patient  data  and  reports  hospice 
quali  ty  measures  for  complian  ce. 

•  Metrics  from  Assessment 
and  Update  forms  are  ■ 
entered  into  the  QAPI 
navigator  by  an 
administrative  assistant 

•  The  data  is  aggregated  by 

j                   the  Navigator  program  and 
benchmarked  against 
standards  and  other 
hospices.  Result  Reports 
are  available  immediately. 

•  The  analyzed  data  i  s 
reviewed  by  the  QAPI 

committee  and  suggestions  » 
are  made  for  process  > 
improvement. 

•  Data  results  and  j 
recommendations  are 

reviewed  and  PJJP's 
approved  by  the 
Governing  Body  at 
Monthly  meetings. 

8.   Policies  and  procedures  that 

comprehensively  describe  HPCFs      1 1/16/09  j 
QAPI  Program  and  adverse  events  t 
have  been' approved  by  the 
hospice's  governing  body. 
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which  time  she  assumed  the  additional 

responsibilities' as  the  QAPI  coordinator. 

The  surveyor  asked  the  DON  to  give  an  overview 
of  the  QAPI  program.  The  DON  stated  that  the 
agency  has  a  committee  that  meets  monthly 
called  the  Continuous  Quality  Improvement  (CQ1) 
committee.  The- purpose  of  this  committee  is  to 
implement  the  "2009  Monitoring  Plan".'  The 
surveyor  requested  a  copy  of  the  policy  for  QAPI. 
The  DON.  stated  that  they  do  not  have  such  a 
policy.  • 

The' Hospice  does  not  have  a  policy  describing 
their  quality  assessment  and  performance 
improvement  program  and  the  2009  Monitoring 
plan  does  not  include  the  following  components: 

-  indicators' related  to  palliative  outcomes  and' 
hospice  services 

-  quality. indicator  data,  including  patient  care,  , 
and  other  relevant  data,  in  the  design  of  its  . 
program  to  monitor  the  effectiveness  and  safety 
of  services  and  quality  of  care;  and  identify 
opportunities  and  priorities  for  improvement. 

-  a  plan  to  measure,  analyze,  and  track  quality 
indicators,  including  adverse  patient  events,  and 
other  aspects  of  performance  that  enable  the 
hospice  to  assess  processes  of  care,  hospice  . 
services,  and  operations. 

-  there  is  no  plan  to  ensure  that  the  performance 
improvement  activities  affect  palliative  outcomes, 
patient  safety,  and  quality  of  care 

The  2009  Monitoring  Plan  does  state  that  the 
agency  will  conduct  comprehensive  record 
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The  QAPI  Committee  will  ensure 
that  education  regarding  the 
hospice's  QAPI  program  is 
provided  to  staff  and  volunteers 
utili2ing  resources  from  the 
Hospice  Education  Network. 
1  RN  staff  member*  and  the 
Governing  Board  of  Directors 
President  to  attend  NY  State  DOH 
funded  QAPI  Training. 
1 1.  Education  will  be  provided  to  the 
hospice  governing  body  regarding 
its  executive  responsibilities  with 
regard  to  the  hospice's  QAPI 
program.  COMPLETION  DATE: 
INITIAL  EDUCATION: 
10/28/09  UPDATED 
EDUCATION:  11/18/09 
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reviews  and  focused  record  reviews  for  nursing. 
The  monthly  CQI  meeting  minutes  were  reviewed 
from  01/27/09  to  07/14/09.  the  meeting  minutes 
lacked  evidence  of  comprehensive  record 
reviews  and  or  focused  record  reviews  for 
nursing..  '  •  '  '  ■ 

•This  was  discussed  with  the  Executive  Director 
on  08/24/09,  and  stated  that  the  agency  had  not 
performed  record  reviews  since  December  2008. 
The  Executive  Director' stated  that  they  just  did 
not  have  the  enough  personnel  to  perform  record 
reviews. 

On  09/11/09,  the  surveyor  reviewed  the  above  . 
information  with  the  DON  and  Executive  Director. 
No  further  information  was  provided. 

Failure  of  the  hospice  to  ensure  that  a  quality 
assessment  and  performance  program  is 
developed  has  the  potential  for  unmet  patient 
needs  and  the  inability  of  the  hospice  to  assess 
quality.  * 
'418.58(a)(1)  PROGRAM  SCOPE  ' 

(1)  The  program  must  at  least  be  capable  of ;  : 
showing  measurable  improvement  in  indicators 
related  to  improved  palliative  outcomes- and 
hospice  services. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a' review  of  the  agency's  quality 
assessment  and'improvement  program,  polices 
and  procedures  and  interviews  with  the  Director 
of  Nursing  (DON)  and  Executive  Director  there 
was  no  evidence  that  the  agency  program  is 
capable  of  measuring  improvement  related  to.  . 
palliative  outcomes.  .The  agency  program  doss 
not  include  data  driven  quality  indicators.  The  ■ 
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FORM  CMS-2567(02-99)  Previous  Versions  Obsolete 


Event  ID: NYKK11 


§  418.58(a)(1)  PROGRAM  SCOPE 
Please  refer  to  L559  #  1 
HPCI's  QAPI  program  is  being  revised. 
Policies  and  procedures  describe 
the  scope  of  the  program  and  the 
QAPI  plan  details  the  scope  and 
frequency  of  data  to  be  collected. 

J  1 .    The  Interim  Administrator  and  the 

hospice's  QAPI  Committee  will 
*       ensure  that  the  hospice's  QAPI 
program  provides  for  measurable 
improvement  in  indicators  related 
to  palliative  outcomes  and  hospice 
services.  Xhis  ^ill  be  evidenced 
by: 

The  identification  of 
quality  indicators  that 
assess  hospice  services, 
operations  and  processes 
of  care; 

Collection  of  data  related 
to  the  selected  quality 
indicators;  and 
Analysis  of  the  data  to 
select  appropriate 
performance  improvement 
projects  based  on  the  size  j 
and  complexity  of  the  j.  . 

hospice  program;  '  j 
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Continued  From  page  70 
agency  uses  only  the  information  from 
satisfaction  surveys  to  assess 'agency  quality 
status..  * 

On  09/11/09  an  interview  was  conducted  by  the 
'surveyor  with  the  DON  regarding -the  agency's 
quality  assessment  program.  The  DON  stated 
that  the  agency  does  not  have  an  established  - 
program  that  can  measure  improvement 'in  - 
palliative  outcomes..  Additionally,  the  agency  ' ' 
does  not  have  a  policy  in  place  that  outlines  the  ' 
program. 

418.58(a)(2)  PROGRAM  SCOPE  ■ 

(2)  The  hospice- must  measure,  analyze,  and  _ 
track  quality  indicators,  including  adverse  patient 
events,  and  other  aspects  of  performance  that 
enable  the  hospice  to  assess  processes  of  care, 
hospice  services,  and  operations. 

This  STANDARD  is'  not  met  as  evidenced  by: 
Based  on  a,  review,  of  the  policies  and*  procedures, 
quality  assessment  and  improvement  meeting 
minutes',  governing  body  minutes  and  interviews ' 
with  the  Director  of  Nursing  and-the  Executive-  * 
Director,  there  is  no  evidence  that  the  agency  has 
developed  quality  indicators  that  "will  assess 
hospice  care,  services,  operations  and  adverse 
patient  events.  - 

On  09/11/09  and  again  on  10/03/09,  the  surveyor 
asked  the  DON  for  a  policy  that  defines  the  * 
agency  program  for  quality  assessment  and 
improvement  The  DON  stated  that  the  agency 
does  not  have  a  policy  for  their  quality 
assessment  and  performance  improvement  ■ 
program.' 

Failure  to  develop  a  policy  that  defines  the 
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Continued  From  page  71 
agency  quality  assessment  and  improvement, 
program  has  left  the  agency  without  an  _  ■ 
mechanism  for  self  assessment  and  ability  to 
determine  quality  of  care  assessment.  . 
418.58(b)(2)  PROGRAM  DATA 

(2)  The  hospice  must  use  the  data  collected  to  do 
the  follow  ng:  ■  ■ 

(i)  Monitor  the  effectiveness  and  safety  of 
services  and  quality  of  .care. 

(ii)  Identify  opportunities  and  priorities  for  • ' 
improvement.  ■. 

This  STANDARD '  is  not  met  as  evidenced  by: 
SeeL562  ' 

418.58(b)(3)  PROGRAM  DATA  . 

(3)  The  frequency  and  detail  of  the  data  collection 
must  be  approved  by  the  hospice's  governing 
body. 

This  STANDARD  is  not  met  as  evidenced  by: 
Although  the  governing  body  received  a  copy  of 
the  2009  Monitoring  Plan  during  the  February 
2009  governing  body  meeting,  there  is  a  iack  of 
evidence  that  the  plan  contained  the  frequency 
and  detail  of  the  data  collection  process.  The  fact 
that  the  agency  has  not  developed  a  policy  for 
their  quality  assessment  and  performance 
improvement  plan,  confirms  that  the  governing 
body  has  not  reviewed  and  approved  any  . 
component. 

Failure  of  the  governing  body  to  approve  a 
complete  plan- for  quality  monitoring  has  resulted 
in  the  hospice's  inability  to  determine  quality  of 
care  issues  as  outlined  in  this  report.         ■  . 
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The  Interim  AWtiaisttatot  will  oversee 
review  of  existing  data  process 

•  QAPI  committee  to  identify  and 
document: 

o  All  performance 
.  improvement  projects  1 
being  conducted  ' 
o  The  reasons  for  conducting 

these  projects  ■ 
o  Measurable  progress 
achieved  during 
performance 
improvement  projects; 
and 

o  Evidence  that 
demonstrates  the 
■  operation  of  the 
hospice's  QAPI  program 

•  Through  the  comprehensive 
assessments  and  use  of  family 
satisfaction  surveys,  data  is 
collected  regarding  patient  and 
family  outcomes  related  to  the 

-', '2'"'  following  measures':  • 
— "*"!"'" '  o  Assessment  wi  thin  72  ! 

hours  of  patient  response  I 
to  question:  Was  your 
pain  brought  to  a  1 
comfortable  level  within  1 
'48  hrs  (2  days)  after     .  j ' 
admission.  I 
o  Assessment  of  Skin  ' 

Integrity,  with  the  1 
identification  of  Pruitis,  j 
Wounds,  an  d  Pressure  j 
ulcers  and  compliance  | 
with  Wound  Procedure 
Facility  I  o  Fall  Risk  Assessment  and 

Fall  rates 
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Continued  From  page  71 
agency  quality  assessment  and  improvement . 
program  has  left  the  agency  without  an 
mechanism  for  self  assessment  and  ability  to 
determine  quality  of  care  assessment  . 
418.58(b)(2)  PROGRAM  DATA 

(2)  The  hospice  must  use  the  data  collected  to  do 
the  following: '  ■-  '  ■ 

(i)  Monitor  the  effectiveness  and  safety  ot  . 
services  and  quality  of.care.      ■  • 

(ii)  Identify  opportunities  and  priorities  for  ■ 
improvement.       '      ■  • 

This  STANDARD'  is  not  met  as  evidenced  by: 
See  L562  ■  .  . 

418.58(b)(3)  PROGRAM  DATA  . 

(3)  The  frequency  and  detail  of  the  data  collection 
must  be  approved  by  the  hospice's  governing 
body. 

This  STANDARD  is  not  met  as  evidenced  by;  ^ 
Although  the  governing  body  received  a  copy  o. 
the  2009  Monitoring  Plan  during  the  February 
2009  governing  body  meeting,  there  is  a  lack  of 
evidence  that  the  plan  contained  the  frequency 
and  detail  of  the  data  collection  process.  The  fact 
that  the  agency  has  not  developed  a  policy  for 
their  quality  assessment  and  performance 
improvement  plan,  confirms  that  the  governing 
body  has  not  reviewed  and  approved  any  . 
component.  ■ 

Failure  of  the'  governing  body  to  approve  a 
complete  plan' for  quality  monitoring  has  resulted 
in  the  hospice's  inability  to  determine  quality  of 
care  issues  as  outlined  in  this  report. 
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QAPI  committee  is  responsible  for 
reviewing  and  analyzing  routine 
data  that  is  collected  by  th  e 
hospice  program  to  include: 
o  Average  and  median 

lengths  of  stay 
o  Utilization  of  levels  of 
care 

o  Referral  patterns  and 
delays  in  admission  and 
or  provision  of  services 
o  Complaint  and  incident 

report  logs 
o  Infection  surveillance  data 
o  Staff  and  volunteer 

surveys 
o  Patient/family  satisfaction 

surveys;  and 
o  Clinical  record  review  and  . 
monitoring     g  *  to*M%         r'  £,  t  frw 
•  The  Interim  A^nasairtwrtcr  is  '  j 

responsible  for  reviewing  reports 
from  the  QAPI  Committee  and 
analyzing  data  collated  related  to 
the  financial  performance  of  the 
hospice  including 

:  o  Staff  productivity  and 

services  provided 
o  Patient  costs  per  day' 
o  Additional  cost  report 

related  data 
o  Accounts  receivable  and 

payable 
o  Status  of  the  annual  .. 

operating  budget 
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The  results  of  the  governing  body  meeting 
minutes  review  were  discussed  with  the 
Executive  Director  on  09/10/09,.  no  further 
information  was  provided.  , 
418.58(c)(2)  PROGRAM  ACTIVITIES 

(2)  Performance  improvement  activities  must 
track  adverse  patient  events,  analyze  their 
causes,  and  implement  preventive  actions,  and  L570 
mechanisms. that  include  feedback  and  learning 
throughout  the  hospice, 

This  STANDARD  is  not  met  as  evidenced  by. 
Seel56l' 

41 8.56(c)(3)  PROGRAM  ACTIVITIES 

(3)  The  hospice  must  take  actions  aimed  at 
performance  improvement  and,  after 
implementing  those  actions,  the  hospice  must  . 
measure  its  success  and  track  performance  to 
ensure  that  improvements  are  sustained.  '  . 

This  STANDARD  is  not  met  a s  evidenced  by:  . 
SeeL561-' 

418.58(d)  PERFORMANCE  IMPROVEMENT 
PROJECTS  . 

Beginning  February  2, 2009,  hospices  must  ■ 
develop;  implement  and  evaluate  performance 
improvement  projects.  '  L571 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  the  hospice's  policies  and 
procedures  and  interviews  with  the  Director  of 
Nursing  and  Executive  Director,  there  is  a  lack  of 
evidence  that'the  hospice  has  developed  . 
performance  improvement  projects. 

Specifically,  on  09/11/09,  the  surveyor      ,  . 


§  418.58(c)(3)  PROGRAM  ACTIVITIES  .  12/7/09 
Please  refer  to  L559  #  1  and  8  and  L569. 

•  Performance  improvement 

activities  and  projects  are  selected 
that: 

o  Focus  on  high  risk;  high 

volume  and  problem 

prone  areas 
6  Consider  incidence, 

prevalence  and  severity 

of  problems  in  high  risk; 

high  volume  and 

problem  prone  areas 
o  Affect  palliative  outcomes, 

patient  safety  and  quality 
-   of  care 

•  QAPI  committee  to  determine  2010 

plan  and  present  to  governing 
body 

Please  refccto-L559#  2    "~  1  (Ptf^Jk 

•  Initial  PEP  id-  focused  on  pain,  skin   1  u^&-  3 
'  integrity  and  fells  as  related  to 

safe  and  comfortable  dying. 
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SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


L572  418.58(d)(1)  PERFORMANCE  IMPROVEMENT 
PROJECTS 

(1)  The  number  and  scope  of  distinct 
performance  improvement  projects  conducted 
annually,  based  on  the  needs  of  the  hospice's 
population  and  interna)  organizational  needs* 
must  reflect  the  scope,  complexity,  and  past  , 
performance  of  the  hospice's  services  and 
operations. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  an- interview  with  the  Director  of  ■ 
Nursing  arid  Executive. Director  and  review  of  the 
agency's  policies  and  procedures,  there  is  no 
evidence  that  the  hospice  has  Identified  areas  in 
need  of  performance  improvement  and 
developed  projects  to  assess,  performance.  An 
interview  with  the  Executive  Director  and  Director 
of  Nursing  completed  on  09/11/09  confirmed  that 
the  hospice  has  not  develop  performance 
improvement  projects.    , ,  \ 

SeeL57t      ■  . 
418.64(b)(1)  NURSING  SERVICES 

(1)  The  hospice  must  provide  nursing  care  and 
services  by  or  under  the  supervision  of  a 
registered  nurse.  Nursing  services  must  ensure 
that  the' nursing  needs  of  the  patient  are  met  as 
identified  in  the  patient's  initial  assessment,"  ■ 
comprehensive  assessment,  and  updated 
assessments. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  14  clinical  records,  policies 
and  procedures  and  interviews  with  the  Director 
of  Nursing,  Executive  Director  and  agency  staff, 


)D  PROVIDER'S  PLAN  OF  CORRECTION 

PREFSX  {EACH  CORRECTIVE  ACTION  SHOULD  BE 

TAG  CROSS-REFERENCED  TO  THE  APPROPRIATE 

DEFICIENCY) 


■  tX5) 
COMPLETION 
BATS 


L572. 


§  418.58(d)(1)  Performance  Improvement  12/7/89 
Projects 

Please  refer  to  L559  #  2 

♦  Initial  PIP  to  focus  as  stated  above 

•  QAPI  committee  to  identity  20 1 0 

plan 
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Continued  From  page  75 
there  is  no  evidence  in  14  records  that  there  was 
consistent' nursing  supervision  of  the  patient  care 
and  that  the  patients  nursing  needs  are  being 
met         '  . 

Failure  to  ensure  that  the  nursing  needs,  of  patient 
and  family  are  met  has  led  to  a  lack  of  symptom 
management  and  negative  outcomes  for  4 
patients*  1,  7,  B,  13  and  the  potential  for 
negative  outcomes  for  the  agency's  patient   ■  - 
population. 

Although  the  hospice  has  structured  its  program 
to  include  patient  care  managers  to  provide 
supervision,  the  agency  has  failed  to  ensure  that 
patient  care  managers,  primary  nurses,  and  ' 
on-call  nurses  have  a  dear  understanding  of  their 
role  in  the  provision  of  nursing  services. 

See  L524,  L533,  L538,  L539,  L540 

418.100  ORGANIZATIONAL  ENVIRONMENT 


This  CONDITION  is  not  met  as  evidenced  by. 
o.  Failure  to  ensure  that  initial  and  comprehensive 
assessments  are  of  sufficient  scope  to  identify  the 
total  needs  of  the  patient  and  family  See  L524 

o  Failure  to  ensure  that  comprehensive 
assessments  are  updated  and  include  information 
regarding  the  patient's  progress  towards  desired  ■ 
outcomes  and  response  to  care  provided.  See 
L533 

o  Failure  to  ensure  that  the  comprehensive 
assessments  contain  data  elements  that  allow  for 
measuring  patient  outcomes  and  are  used  in  . 
individual  patient  care  planning  and  in 
coordination  of  services.  See  L535. 
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11/16/09 
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§  418.64(b)(1)  NURSING  SERVICES 
In  addition  to  the  corrective  actions  detailed 
at  L524,  L533,  L538,  L539  and  L540,  the 
following  corrective  actions  address  the 
■  deficiencies  cited  at  L591:  t^exJ*".^  rcu-W 

1.  The  Interim  AHminiBfrator  will 
ensure  that  the  nursing  team 
members  attend  an  in-service  on  die 
RNs  responsibility  in  patient  care 
supervision  and  coordination  of 
care  that  includes:        ^  ■,  redrtN" 

a.  The  role  of  the  Mmmgcr  of 
Clinical  Services/Clinical 
Supervisor(s),  primary 
nurse(s)  registered 
nurses(s),  and  on-call 
nursefs)  in  coordination  of 
care  and  supervision  of 
.nursing  services. 

b.  Components  of  RN 
supervision:  clinical  record 
review,  verbal  or  written 
instruction,  plan  of  care 
review,  and  observation  in 
the  clinical  area. 

c.  Documentation  of  the  in- 
service  content  and 
attendance  will  be 
maintained.  -  *  ■ 

2.  Policy  on  Nursing  Services 

approved  by  Governing  Body  [ 


RN  supervision:  Each  RN  will  be  observed         12/31/09  completion 
during  a  patient  visit  by  either  the  Director  of 
Clinical  Services,  Clinical  Supervisor,  Interim 
Executive  Director  or  other  qualified  RN.  Any 
issues  with  patient  care  that  need  to  be  addressed 
will  be  done  at  the  visit.  Further  coaching 
1  will  occur  if  needed  after  the  visit  by  doing  an 
overview  with  the  RN.  A  form  .will  be  developed  12/1/09  completion 
to  document  the  visit  outcome. 

The  clinical  documentation  each  RN  completes 
will  be  included  in  the  100%  initial  and  comprehensive 
assessment  audit  that  will  be  performed  as 
previously  stated.  Coaching  will  occur  for  issues 
or  needs  that  are  found  with  each  RN  immediately 
and  will  be  documented  by  the  Clinical  Supervisor. 

Annually  a  supervised  patient  visit  will  occur  for  each  RN 
as  part  of  their  annual  performance  evaluation.  Any  identified 
education  need  or  care  issue  could  result  in  a  supervised  visit  at 
any  time. 
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L  591  Continued  From  page  75  • 

there  is  no  evidence  in  14  records  that  there  was 
consistent"  nursing  supervision  of  the  patient  care 
and  that  the  patient's  nursing  needs  are  being 
■met. 

Failure  to  ensure  that  the  nursing  needs.of  patient 
and  family  are  met  has  led  to  a  lack  of  symptom 
management  and  negative  outcomes  for  4 
patients*  1,  7,  8, 13  and  the  potential  for 
negative  outcomes  for  the  agency's  patient 
population. 

Although  the  hospice  has  structured  its  program 
to  include  patient  care  managers  to  provide 
supervision,  the  agency  has  failed  to  ensure  that 
patient  care  managers,  primary  nurses,  and  . 
on-cal!  nurses  have  a  clear  understanding  of  their 
role  in  the  provision  of  nursing  services.  - 

See  L524,  L533,  L538,  L539,  L540 
L648  418.100  ORGANIZATIONAL  ENVIRONMENT  L648 


This  CONDITION  is  not  met  as  evidenced  by:  _ 
o  Failure  to  ensure  that  initial  and  comprehensive 
assessments  are  of  sufficient  scope  to  identify  the 
total  needs  of  the  patient  and  family  See  Lo24 

o  Failure  to  ensure  that  comprehensive  _ 
assessments  are  updated  and  include  information 
regarding  the  patient's  progress  towards  desired 
outcomes  and  response  to  care  provided.  See 
L533 

o  Failure  to  ensure  that  the  comprehensive 
assessments  contain  data  elements  that  allow  for 
measuring  patient  outcomes  and  are  used  in  . 
individual  patient  care  planning  and  in 
coordination  of  services.  See  L535. 
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•12/08/f 


§418.100  ORGANIZATIONAL 
ENVIRONMENT 

Please  refer  to  the  corrective  actions,  persons 
responsible  and  completion  dates  detailed  at 
L524,  L533,  L535,  L538,  L539,  L540, 
L543,  L548,  L553,  L560,  L655,  and  L763- 

•  Revised  initial  and  comprehensive 
assessments  and  provided  education 
to  staff  on  use  of  tools 

•  Ensured  new  assessment  tools 
contain  data  elements  to  measure 
outcomes  and  can  be  effectively 
used  in  care  planning 

•  Revised  care  planning  process 

•  Revised  and  implemented  QAPI 

program  (yL 
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L648 


6  Failure  to  ensure  that  a  system  is  in  place  to 
ensure  that  the  registered  nurses  fulfilling  the 
roles  and  responsibilities  of  patient  care,  - 
supervision,  and  coordination  of  care.  See  L524, 
L533,  L539,  L540 

o  Failure  to  ensure  that  written  plans  of  care  are 
individualized;  specify  care  and  services  to  meet 
the  needs  identified  in  the  comprehensive 
assessment;  reflects  patient  and  family  goats; 
includes  a  detailed  scope  and  frequency  of 
services  including  measurable  outcomes.  See 
L538,  L  540,  L543,  L545,  L548.  ' 

o  Failure  to  ensure  that  the  interdisciplinary' 
.group  reviews  and  revises  the  plan  of  care;'  that' 
the  revised  plan  of  care  includes  information  from 
the  patient's  updated  comprehensive  assessment 
and  includes  the  patient's  progress  towards 
outcomes  and  goals;  that  there  is  a  system  in 
place  to  ensure  coordination  and  supervision  of 
the  care  and  services  provided.  See  L539,  L553 


o  Failure  to,  ensure  that  the  hospice  develops 
and  implements  a  program  for  continuous  quality 
assessment  and  performance  improvement. 
See  L560 

o  Failure  to  ensure  that  the  hospice  provides 
professional  management  of  care  provided  to  ■ 
patient's  residing  in  the  skilled  nursing  facility. 
See  L655 

o  Failure  to  ensure  that  the  hospice  enters  into  a 
written  agreement. that  specifies  the  provision  of 
hospice  services  in  the  facility.  See  L763 

The  cumulative  effect  of  these  systemic  problems 
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Continued  From  page  77 
resulted  in  the  hospice's' failure  to  ensure-the 
provision  of  quality  health  care.  Additionally,  this 
failure.to  provide  oversight  resulted  in  negative 
outcomes  for  four  patients:  #1,  7,  8,  13  and^ 
potential  negative  outcomes  for  the  agency's 
entire  patient  population.  .  . 

418.100(a)  SERVING  THE  HOSPICE  PATIENT 
AND  FAMILY 

The  hospice  must  provide  hospice  care  that- 

(1 )  Optimizes  comfort  and  dignity;  and 

(2)  Is  consistent  with  patient  and  family  needs 
and  goal's,  with  patient  needs  and  goals  as 
priority. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  14  clinical  records  and 
review  of  the  hospices  total  program,  there  is  a 
lack  of  evidence  that  the  hospice  provides  care 
that  is  consistent  with  patient  and  family  needs 
and  goals.  There  is  a  lack  of  evidence  that  the 
hospice  program  has  the  skill'  and  expertise  to 
ensure  that  the  needs  of  all  of  it's  patients  and 
families.  The  scope  of  this  report  identifies  the 
agency's  failure  to  ensure  that  care  provided  by  ■ 
the  hospice  optimizes  comfort  and  dignity. 

Failure  to  ensure  qualtty  care  has  resulted  in  the 
unmet  patient  needs. 

See  L538,  L539 

418.100(b)  GOVERNING  BODY  AND  ■ 
ADMINISTRATOR 

A  governing  body  (or  designated  persons  so 
functioning)  assumes  full  legal  authority  and  _ 
responsibility  for  the  management  of  the  hospice, 
the  provision  of  all  hospice  services,  its  fiscal 
operations,  and  continuous- quality  assessment 
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§.41 8.1 00(a)  SERVING  THE  HOSPICE  PATIENT 
AND  FAMILY 

To  ensure  the  hospice  provides  hospice  care 
thai  optimizes'  comfort  and  dignity  and  is 
consistent  with  the  patient  and  family  needs 
and  goals,  the  following  corrective  measures 
will  be  completed  by  the  specified  date: 
1.    In  response  to-the  Statement  of  , 

■  Deficiencies  dated  10/29/09,  the  hospice's 
governing  body  and  Interim  Administrator 
are  implementing  ail  corrective  actions 
identified  in  this  Plan  of  Correction  wifh  the 
goal  of  ensuring  compfiance  with 
regulations  and  the  provision  of  high  quality 
■  care  and  services. 
The  governing  body  of  HPCI  is 
demonstrating  its  commitment  to  ^ 
improving  the  quality  of  care  provided  by 
the  hospice  by  the  appointment  of  an 
'  interim  Administrator  and  allocating  4 
resourc  es  for  retaining  additional  outside 
expertise  to  assist  in  the  complete  and 
thorough  implementation  of  this  Plan  of 
Correction. 


L651 


§  418100(b)  GOVERNING  BODY  A 

L524  L533,  1535,  L539B,  L539,  L540,  and  L560  the 

following  corrective  actions  have  also  been 
Implemented  to  address  the  deficiencies  c.ted 
atL651.  ' 
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Continued  From  page  78  L651 
and  performance  improvement.  A  qualified 
administrator  appointed  by  and  reporting  to  the 
governing  body  is  responsible  for  the  day-to-day 
operation  of  the  hospice.  The  administrator  must 
be  a  hospice  employee  and  possess.education 
and  experience  required  by  the  hospice's 
governing  body. ' 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  14  clinical  records, 
Governing  Body  Meeting  Minutes,  Continuous  . 
Quality'  Improvement  meeting  minutes  from 
August  26,  2008  to  August  26,  2009,  interviews  ; 
with  the  Executive  Director ,  Director  of  Nursing 
and  Patient  Care  Manager,  there  is  a  lack  of 
evidence  that  the  Administrator  appointed  by  the 
•governing  body  is  fulfilling  the  responsibilities 
responsible  for  the  day  to  day  operation  of  the 
■hospice:  " 

o  Ensuring  the  implementation  of  plan"  of 
corrective  action  pursuant  to  the  December  1 , 
2008  recertificatjon  survey:  A  post-certification 
survey  was  initiated  on  August  21 ,  2009,  dunng 
the  survey,  the  surveyor  interviewed. the  Director 
of  Nursing  and  Executive  Director.  Both  stated 
that  there  have  been  many  staffing  issues  which 
prevented  them  from  implementing  the  plan  of 
correction.  Failure  to  im  plement  t  he  pi  an  of  • 
■correction  has  resulted  in  repeat  deficient 
practices  that  include:  incomplete  assessments 
and  plans  of  care;  an  inadequate  quality 
assurance  and  performance  improvement  • 
program  that  self  identifies  areas  in  need  of 
improvement;  an  interdisciplinary  group  that  failed 
to  provide  supervision  of  hospice  cape  and 
services;  and  the  inability  to  provide  adequate 
skilled  nursing  services. 


§  418.100(b)  GOVERNING  BODY  AND 
ADMINISTRATOR 

In  addition  to  the  corrective  actions  detailed 
at  L524,  L533,  L535,  L5398,  L539,  L540, 
and  L560  the  following  corrective  actions 
have  also  been  implemented  to  address  the  1 
deficiencies  cited  at  L651. 
1 


09/30/0! 
and 

Ongoin 


The  governing  body  of  HPCI  has 
retained  outside  consultation  from 
Weatherbee  Resources,  Inc,  a 
nationally  known  and  highly 
regarded  hospice  consulting  firm. 
This  consultation  assisted  with  a 
baseline  compliance  audit  and 

provides  assistance  to  the  Interim  u-*-T=>"-  <" ettv^r 

AHminicfTflfcr  to  ensure  that  all 
components  of  this  plan  of 
correction  are  implemented  by  the 
specified  dates.  £  ^  fc^M  vj-o^i  t  %,t,Wf 

2.  The  ArtewHStnrmr  contracted  with 
Ann  Tonzi  for  clinical  leadership  09/18/0! 
and  compliance  support.  i  -  j*  \v       y_  . 

3.  The  governing  body  appointed  Ann  « vrecVft-C 
Tonzi  as  mterim  Adaiiai&tiator  to 
strengthen  the  hospice's  leadership 
and  assist  the  hospice  in  the 

'  implementation  of  this  Plan  of 
Correction  and  assume 
responsibility  for  HPCI 's 
compliance  with  regulations  and 
provision  of  quality  care. 


11/11/0! 
and 

Ongoin; 
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o  Ensuring  that  comprehensive  assessments  are 
of  sufficient  scope  to  identify  the  total  needs  of  . 
the  patient  and  family  See  L524 

o  Ensuring  that  the  registered  nurses' are.fulfilling 
the  roles  of  patient  care,  supervision,  and 
coordination  of  care.  See  L524,  L533,  L535 

o  Ensuring  that  comprehensive  assessments  are 
updated  and  include  information  regarding  the 
patient's  progress  towards  desired  outcomes  and 
response  to  care  provided.  See  L533 

o  Ensuring  that  the  comprehensive  assessments 
contain  data  elements  that  allow  for  measuring 
patient  outcomes  and  are  used  in  individual 
patient  care  planning  and  in  coordination  of. 
services.  See  L535. 

o  Ensuring  that  plans  of  care  are  individualized; 
specify  the  hospice  care  and  services- necessary 
to  meet  the  patient  and  family-specific  needs.  ■ 
See  538'  • 

o  Ensuring  that  tha-coordination  of  care  and 
continuous. assessment  of  each  patient's  and  , 
family's  needs  and  implementation  of  the 
interdisciplinary  plan,  of  care  is  facilitated  by 'a 
registered  nurse.  See  L539,  .L540 

o  Ensuring  that  the  hospice  implements 'a 
program  for  continuous  quality  assessment  and 
performance  improvement.  See  L560 

Failure  of  the  administrator  to  provide 
management  of  the  day  to  day  operations  of  the 
hospice  has  resulted  in  negative  outcomes  for  4 
patients  #  1,  7,  8,  13  and  the  potential  for 
negative  outcomes  for  the  entire  patient 
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1 655  418.100(b)  PROFESSIONAL  MANAGEMENT. 
RESPONSIBfLfTY 

A  hospice  that  has  a  written  agreement  with 
another  agency,  individual,  or  organization  to  - 
furnish  any  services  under  arrangement  must 
retain  administrative  and  financial  management, 
and  oversight  of  staff  and  services  for  all 
arranged  services,  to  ensure  the  provision 'of 
quality  care.  Arranged  services  must  be 
supported  by  written  agreements  that  require  thai 
alt  services  be-  •  . 

(1 )  Authorized  by  the  hospice; 

(2)  Furnished  in  a  safe  and  effective  manner  by 
qualified  personnel;  and 

(3)  Delivered  in  accordance  with  the  patient's  p!ar 
of  care.  . 


This  STANDARD  is  not  met  as  evidenced  by:  - 
Based  on  a  review  of  2  clinical  records  for 
patients  who  reside  in  a  skilled  nursing  facility  (#5 
and  #14}  and  interviews  with  the  hospice  Medical 
Director,  Executive  Director  and  the  Director  of 
Nursing  (DON),  there  is  a  iack  of  evidence  that 
the  hospice  provided  oversight  of  staff  and 
services  provided  to  2  (100%)  patients  residing  in 
the'  skilled  nursing  facility  (SNF). 

Failure  to  provide  professional  management  of 
care  and  services  provjded  to  patient's  residing' in 
the  skilled  nursing  services  has  the  potential  for 
unmet  symptom  management. 

1 .  Patient  #5 .was  admitted  to  the  hospice  on 
06/08/09  with  a  diagnosis  of  Thymus  cancer.  Thf 
patient  was  admitted  to  the  skilled  nursing  facility 
(SNF)  on  04/30/09.  The  hospice  nurse  failed  to  . 
adequately  assess  and  monitor  the  patient's  pain 
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§  418.100(e)  PROFESSIONAL 
MANAGEMENT  RESPONSIBILITY 

To  ensure  that  the  hospice  provides 
professional  management  of  care  and 
Services  provided  to  patients  residing  in  a 
SNF/NF  or  ICF/MR,  the  following 
corrective  measures  wilt  be  completed  by  the 
date  specified".        gfiUx&w*-  Vt  r  t  trV»  f 

1 .  The  Interim  ATttffiTtSffSTOr  will 
ensure  that  the  IDG  team  members 

attend  an  in-service  on  providing  U/20/09 
hospice  care  to  residents  of  a 
•   SNF/NF  or  ICF/MR  that  includes 
the  following: 

a.  The  organization's  policy 
on  caring  for  hospice 
patients  in  a  SNF/NF  or 
ICF/MR 

b.  Resident  Eligibility  for 
hospice  care 

c.  Professional  Management 

d.  Contract  Provisions 

e.  Hospice  POC 

f.  Coordination  of  Services 

g.  Orientation  and  training  of  . 
SNF/NF  or  ICF/MR  staff 

2.  The  hospice  has  subscribed  to  the 
Hospice  Education  Network's 

program  entitled  Providing  12/04/0 
Hospice  to  Residents  of  a  SNF/NF 
or  ICF/MR  that  details  professional 
management  responsibilities  when 
providing  care  to  residents  of  a 
SNF/NF  or  ICF/MR.  All  members 
of  the  IDG  will  be  required  to 
receive  a  passing  score  on  the  post 
test  for  this  in-service. 


2,   ^t^-A    W)^pU_P     ooi  V\ 

YYU>nrW  1-0%  ct"  SkjT~ 


-tb  ASSESS  covr^&ncp  b?'\Vr\  oiu^ 
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L655 


and  cardiac  status. 

Specifically,  the  hospice  nurse  visited  the  patient 
on  06/22/09  and'  identified  that  the  patient  had  a 
new  onset  of  lower  extremity  edema.  The  fDG 
met  on  OS/25/09  and  incorrectly  documented  that 
the  patient  had  edema  that  was  not  new  and  that 
there  were  no  new  interventions.  The  the  hospice 
nurse  failed  to  update  the  integrated  plan  of  care 
following  the  iDG  meeting  on  06/25/09  to  reflect 
the  new  symptom  of  edema. 

Additionally,  on  09/01/09,  at  9:35  arm,  the 
surveyor  conducted  an  observational  visit  with  the 
hospice  primary  nurse  at  the  skilled  nursing 
facility.  During  the  visit  the  surveyor  asked  the 
hospice  nurse  to  explain  her  process  for  ensuring 
continuity  of  care  and  care  oversight' The  hospice 
nurse  stated  that  she  comes  in  to  see  the  patient 
and  reviews  the  SNF  record  to  see  if  any  changes 
had  occurred  since  her  last  visit.  The  ■hospice' 
nurse  also  states  that  she  interviews  the  charge 
nurse  to  determine  pain  control  and  medication 
use.  '■ 

The  surveyor  reviewed  the  SNF  record- including 
the  progress  notes  and  medication  administration 
record  from  07/10/09  to  08/26/09. '  The  progress 
notes  included  a  note  dated  08/12/09  that  the  . 
patient  had  pain  in  the  left  shoulder  and 
requested  a  cortisone  shot.  The  note  was  written 
by  the  nurse  practioner  at  the  SNF.  On  09/03/09, 
the  surveyor  observed  the  interdisciplinary  group 
(fDG)  meeting,  during  the  meeting  this  patient  . 
was  reviewed  by  the  hospice  nurse  with  the  team. 

There  was  no  discussion  of  the  patient's  need  for 
a  cortisone  shot  or  thatshe  was  even  having 
shoulder  pairL  At  the  conclusion  of  the  IDG 
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meeting,  the  surveyor  interviewed  the  Medicai 
Director,  The  surveyor  asked  the  Medical 
Director  if  the  patient  receiving  a  cortisone  shot 
for  pain  was  something  that  should  have  been 
discussed'during  the  IDG  and  if  the  hospice  . 
would  have' input  prior  to  administration?  The 
Medical  Director  stated  that  yes  it  should  have 
been  discussed  prior  to  administration  however, 
he  was  unaware  that  the  patient  needed  the 
injection. 

There  is  no  evidence  that  the  patient's  symptoms 
are  being  reported  to;  authorized  and  managed 
by  the  hospice.  There  is  no  evidence  that  the 
cortisone  injection  was  administered  in 
accordance  with  the  hospice  plan  of  care. 

The  DON  and  Executive  Director  were  both  at  the 
IDG  meeting  when  this  record  was  reviewed  with 
the  Medical  Director  on  09/03/09.  No  further 
information  was  provided. 

2.  Patient  #14  was  admitted  to  the  hospice  on  . 
■07/21/09  with  a  diagnosis  of  dementia  and  to  the 
skilled  nursing  facility  in  2007.  the  hospice  failed 
to  provide  adequate  assessment  and  oversight  of 
the  patient  and  family  care_and~services.  The 
comprehensive  nursing  assessment  was 
completed  on  07/21/09  and  the  social  work 
assessment  was  completed  on  07/31/09. 

During  the  nursing  assessment  visit  completed  on 
07/21/09,  the  primary  nurse  identified  that  the 
patient  had  two  buttocks  wounds  measuring  #  1  - 
1 .2  cm  x  0.6  cm  x  0.1 5  cm,  #  2  -  0.8  cm  x  0.8  cm 
x  0.15  cm.  The  primary  nurse  then  documented 
"measured  07/20/09  by  skin  nurse".  Thereis.no 
evidence  that  the. hospice  nurse  observed  or 
assessed  the  actual  condition  of  the  wound.  The 
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hospice' nurse  visited  the  patient  weekly, 
however,  there  is  no  evidence  that  she  ever 
observed  the  SNF  nurse  perform  wound  care  or 
thatthe  hospice  nurse  observed  the  wounds 
during  any  of  her  visits. 

The  pian  of  care  does  not  indicate  that  the  . 
primary  nurse  is  going  to  assignlhe  responsibility 
for  wound  measurements  and  assessments  to 
.the  SNF  staff.  Additionally,  the  surveyor  attended 
an  IDG  meeting  on  09/03/09  during  which  this 
patient  was  discussed,  there  was  no  discussion 
about  the  patient's  wound  or  pressure  relieving 
measures.  The  oniy  comment  was  "stage  1! 
healing"  this  statement  was  only  given  after  the 
PCM  asked  the  primary  nurse  about  it. 

On  07/31/09,  the  spcia!  worker  completed  a 
comprehensive-assessment  of  the  patient  and 
family's  psychosocial  needs.  The  social 'worker 
documented  "family  having  difficulty  adjusting  to 
SNF".  The  social  worker  did  not  note  that  the 
patient  was  admitted  to  the  SNF  in  2007.  There 
was  also  no  pian  for  the  hospice  social  worker  to 
work'  with  this  family  to  ensure  that  their  needs 
were  met  in  the  SNF. 

On  09/11/09,  the  surveyor  interviewed  the 'social 
worker  and  asked  if  she  knew  that  the  patient  had 
been  in  the  facility  for  2  years.  The  social  worker 

^tatpd  th?it  vp<;  Qhp  knpw  that  thp  natipnt  had 

JluLCU   INCH  yCu  Dllw  rv|  IC/Vr  tl  IGH  MJW  Wullwl  11  E  1  LA\A 

been  in  the  facility  for  2  years,  but  that  the  family 
still  never  quite  adjusted  and  consistently  felt  that 
the  facility  was  not  providing  enough  care  for  the 
patient. 

The  surveyor  asked  the  social  worker  to  describe 
the  plan  developed  to  resolve  the  family's  issue 
and  where  she  documented  the  plan.  The  social 
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worker  stated  that  the  interventions  were  part  of 
the  integrated  SNF  plan.  The  surveyor  pointed 
out  that  the  only  plan  in  the  record  related  to  * 
family  issues  was  dated  07/30/09  and  the  only 
discipline  responsible  for  interventions  on  the  plan 
are  SNF  staff  members.  The  social  worker  did 
not  have  any  further  information  regarding  the 
■plan  for  managing  the  caregivers  stress. 
418.112(c)  WRITTEN  AGREEMENT  - 

The  hospice  and  SNF/NF  or  ICF/MR  must  have  a 
written  agreement  that  specifies' the  provision  of 
hospice  services  in  the  facility.  The  agreement 
must  be  signed  by. authorized  representatives  of 
the 'hospice  and  the  SNF/NF  or  ICF/MR  before 
the  provision  of  hospice  services. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  interview  with  the  Executive  Director 
and  revjew  of  i  written  agreement  between  the 
hospice  and"  the  skilled  nursing  facility,  there  is  a- 
lack  of  evidence  that  the.  hospice  developed  "and 
implemented  written  agreement  based  on  the  ■ 
new-regulatory  requirements. 

An  interview  with  the  Executive  Director  was  .  , 
conducted  on  August  26,  2009  at  1 2:00  pm.  The 
surveyor  requested  contracts  for  the  skilled  \ 
nursing  facilities  where  residents  are  currently  ■ 
receiving  care.  The  Executive  Director  stated  that 
he  has  not  revised  the  the  contracts'to  meet  the 
regulatory  requirements  of  the  new  Conditions  of 
Participation  dated  December. 2 ,2008." 

The  skilled  nursing  facility  contracts  lack  the 
■following: 

-  The  manner  in  which  the  skilled  nursing  facility 
and  the  hospice  are  to  communicate  with  each 
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§  418.112(c)  WRITTEN  AGREEMENT 
To  ensure  the  hospice  and  the  SNF/NF  or 
ICF/MR  has  a  written  agreement  that 
specifies  the  provision  of  hospice  services  in 
the  facility,  the  following  corrective 
measures  will  be  completed  by  the  date 
specified:  £££.CuV*  V^e'-V*' 

1 .  The  interim  Adfmms&aier  sent  an      1 0/28/0 
updated  contract  to  SNFs/NFs 

where  current  hospice  patients 
reside. 

2.  The  hospice  Administrator  will 

send  an  updated  contract  to  Ongoin 
facilities  where  no  current  hospice 
patients  reside,  prior  to  admitting 
patients  at  those  facilities. 

3.  The  Interim  Administrator 

developed  an  implementation  plan  11/11/C 
for  review  of  the  contract  and  sign- 
off  by  each  facility.  t^eu.V.vj-^feC'W^ 

4.  The  Interim  Administrator  created  a 
tickler  system  for  tracking  contract 
renewal  due  dates  to  ensure  that  no 
.vendor  contract  expires  unless  a 
suitable  alternative  vendor  is 
identified  and  a  contract  is 


I  a. 'In  addition  weekly  phone  calls,  emails 
and  in  person  visits  were  made  to 
Administrators  at  SNFs/NH's  who  have 
current  patients.  A  summary  of  the  changes 
to  the  COP's  that  would  affect  the  contract 
between  Hospice  and  the  SNF/NH  were 
outlined  and  e-mailed  or  delivered  in  person. 
The  contact  with  these  fecilities  is 
documented  in  a  spreadsheet  stating  the 
activity/date  and  time  and  by  whom. 
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other  and  document  such  communications  to 
ensure  that  .the  patient's  needs  are  addressed 
and  met  24  hours  a  day. 

7  The  delineation  of  the  responsibilities  which 
include  medical  direction  and  management  of  the 
patient  inducting  nursing.        *  , 

-  The  provision  stating  that  the  hospice  must 
report  a!!  alleged  violations  involving  •  ■ 
mistreatment,  neglect  or  verbal,  mental,  sexual 
and  physical  abuse 

-  A  delineation  of  the  responsibilities  of  the  . 
hospice  and.the  skilled-nursing  facility  to  provide' 
bereavement  services  to  skilled  nursing  facility 
staff.  ,  ' 

During  the  August  26,  2009  interview  with  the 
Executive  Director,  the  surveyor  asked  why  the 
contracts  were  not  revised?  The' Executive 
Director  did  not  give  an  explanation. 

Failure  to 'ensure  that  the  Hospice  has  a  written* 
agreement  that  specifies  the  provision  of  hospice 
services  has  the  potential  for  unmet  patient 
needs.' 

L  782  41 B.  112(f)  ORIENTATION  AND 'TRAINING  OF 
STAFF ,  :  -  • 

Hospice  staff  must  assure  orientation  of  SNF/NF 
or-ICF/MR  staff  furnishing  care  to  hospice 
'  patients  in  the  hospice  philosophy,  including  ; 
hospice. policies  and  procedures  regarding 
methods  of  comfort,  pain  control,  symptom 
management,,  as  well  as  principles  about  death 
and  dying,  individual  responses  to  death,  patient 
rights,  appropriate  forms,  and  record  keeping 
requirements. 
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1X51 
COMPLETION 
DATE 


2 a. Contracts  were  sent  to  Administrators 
where  no  hospice  patients  currently  reside. 
In  addition  weekly  phone  calls,  emails  to 
these  SNF/NH  Administrators.  A  summary 
of  the  changes  to  the  COP's  that  would 
affect  the  contract  between  Hospice  and  the 
SNF/NH  were  outlined  and  e-mailed,  faxed 
or  delivered  in  person.  The  contact  with 
these  facilities  is  documented  in  a 
spreadsheet  stating  the  activity,  date,  time 
and  fay  whom. 

3a.  A  detailed  spreadsheet  has  been 
developed  including  the  date  the  contract 
was  sent  and  when  it  was  returned  and  any 
additional  commentary. 

4a.Each  SNF/NH  contract  is  ongoing  will  be 
reviewed  and  revisited  each  year  with  the 
^Administrator.  If  the  contract  is  not 
renewed  a  plan  will  be  put  in  place  to  use  an 
acceptable  contracted  vendor. 


§  418.112(f)  ORIENTATION  AND 
TRAINING  OF  STAFF 

To  ensure  comprehensive  hospice 
orientation  of  SNF/NTF  or  ICF/MR  staff 
members  furnishing  care  to  hospice  patients, 
education  including  the  hospice  philosophy , 
hospice  policies  and  procedures,  methods  of 
comfort,  pain  control,  symptom 
management,  as  well  as,  principles  about 
death  and  dying,  individual  response  to 
death,  patient  rights,  and  appropriate  forms 
and  record  keeping  requirements,  the 
following  corrective  measures  will  be 
completed  by  the  specified  date: 
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This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  education  and  training 
documents  and  interviews  with  the  Director  of 
Nursing  (DON),  and  an  observational  home  visit 
in  a  skilled  nursing  facility,  there  Is  a  lack  of 
evidence  that  the  hospice  provides  orientation  '• 
and  training  programs  to  staff  at  skilled  nursing 
facilities  {SNFs)..  '  _  ■ 

Specifically,  the  hospice  contracts 'with  15  skilled 
nursing  facilities.  'On  09/11/09,  the  surveyor 
interviewed  the  Director  of  Nursing  and  asked  her 
who' provides  education  to  the  skilled  nursing 
facilities?  The  DOM  stated  that  she  is  performing 
the  educator. function  because  the  person     .  . 
responsible  for  educating  the  SNFs  is  on  leave 
and  not  available.  The  surveyor  asked  the  DON 
to  explain  how  staff  at  the  SNFs  are  oriented  to 
the  hospice  philosophy  and  receive  ongoing, 
training  regarding  pain  and  symptom 
management;  roles  and  responsibilities  for 
professional  management^  as  well  as  principles  of 
death  and  dying.-  The  DON  stated  that  they  have 
provided  two  inservices  with' the  skilled  nursing 
facilities  this  year,  however,  neither  of  the  2  .  ■" 
inservices  were  for  orientation  io  the  hospice. 

The  DON  also  stated  that  the  hospice  provided,2 
inservices  to  the  local  hospitals.  When  asked  if " 
the  inservices  included  an  orientation  to  the 
hospice  philosophy;  roles  and  responsibilities  for 
professional  management,  the  DON  stated  no, 
they  were  for  discharge  planning  to  increase- 
awareness  of  hospice  services.  . 

On  09/01/09,  the  surveyor  conducted  an' 
observational  home  visit  with  the  hospice  primary 
nurse  at  the  skilled  nursing  facility.  While  at  the  ' 


L  782  \    1 .    The  Interim  Adnrintsmftor  will 
direct  the  devel  opment  of  an 
educational  binder  to  be  placed  in 
each  contracted  SNF/NF  or 
1CF/MR.  that  contains  pertinent 
hospice  policies/procedures  that 
provide  an  orientation  to  the 
hospice  and  care  of  the  dying 
patient.  The  binder  will  be  updated 
as  needed,  or  at  minimum  quarterly. 

2.  The  Interim  Administrator  will 
oversee  the  development  of  a 
comprehensive  education  program 

-    for  SNF/NF  or  ICF/MR  staff 
members  furnishing  care  t6  patients 
that  includes,  but  is  not  limited  to: 

■  The  hospice  philosophy 

■  Hospice  policies  aad 
procedures 

"    Methods  of  comfort 
"    Pain  control  and  symptom 
management 

■  Principles  of  death  and . 
'  dying 

■  Individual  response  to 
death 

•    Patient  rights 

■  Appropriate  forms  and 
record  keeping 
requirements  uA'4' 

3.  The  Interim  Admawtmtor  or 
designee  will  contact  each  SNF/NF 
or  ICF/MR  facility,  once  an 
updated  written  agreement  has  been 
established,  and  schedule  a  date  to 
present  the  comprehensive  hospice  ' 
education  program  to  all  facility 
employees  in  accordance  with  the 
written  contract.  Additional 
education  will  be  provided  to  the  . 
SNF/NF  or  ICF/MR  as  needed. 
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SNF,  the  surveyor  interviewed  the  charge  nurse 
(a  licensed  practical  nurse). for  patient  #5  , 
regarding  charge  nurse's  orientation  to  hospice 
philosophy.  .The  charge  nurse  stated  that  she 
had  worked  at  this  SNF  for  a.  number  of  years 
and  that  she  has  never  had  orientation  to 
hospice. 

On  09/11/09,. this  information  was  shared  with  the 
DON  who  stated  that  the  primary  nurse  usually 
gives  orientation  to  nurses  and  aides  from  the 
skilled  nursing  facility  upon  admission  to  hospice. 
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G  000 


G159 


INITIAL  COMMENTS 

This  statement  of  deficiencies  is  the  result  of  a 
complaint  investigation  NY000761 02.  The  survey 
consisted  of  clinical  record  review?  for  3  patients, 
interviews  with  the  Administrator  and  agency 
staff. 

The  al  legation  was  substantiated. 

(*)  indicates  a  repeat  deficiency 
454.18(3)  PLAN  OF  CARE 

The  plan  of  care  developed  in  consultation  with 
the  agency  staff  covers  all  pertinent  diagnoses, 
including  mental  status,  types  of  services  and 
equipment  required,  frequency  of  visits, 
prognosis,  rehabilitation  potential,  functional 
limitations,  activities  permitted,  nutritional 
requirements,  medications  and  treatments,  any 
safety  measures  to  protect  against  injury, 
instructions  for  timely  discharge  or  referral,  and 
any  other  appropriate  items. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  3  clinical  records  and 
interviews  with  the  Administrator  and  agency 
staff,  there  is  a  lack  of  evidence  in  1  record  that 
the  agency  developed  a  complete  plan  of  care  to 
meet  the  patients  needs.  Patient  #1 

Failure  to  develop  a  complete  plan  of  care  has 
.resulted  in  unmet  patient  needs. 

Patient*  1  was  admitted  to  the  agency  on 
OS/20/08,  with  a  diagnosis  of  cerebral  palsy, 
mental  retardation,  and  placement  of  a  . 
percutaneous  endoscopic  gastrostomy  (PEG) 
feeding  tube  in  June  2009.  The  plan  of  care 


G000 


G159 


G  159  484.18(a)  Plan  of  care 

The  lack  of  a  holistic  plan  of  care 
with  patient  number  one  has  been 
addressed  as  follows: 

1 .  )  The  MCP/>receptor  will  make  a 

joint  OASIS  SOC  visit  with  the 
clinician  and  review  the 
documentation  with  respect  to 
this  visit  Based  on  this  visit  and 
review  it  will  be  determined  if  the 
clinician  needs  additional 
mentoring.  The  QA  nurse  will 
focus  on  her  SOC  assessments 
and  work  with  her  to  improve  her 
documentation,  tf  issues 
continue  with  the  documentation 
the  clinician  will  be  placed  on  an 
action  plan  and  disciplinary 
action  will  be  implemented  by 
the  MCP/designee. 

2.  )  The  SOC  case  conference  Is 

completed  for  all  new 
admissions.  During  this 
conference  any  unmet  needs  wilt 
be  discussed  and 
recommendations  made  by  the 
MCP/designee.  Additional 
interventions  and  goals  will  be 
added  as  deemed  appropriate. 


Mot 


LABORATORY  DJ; 


IftECTDR'S  OR  PROVJDER/SUPPl  'ER  REPRESENTATIVE'S  SIGNATURE 


TITLE 


cxs)  date 


Arw. deficiency  statement  ending  with  an  asterisk  (*)  denotes  a  deficiency  which  the  Institution  may  be  excused  from  correcting  providing  it  is  determined  that 
t      safeguards  provide  sufficient  protection  to  the  pstlen«,  (See  tpscructions,)  except  tor  noising  homes,  me  findings  stated  above  are  dfcolowbio  90  d*y» 
ft-.  .rfJng  the  date  of  survey  whether  or  not  a  plan  of  correction  is  provide  For  nursing-  home*,  trie  efcove  findings  ana  plans  of  correction  are  disposable  14 
days  following  the  date  these  documents  are  made  available  to  the  facility.  If  deficiencies  are  cited,  an  approved  plan  of  correction  is  rfeqtiislte  to  continued 
program  participation. 
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dated  08/15/09  failed  to  include  the  following: 


-  care  of  the  PEG  feeding  tube:  Specifically,  the 
plan  of  care  states  "patientfearegiver  manages 
peg-tube  care,  feedings,  flushes  with  proficiency". 
The  plan  of  care  fiaiffcd  to  include  specifics  related 
to  PEG  tube  "care*'  including:  cleansing  the 
insertion  site  and  the  frequency  for  care;  the 
amount  of  Jevity  feedings  over  a  24  hour  period 
and  a  plan  to  ensure  that  the  patient  tolerates  the 
feedings;  the  amount  and  solution  that  is  used 
for  flushing  the  PEG  tube  after  medication 
administration. 

-  integumentary  interventions:  The  plan  states 
assess  ekin  every  visit,  however,  there  is  no  plan 
to         the  insertion  site  of  the  PEG  tube. 

*  neurological  interventions:  The  p[an  states 
assess  secure  precautions.  There  is  no  plan  to 
assess  the  patients  seizure  activity  or 
neurological  status. 

-  a  skilled  nursing  frequency  that  meets  the 
on-going  needs  of  the  patient  The  plan  of  care 
identified  Tha  above  interventions  however,  there 
Is  no:evidenc*  of  how  the  patient's  needs  for 
skilled  nursing  assessments  will  be  met  after  the 
patient's  discharge  from  the  agency  on  OS/21/09. 

-  otarification  of  the  statement  "Discharge  Plans; 
Plan  to  discharge  patient  08/21/09  to  iongterm 
care",  Specifically,  there  is  no  documentation  in 
the  clinical  record  of  a  referral  given  and  accepted 
by  any  long  term  care  program. 

This  record  was  reviewed  by  the  surveyor  with 
the  Administrator  on  09/1 5/09.  The  Administrator 
confirmed  that  the  patient  was  discharged  on 
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3.  )  The  10%  chart  audit  process 

continues  by  the  MCP/QA/RD 
staff  to  Identify  trend  or  patterns 
of  documentation  needing 
improvement  and  is  brought  to 
the  quarterly  PAC  meeting 
where  action  plans  are 
developed  to  improve 
documentation  below 
benchmark. 

4.  )  The  patient  is  discharged  and  no 

longer  receives  services  from  the 
agency. 

Responsible  parties:  The 
ADPS/AD. 
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03/21/09,  without  regard  for  the  patient 
assessment  findings  noted  on  08/17/09.  The 
0B/1 7/09  assessment  identified  that  the  patient 
had  new  onset  abnormal  lung  sounds  and  an 
increase  in  the  amount  of  tube  feeding 
administered  each  hour.  The  patient  is  to  have 
nothing  by  mouth. 

•  Repeat  Deficiency  noted  in  the  04/15/09  and 
08/20/09  surveys 
<3  339  434.55(d)(1)  UPDATE  OF  THE 

COMPREHENSIVE  ASSESSMENT 


The  comprehensive  assessment  must  be 
updated  and  revised  (including  the  administration 
of  the  OASIS)  the  last  5  days  of  every  60  days 
beginning  with  the  start  gf  care  date,  urife&s  there 
is  a  beneficiary  elected  transfer  or  significant 
change  in  condition  resulting  in  a  new  base  mix 
assessment;  or  discharge  and  return  to  the  same 
HHA  during  the  60  day  episode. 


This  STANDARD  i$  not  met  as  evidenced  by: 
Based  on  a  review  of  3  clinical  records  end 
interviews  with  the  agency  Administrator,  there  is 
a  lack  of  evidence  In  one  record  that  the  skilled 
nurse  completed  a  comprehensive  assessment  Jn 
the  Cast  5  days  of  the  60  day  certification  period. 
Patient  #1 

Faliure  to  update  the  comprehensive  assessment 
In  a  timely  manner  has  the  potential  for  unmet 
patient  needs. 

1;  Patient  #  1  was  admitted  to  the  agency  on 
03/20/08  with  a  primary  diagnoses  of  cerebral 
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G339  484.55  (d)  (1)  UPDATE  OF 
THE  COMPREHENSIVE 
ASSESSMENT 

This  was  an  exception  with  the  patient 
1  number  one.  It  was  decided  with  MD 
notification  that  the  skilled  RN  case 
manager  should  do  the  recertification 
.  upon  her  return  from  vacation  as  she 
was  familiar  with  her  patient.  This  did 
as  stated  make  the  recertification  3 
days  late  according  to  regulations. 
This  is  not  a  trend  or  pattern  within 
.  the  agency  bur  an  isolated  incident  to 
ensure  the  patient  still  had  skilled 
needs. 

At  the  agency's  daily  meeting  it  is 
ensured  that  all  recertification's  are 
scheduled  and  completed  within  the  5 
day  window  of  the  recertification  due 
report.  This  ensures  that 
.  recertification's  are  timely  per  OASIS 
regulations. 
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palsy,  mental  retardation,  and  convulsions.  The 
skilled  nurse  failed  to  complete  an  updated 
comprehensive  assessment  within  the  last  5  days 
of  the  SO  day  certification  period.  Specifically,  for 
the  certification  period  OS/15/09  to  Q5/14/Q9>  the 
comprehensive  assessment  was  not  completed 
until  08/17/09,  three  days  after  the  expiration  of 
the  certification  period. 

On  09/15/09,  an  interview  with  the  Administrator 
was  completed  by  the  surveyor.  The  Surveyor 
asked  the  Administrator  why  the  assessment  was 
not  done  until  after  the  certification  period  was 
over?  The  Administrator  stated  that  she  wanted 
the  case  manager  to  do  the  assessment  because 
she  knew  the  patient  and  that  she  was  not 
available  until  08/17/09  to  perform  the 
comprehensfve  assessment 


G339 


The  MCPs  will  make  sure  that  at . 
every  daily  meeting,  each'  of  their 
patients  are  scheduled  for  a 
recertification  visit  within  the  required 
5  day  window.  There  will  not  be  an 
exception  permitted  for  an  employee's 
absence  and  the  assessment  will  be 
completed  timely. 

A  10  %  audit  of  the  the  daily  meeting 
log  will  be  utilized  to  report  on  the 
compliance  with  100%  of  patients 
recertified  within  the  5  day  window. 
The  results  will  be  reported  in  PI/PAC 
meetings  quarterly. 

'  Responsible  parties:  MCP,  QA  RN, 
ADPS,  Administrator. 
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.0143-Coordination  of  Patient  Services 


.encies  Is  the  result  of  a  ■ 
;#NY0007831 5)  survey, 
was  initiated  on  12/02/09. 


143 


This  statement  of  dejic 
I  complaint  investigation 
An  on-site  investigation 
The  survey  consisted!  o|  a  review  of  3  din/cal 
records.  Interviews  wfert  i  conducted  with  the 
agency's  Administrated,  Acting  Director  of  Patient 
Services,  and  one  SkrJIeJ  Nurse 


The  complaint  was  suf>s  antiated. 
484.14(g)  COORDIN^i  DN  OF  PATIENT 
SERVICES.  '       '  . 

All  personnel  furnishing  sen/ices  maintain  liaison 


to  ensure  that  their  effdrfc 


effectively  and, support  ihtf  objectives  outlined  in  - 
trie  plan  of  care. 


This  STANDARD  is  notj  rr  ef  as  evidenced  by: 
Based  on  a  review  of  3  i\h  ica/  records  and' 
interviews  with  the  agency' s  Administrator;  Acting 
Oirector  of  Patient  Serv/dd) ,  and  a  Skilled  Nurse 
(SN),  there  is  no  evidence 
aj£_£QnsfstentIy  functioning]  i 
management/dase  coordlm  ition,  or  that  they,  have 
a  clear  understanding  of  the  role  of  the'home 
care  nurse  in  providing  cast  management 
coordination.  Patients  #  1'.  ' 


are  coordinated 


2  3. 


Lackpf  adequate  case  man;  igementand  case 
I  coordination  has  the  poteritis  /  for  agency  wide'' 
unmet  patient  needs  and  negative  patient 
outcomes. 


Examples  are  as  follows; 

i 

Inpatient  #  2  was  admitted Ito 
1  04/29/09.  The  04/29/09  inffiai 


rtATORY  DIRECTOR'S  OR  PROVJOER/SW 


Jieney  statement  ending  With  an  aste/is 
^tfeguards  provide  sufficient  protection  to  I 


the  agency  on 
lursing  assessment! 


The  administrator  will  be  responsible 
for  the  oversight  of  the  director  of  clinical 
practice  and  the  clinical  supervisor  to 
ensure  that  the  staff  is  educated  to  the 
role  and  duties  of  a  case  manager. 
As  a  case  manager  the  clinician  will 
coordinate,  implement  and  update  a 
POC  that  meets 
G  1 43    the  patients  needs  and  supports  the 
objectives  identified  in  the  POC 
By  01/15/10,  the  clinical  staff 
will  undergo  mandatory  attendance 
"Case  Management  the  definition  and 
application", 

To  ensure  that  care  is  coordinated 
effectively  to  support  me  POC  objectives, 
an  ongoing  20%  clinical  record  review 
of  active  patients  will  be  done  by  the 
supervisory  staff  effective  quarter  1 ,2010. 
An  action  plan  will  be  developed  based 
on  the  results  of  this  audit  to  educate 
and  consul  the  staff. 
The  DCM  and  clinical  supervisor  will 
hold  mandatory  weekly  interdisciplinary 
case  conferences  with  the  staff  to  ensure 
compliance. 

Quarter  one  2010  additional  supervisory 
staff  will  be  added  in  the  following  manner 
MCP  promoted  to  DCM,  clinical  supervisor 
and  clinical  team  leader  will  assist  the  DCM 
in  carrying  out  the  POC.  The  clinical' team 
leader  will  also  function  as  a  Wound  care  i 
supervisor.  These  changes  have  already  j 
been  implemented. 
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Continued  From  pa^fe 

documented  this  patjeijt  had  a  right  hip  wound.  A 
04/03/09  physician'^  pjogress  note  documented 
the  wound  was  a  decubitus  ulcer  which  occurred 
at  the  surgical  site  of  afprevious  total  hip 
replacement  The  0^/2  6/09  plan  of  care  included 
daily  dressing  changes  anb!  wound  assessment 

bytheSN.  ! 

i 

The  SN  failed  to  fulfill  hfer  role  as  case  manager, 
arid  failed  to  coordinate  and  implement  a  plan  of 
care  which  met  the' patljnt's  wound  care  needs'. 


On  06/23/09  the  patent 


was  admitted  to  the 


hospital  with  a  wound  in  ection.  The  06/23/09 
hospital  physician  adniting  history  and  physical 
documented  the  patieitfwas  admitted  with  a  ■ 
"large  ulcer"  of  the  rig^t  iip;  The  physician 
documented  the  patiefit  [has  had  problems  with 
the  ulcer  now  for  a  fain  p  priod  of  time.. .the  ulcer 
now  has  not  healed  arid  ias  foul  smeJJing 
1  drainage  coming  from  ji\  The  07/13/09  hospital 
physician  discharge  sum  nary  documented  the 
patient  died  on  07/13/09  With  a  primary  diagnosis  ■ 
of  infected  right  hip.  Trie  jfeath  certificate 
documented  the  immediate'cause  of  death  was 
right  hip  ulcer  and  cell  dim.  The  SN  failed  to: 
i 

-  Coordinate  an^pdatea1 ;  Ian  of  care. with  the 
physician.  Specifically,  on  05/1 6/09  the  SN  " 
obtained  a  wound  culture  ps  directed  by' the 
,  ihysician's  office.  On  oS/18/09,  05/19/09,  and  • 
05/20/09  a  SN  documented  on  the  wound  culture 
report  that  the  SN  case  falnager  was  "to  follow  , 
up".  TheSN  case.m'ana'gdk  however,  failed  to 
follow  up  with  the  physic  arl  to  determine  if  an 
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updated  plan  of  care  was.  r 
wound  culture  results'.  ' 


eeded  based  on  the 


On  O5/20/09  the  SN  visited 
documented  that  the  patifei 


the  patient  and 
had  been  seen  by 
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100%  record  audit  of  all  active  wound  care 
patients  will  be  conducted,  reviewed  and 
trended.  An  action  plan  addressing  the 
outcome  of  this  audit  will  be  presented  by 
January  lsf  2009.  This  audit  will  be 
conducted  by  a  Gentiva  senior  staff 
auditor  from  outside  the  branch.  The  audit 
will  review  the  coordination  of  services, 
the  efficiency  of  the  case  manager  to  support 
the  POC  objectives,  that  the  objectives  relate 

to/and  are  pertinent  to  the  diagnoses.  An 
action  plan  will  be  developed  by  the  auditor 
based  on  the  outcome  of  this  audit  and 
be  implemented  by  the  newly  created 
position  of  a  supervisory  wound  care  nurse 
specialist. 


The  DCM  and  the  clinical  supervisors  will 
ensure  that  the  case  managers  will  notify  the 
appropriate  supervisor  when  any  significant 
change  of  condition  occurs  and  will 
coordinate  with  the  supervisor,  via  a  case 
conference,  to  revise  the  POC,  as  needed.  A 
mandatory  staff  in-service  will  be  conducted  j 
by  2/1 5/1 0  to  re-educate  the  staff  using  the 
Gentiva  University  web  conference  course 
"Care  Coordination  and  Documentation.*5 
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the  physician 'the  prior 
the  physician  was  uiai  ing 
results  before  treating  with 
fajfedjadocument  vi/h ). 
information,  and  there 
contacted  the  physlcjla 

-  Coordinate  a  presslu 
decubitus  ulcer  with 


On  04/23/09  (the  day  o 
the  agency),  the  agetjic 


a  04/03/09  physician  ipr  egress  note.  The 


physician  docurnentejd 
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day  (05/19/09),  and  that 
for  the  wound  culture 
antibiotics*  The  SN. 
i  provided  her  with  this 
is  no  evidence  the  SN 


r? 


:  relief  plan  for  the 
ailfcaregivers  as  follows: 


the  patient's  admission  to 
received  a  fax  containing 


;he  patient  had  a  "new 


n  ■ 


right  greater  trochanteri;  decubitus  ulcer,  for 
which  1  told  her  she  abs  Cutely  needs  to  stay  off 
that  side.  She  cannot  |laj  on  that  side.  She  can  try 
laying  on  her  stornacr],  \  /hich  she  can  tolerate: 
She  does  not  feel  at  sjll  <  omfortable  laying  on  her 
back  or  her  left  side." : 
i 

Although  the  agency  hac  received  the  above  fax 
from  the  physician,  and  fie  04/24/09  plan  of  care 
included  SN,  Physical  (Therapy  (PT), 
Occupational  Therapy  |(CT),  and  Home  Health 
Aide  services,  the  SN  fei  sd  to  coordinate:  a 
regular  repositioning  schedule,  any  pressure 
relieving  devices. sucAasp pressure  relieving 
mattress  cover7Tnstruc|ioJis  to  the  Home  Health 
Aide  for  repositioning.  ;  I 

Additionally,  on  06/17/00  che  SN  documented  that 
the  patient  could  not  tolerate  the  wound  vac 
because  she  was  unable  jp  lay  on  that  side,  and 
removed  the  wound  vad,  "the  SN  failed  to  develop' 
and  implement  a  pressure  relief  plan  including 
repnsitioping  and  press  tire  relieving  devices  such 
as  a  mattress  cover. 
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For  patients  receiving  skilled  visits  to 
provide  wound  care,  a  weekly  conference 
will  be  held  between  the  SN  and  the  wound 
care  specialist  supervisor.  As  of  December 
14th,  2009,  the  wound  care  Supervisor  will 
run  a  report  of  all  wound  care  patients 
admitted  to  service.  Documentation  of  these  ■ 
patients  shall  be  kept  in  a  wound  care  book.  , 
This  book  contains,  but  not  limited  to  the 
following  information: 
weekly  progress  notes  for  comparison, 
treatments,  complete  wound  care  orders, 
weekly  case  conference  notes.  This 
information  will  also  be  communicated  to 
the  interdisciplinary  team  via  case 
conference  notes  on  the  chart  and  in  weekly  . 
conferences.  The  wound  progression  will  be 
documented  by  instituting  a  new  procedure 
by  2/15/010,  in  which  appropriate  wounds 
will  have  an  initial  digital  photographic 
image  on  file  and  will  be  reviewed  by  the  < 
j  wound  care  specialist  for  recommendation.  ■ 
f  The  wound  care  nurse  will  then  work  with  ' 
j  the  SN  and  supervisors  to  develop  an 
;  ongoing  treatment  plan,  facilitate  POC 
changes  and  coordinate  treatment  with  the 

i 

SN  via  weekly  conferences.  The  SN  will  j 
report  the  outcomes  to  the  treating  \ 
physician,  via  the  wound  progress  j 
summary/weekly  case  conferences.  J 
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1.  Patient  #  3  was  admif!teji  to  the  agency  on 
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ff  75%  compliance  is  obtained  audit  will  then  be  20%  : 
Of  active  patients.  h 


patient  #]  see  above  G-143 
patient  #2  see  above  G-143 
patient  #3  see  above  G-143 


m 

i 


jo 


Evem  JO;OWF11 


FacIiJiy  (O:  3753 


9 Hon'  s.heei  Psge  7  of  10 


JAN.  14.  AMU  It):  YU 


titNl  1  VA 


NU.  yi^/      r.  }2/}% 


DEPARTMENT  OF  HEALTH  AlsJD  HUMAN  SERVICES 
CENTERS  FOR  MEDICARES  MEDICAID  SERVICES 


VTEMENT  OF  DEFICIENCIES 
•0  PLAN  OF  CORRECTION 


X1J  PROViDER/SUPPUER/CLIA 
IDENTIFICATION  NUMBER: 


337224 


(X2)  MULTIPLE  CONSTAUCTION 
A.  BUILDING  

a  VWNG 


NAME  OF  PROVIDER"  OR  SUPPLIER j 

GENTiy/V  HEALTH  SERVICES  &NGHAMTON 


PRINTED:  12/15/2' 
FORMAPPROv 
OMB  NO.  0938-0: 


(X3)  date  survey 

COMPLETED 

c 

•  12/03/2009 


!  STREET  ADDRESS,  CITY,  STATE,  ZIP  CODE 
1249  FRONT  STREET,  SUITE  110 
BINGHAMTOW,  NY  13905 


SUMMARY  STATE 
(EACH  DEHCIENCVl 
REGULATORY  OR  LS( 


IENT  OF  DEFICIENCIES  .  ID 
'ST  BE  PRECEDED  BY  FULL  PREFIX 
(IDENTIFYING  INFORMATION)  "  TAG 


•PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE  • 
CROSS-REFERENCED  TO  THE  APPROPRIATE' 
DEFICIENCY) 


(X5) 
COfoPLETJOf 
DATE 


Continued  From  pa£e 

2.  Patient  #  1  was  dd/jhitfed  to  the  agency  on 
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3.  Patient  #  3  was  adrrftted  to  the  agency  on 

the  SN  documented  in  the 
initial  nursing  assessjrnjbnt  the  patient  had  a  new 
wound  on  the  right  nan  i  Although  the  SN  visited 
the  patient  8  times' betv  een  05/07/09  and 
05/29/09,  the  SN  failed  to  ever  reassess  the 
wound. 


The  surveyor  intervrelvejd  and  reviewed  the 
patfent  record  with  the  f  dministrator  and  Acting 
Director  of  Patient  Servi;es  on  12/03/09.  No 
additional  information  w  \s  provided. 
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G  000  INITIAL  COMMENTS  G  000 


The  following  statement  of  deficiencies 
represents  the  results  of  an  extended  survey  of 
the  agency's  Certified  Home  Health  Agency 
(CHHA)  initiated  on  May  26,  2009. 

This  survey  was  initiated  as  a  complaint  survey 
for  complaints  #  NY00070260,  NY00070248, 
NY00071439  on  May  08,  2009.  On  May  26,  2009 
it  was  identified  that  significant  systemic  problems 
with  skilled  nursing  existed  and  the  survey  was 
converted  to  an  extended  level  survey. 

As  a  result  of  the  extended  level  survey,  on  May 
28,  2009,  deficient  practices  were  identified  at 
condition  level  in  the  following  4  Conditions  of 
Participation:  G  122'Organization,  Services  and 
Administration,  G  156  Acceptance  of  Patients, 
Plan  of  Care,  Medical  Supervision,  G  168  Skilled 
Nursing  Services,  G  242  Evaluation  of  the 
Agency's  Program. 

The  cumulative  effect  of  these  systemic  problems 
resulted  in  the  home  care  agency's  failure  to 
ensure  the  provision  of  quality  health  care,  and  in 
negative  outcomes  for  .9  patients.  Patients-#  1,  3, 
4,  10,  19,  20,  22,  23,  27,  including  3  patient  . 
deaths.  Patients  #  3,  4,  27 

On  06/12/09  an  additional  complaint  was  received 
#NY00073108,  and  an  on  site  investigation  was 
included  in  this  survey. 


A  total  of  27  clinical  records  were  reviewed  (1-26) 
including  10  observational  home  visits. 
Additionally  reviewed  during  the  survey  were  the 
agency's:  OBQI  Adverse  Event  Report  for 
02/2008  -  01/2009,  policy  and  procedure  manual; 
Professional  Advisory  Committee,  and  Governing 


Any  deficiency  statement  String  with  an  asterisk  {*)  denotes  a  deficiency  which  the  institution  may  be  excused  from  correcting  providing  it  is  determined  that 
other  safeguards  provide  sufficient  protection  to  the  patients.  (See  instructions.)  Except  for  nursing  homes,  the  findings  stated  above  are  disciosable  90  days 
following  the  date  of  survey  whether  or  not  a  plan  of  correction  is  provided.  For  nursing  homes,  the  above  findings  and  plans  of  correction  are  disciosable  14 
days  following  the  date  these  documents  are  made  available  to  the  facility.  If  deficiencies  are  cited,  an  approved  plan  of  correction  is  requisite  to  continued 
program  participation. 
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August  11 ,2009 


Lynn  Shannon 

Nursing  Service  Consultant 

New  York  State  Department  of  Health 

217  South  Salina  Street' 

Syracuse,  New  York  13202 

Dsar  Lynn: 

Enclosed  is  the  revised  Plan  of  Correction  developed  for  St.  Joseph's  Home  Care  Agency  for  the 
deficiency  report  from  the  survey  conducted  in  May  2009. 

Please  do  not  hesitate  to  contact  me  at  (31 5)  458-2800  if  you  have  any  questions  or  need  further 


information. 


Sincerely; 


Cheryl  Bowhall 

Director  of  Patient  Services 


Enclosures 


CC: 


Mark  Murphy 
Brenda  Ko 


7246  Janus  Park  Drive  •  Liverpool,  New  York  130a8  •  Phone  (31 5)  458-2800  •  Fax  (315)  458-1193 

www.sj  homecare.com 
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Body  meeting  minutes  for  the  most  recent  twelve 
months;  telehealth  program;  quality  assurance 
program;  complaint  investigation  log;  contracts; 
emergency  disaster  plan,  and  21  personnel 
records.  Interviews  were  conducted  with:  the 
Director  of  Patient  Services;  Assistant  Director  of 
Patient  Services,  Quality  Improvement  Nurse, 
and  agency  staff. 

484.12(a)  COMPLIANCE  WITH  FED,  STATE, 
LOCAL  LAWS 

The  HHA  and  its  staff  must  operate  and  furnish 
services  in  compliance  with  all  applicable  Federal, 
State,  and  local  laws  and  regulations.  If  State  or 
applicable  local  law  provides  for  the  licensure  of 
HHAs,  an  agency  not  subject  to  licensure  is 
approved  by  the  licensing  authority  as  meeting 
the  standards  established  for  licensure. 


This  STANDARD  is  not  met  as  evidenced  by: 
In  12  of  27  patient  records  reviewed,  there  is  a 
lack  of  evidence  that  the  agency  is  in  compliance 
with  all  applicable  Federal,  State,  and  local  laws 
and  regulations.  Specifically: 

1 .  In  4  of  25  patient  records  reviewed  where  the 
patient  was  admitted  after  1 1/01/08,  the  agency 
failed  to  visit  the  patientwithin  24  hours  of  receipt 
and  acceptance  of  a  community  referral  and/or 
return  home  from  an  inpatient  facility  per  NYCRR 
10,  part  763.5  (a).  Patients  #  3,  20,  22,  26. 

Failure  to  visit  the  patient  within  24  hours  of 
hospital  discharge,  or  receipt  of  community 
referral  has  the  potential  for  unmet  patient  needs, 
and  possible  negative  wide  patient  outcomes. 

Examples  are  as  follows: 
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G1 18  Compliance  with  Federal,  state  and 
local  laws 

Agency  Intake  and  scheduling  RN's  re-educated 
to  accept  referrals  for  service  with  a  specified  first 
visit  date  agreed  upon  by  the  referral  source 
whenever  the  agency  is  not  able  to  visit  the  next 
day.  Education  included: 

•  Patient/caregiver  knowledge  and 
agreement  with  the  change 

«     Communication  to  the  ordering 
physician 

•  Communication  to  the  referral  source 
when  deviation  from  the  agreed  upon 
plan  occurs 

•  All  communication  to  be  documented 
in  the  patients  medical  record. 

Completion  date:  July  1,2009 
Responsible  person:  Intake  Manager  M-F 

Supervising  Nurses  off  shift 

DPS  over  all 


See  G250  for  QA  detail  for  monitoring 
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r  The  patient  record  for  patient  #  26  contained  a 
faxed  prescription  form  dated  4/10/08  from  the 
physician  for  skiiied  nursing  services.  The  SN 
failed  to  visit  the  patient  until  three  days  later 
04/13/08,  and  failed  to  notify  the  physician  of  the 
delay. 

On  06/09/09  the  agency  received  another  referral 
for  skilled  nursing,  services.  The  SN  failed  to 
attempt  to  arrange  a  visit  to  the  patient  on  6/9/09 
or  6/10/09.  Although  the  patient  declined  a  visit 
for  06/1 1/09,  the  SN  failed  to  visit  the  patient  until 
6/12/09,  three  days  after  the  referral  date,  and 
failed  to  notify  the  physician  of  the  delay.  The 
patient  record  was  reviewed  with  the  DPS  and  the 
ADPS  on  7/1/09.  No  additional  information  was 
provided. 

-  For  Patient  #22,  the  Referral  Form  documented 
and  confirmed  that  the  patient  was  to  be 
discharged  from  the  hospital  on  05/13/09, 
however,  the  SN  failed  to  visit  the  patient  for  the 
initial  assessment  until  5/15/09.  Evidence  is 
lacking  that  the  SN  notified  the  physician  of  the 
delay.  On  5/1 7/09,  the  patient  was  hospitalized 
for  gastrointestinal  bleeding.  The  patient  returned 
home  from  the  hospital  on  5/21/09.  The  SN  failed 
to  attempt  to  visit  the  patient  on  05/22/09,  and 
did  not  visit  until  05/27/09,  which  was  6  days  after 
hospital  discharge,  and  failed  to  notify  the 
physician  of  the  delay.  Specifically:    On  5/23/09 
the  Patient  Activity  Log  documented  a  phone  call 
from  the  patient's  wife  to  request  that  no  SN  visit 
be  made  over  the  weekend  (05/23/09  and 
05/24/09)  The  SN  failed  to  contact  the  patient  on 
Monday  (05/25/09)  to  schedule  a  visit,  and  at  8:30 
PM  the  wife  called  the  agency  upset  that  she  had 
not  received  a  call  from  the  SN.  She  was  told  a 
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Patient  #22  has  been  discharged  from 
the  agency. 
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visit  would  be  scheduled  for  the  next  day.  On 
5/26/09-the-SN  failed  to  visit  the  patient,  and: the 
Patient  Activity  Log  documented  that  the  patient's 
wife  called  again  to  state  that  no  one-had  shown 
up  for  her  visit.  The  patient  record  was  reviewed 
with  the  Director  of  Patient  Services  and  the 
Assistant  Director  of  Patient  Services  on 
06/08/09.  No  additional  information  was  provided. 

-  For  patient  #  20,  the  Patient  Referral  Summary 
form  documented  that  the  patient  was  discharged 
from  the  hospital  on  1 1/26/08,  and  that  the 
agency  received  a  referral  on  1 1/28/08.  The  SN 
-falte-dno^teittrfe^ 

2  days  after  the  referral,  and  failed  to  notify  the 
physician.  The  patient  record  was  reviewed  with 
the  Director  of  Patient  Services  and  the  Assistant 
Director  of  Patient  Services  on  06/08/09.  No 
additional  information  was  provided.. 

-  For  patient  #3,  the  Patient  Referral  Summary 
form  documented  that  the  patient  was  referred  to 
the  agency  on  1 1/3/08,  the  SN  failed  to  visit  the 
patient  for  the  initial  assessment  until  1 1/05/08 
which  was  2  days  after  the  referral,  and  the  SN 
failed  to  notified  the  physician  of  the  delay.  The 
patient  record  was  reviewed  with  the  Director  of 
Patient  Services  and  the  Assistant  Director  of 
Patient  Services  on  07/01/09.  No  additional 
information  was  provided. 

2.  In  10  of  27  patient  records  reviewed,  there  is  a 
lack  of  evidence  that  the  agency  is  in  compliance 
with  all  applicable  Federal,  State,  and  local  laws 
and  regulations.  Specifically: 

There  is  no  evidence  in  10  of  21  patient  records 
reviewed,  where  the  patient  was  on  service  for 
greater  than  30  days,  that  the  plans  of  care  were 
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Patient  #20  has  been  discharged  from 
the  agency. 

Patient  #3  has  been  discharged  from 
the  agency. 


Patient  #4  has  been  discharged  from 
the  agency. 

Patient  #8:  current  plan  of  care  signed 
within  30  days. 

Patient  #23:  Current  plan  of  care  signed 
within  30  days. 
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Continued  From  page  4 
signed  by  the  physician  within  30  days  after- 
admission  to  the  agency  Per  NYCRR  10  part 
763.7  (a)  (3)  (i)  Patients  #  3,  4,  5,  6,  7, 

8,14,23,24,27 

Failure  to  have  the  physician  sign  the  plan  of  care, 
within  30  days  has  the  potential  of  unmet  patient 
needs,  and  possible  negative  patient  outcomes. 

Examples  are  as  follows: 

-  Patient  #  4  was  admitted  to  the  agency  on 
12/05/09.  The  agency  failed  to  obtain  a 
physician's  signature  on  the  1 2/05/09  plan  of  care 
until  01/29/09. 

-  Patient  #  8  was  admitted  to  the  agency  on 
04/1 0/09.  The  agency  failed  to  obtain  a 
physician's  signature  on  the  04/10/09  plan  of  care 
until  05/15/09. 

-  Patient.#  23  was  admitted  to  the  agency  on 
04/03/09.  The  agency  failed  to  obtain  a 
physician's  signature  on  the  04/03/09  plan  of  care 
until  06/05/09,  which  was  61  days. 

The  above  records  were  reviewed  on  06/03/09, 
06/03/09,  and  06/09/09  with  the  DPS  and  ADPS. 
No  additional  information  was  provided. 
484.14  ORGANIZATION,  SERVICES  & 
ADMINISTRATION 


This  CONDITION  is  not  met  as-evidenced  by: 
o  Failure  to  identify  patients  who  have  the 
potential  to  develop  negative  outcomes  and 
failure  to  implement  systems  and  interventions 
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Agency  policy  and  procedure  for  obtaining 
signatures  on  patient  Plans  ef  Caf©  within  a  30 
day  time  frame  was  updated  to  include: 

•  Medical  record  staff  tracking  of  orders 
by  number  of  days  old 

•  Medical  record  staff  notify  Supervising 
Nurse  of  delay  for  follow-up  end 

;  resolution  with  the  physician  as  soon 

as  a  problem  is  identified  or  if  order 
not  returned  by  day  27 

•  Supervising  nurse  to  work  with  Case 
Manager  to  resolve 

«    Medical  record  staff  to  notify  DPS 
whenever  no  response  from 
Supervising  Nurse  within  48  hrs.  of 
notice  ef  problem  obtaining  MD 
signature 

•    Communication  of  follow-up  by  tha 
sup&vis'mg  mm  istobe  eteeupneritad 
in  tha  medfeal  reeoFd 
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designated  to  the  prevention  of  those  negative 

outcomes.  G140,143,168 

o  Failure  of  the  governing  body  to  assume 
responsibility  for  the  overall  management  of  the 
agency.  G128 

o  Failure  to  ensure  administrative  and 
supervisory  functions  are  performed  effectively 
and  that  agency  policies  and  procedures  are 
appropriate  and  implemented  consistently 
G133r140 

o  Failure  to  develop  and  implement  a  system 
which  ensures  that  changes  in  patient  condition 
are  promptly  identified  and  reported  to  the 
physician,  and  that  priority  needs  are  addressed, 
both  of  which  are  necessary  to  the  prevention  of 
negative  patient  outcomes.   G  164 

o  Failure  to  ensure  effective  communication  and 
coordination  between  all  disciplines  including 
supervisory  staff  as  outlined  in  agency  policy. 
G143,144 

o  Failure  to  ensure  interna!  quality 
assurance/improvement  audits  are  of  sufficient 
scope  to  identify  quality  of-care  issues,  that 
results  are  trended,  and  that  adequate  plans  are 
being  developed  and  revised  for  the  resolution  of 
identified  problems.  G250 

The  cumulative  effect  of  these  systemic  problems 
resulted  in  the  heme  care  agency's  failure  to 
ensure  the  provision  of  quality  health  care. 
Additionally,  this  failure  to  provide  oversight 
resulted  in  negative  outcomes  for  9  patients 
(patients  #  1 ,  3,  4,  10,  1 9,  20,  22,  23,  27, 
including  3  patient  deaths  (patients  #  3,  4,  27) 
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Administration 

See  0133  fer-Adminlstrator  communication  to 
governing  body 

See  a  140  for  reorganization  of  supervision, 
See  6143  for  Coordination  of  Cate 
Sec  (3250  for  OA  detail 
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and  has  resulted  in  the  agency's  failing  to  ensure 
all  patient  needs  are  identified  and  met,  and  has 
the  potential  for  negative  outcomes  for  the 
agency's  entire  patient  population. 
484.14(b)  GOVERNING  BODY 

A  governing  body  (or  designated  persons  so 
functioning)  assumes  full  legal  authority  and 
responsibility  for  the  operation  of  the  agency. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  27  clinical  records,  review 
of  Professional  Advisory  Committee  (PAC) 
meeting  minutes,  and  Governing  Body  meeting 
minutes,  and  interviews  with  the  Director  of 
Patient  Services  (DPS),  and  Assistant  Director  of 
Patient  Services  (ADPS),  and  agency  staff, 
evidence  is  tacking  in  26  records  the  governing 
body  effectively  oversees  the  operation  and 
management  of  the  agency.  Patients  #  1  -  8,  10  - 
27 

Failure  of  the  Governing  Body  to  provide 
adequate  oversight  and  direction  of  the  agency 
resulted  in  negative  patient  outcomes  for  patients 
#  1,  3,  4,  10,  19,  20,  22,  23,  27,  including  3 
patient  deaths-(patients  #  3,  4,  27),  and  has 
resulted  in  the  agency  failing  to  ensure  ail  patient 
needs  are  identified  and  met,  multiple  repeat 
standard  level  deficiencies,  and  multiple  condition 
level  deficiencies  as  outlined  in  the  body  of  this 
report. 

Specifically,  evidence  is  lacking  that  the  following 
Governing  Body  responsibilities  are  being 
performed: 

o  Exercising  its  overall  management  and 
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6128  Governing  Body 

§ee  6118  for  compliance  with  Federal,  State 
and  Ucal  law 

See  Q133  for  Administrator  communication  to 
Governing  Body 

See  G140  for  enhanced  supervision 

:See  G143  and  G144  for  care  coordination 

See  G250  for  GtA  detail 

The  Administrator  communicated  survey  results, 
deluding  negative  outcomes,  Condition  level 
citations,  Condition  survey  procssa  to  the 
governing  body.  Board  Members  will  provide 
operational  oversight  and  direction  to  the  agency 
via  the  Administrator.  Ongoing  evidence  of 
everight  will  be  documented  in  Board  Executive. 
Committee  and  Board  of  Director  minutes, 

Completion  date:  July  30, 2009 
Responsible  person:  Board  Chair 

The  Executive  Committee  of  the  Board  of 
Directors  will  receive  and  review  monthly 
Professional  Advisory  Committee  reports  with  the 
Administrator  The  Administrator  will  review  audit 
trends  for  areas  of  improvement  and 
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supervision  of  the  agency.  There  is  insufficient  ^ 
evidence  that  the  Governing  Body  understood  it's 
responsibility  to  provide  oversight  and  direction  to 
the  agency. 

Specifically,  the.Governing.Body  failed  to  ensure 
that  the  PAC  conducted  an  Annual  Agency 
Evaluation  in  the  past  12  months,  and  failed  to 
consistently  review  problems  identified  by  the 
Quality  Improvement  Committee,  and  the  action 
plans  developed  by  the  PAC  committee  to  resolve 
problems.  Specifically,  although  the  Governing 
Body's  Executive  Committee  met  on  07/25/08, 
12/05/08,  and  01/30/09  the  Executive  Committee 
Meeting  Minutes  failed  to  include  any  discussion 
of  the  agency's  Quality  Improvement  program 
until  the  03/27/09  meeting.   See  G  243,  G  250 

o  Ensuring  that  supervision  of  all  patient  care  is 
provided  and  readily  available.  Specifically  that: 
case  coordination  is  being  performed;  plans  of 
care  are  complete  and  being  implemented; 
physicians  are  consulted  in  plan  of  care 
development,  changes  in  patient  condition  are 
being  reported  to  the  physician;  nursing 
assessments  are  complete  and  accurate;  See 
G  140,  G  143,  G  144,  G  158.  G  159,  G  160,  G 
164 

o  Ensuring  that  services  provided  are  of 
sufficient  quality  to  meet  the  needs  of  its  patient 
population.  See  G  171,  G  172 

o  Ensuring  that  the  agency  is  in  compliance  with 
all  state  and  local  laws.  G  1 18 
G  133  484.14(c)  ADMINISTRATOR 

The  administrator,  who  may  also  be  the 
supervising  physician  or  registered  nurse  required 


G  128 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


corresponding  Action  Plans,  new,  revised,  and 
reviewed  policies,  as.  well  as  survey  and  Plan  ef 
GofFeetion  updates  to  the  committee  each  month. 
Any/all  systemic  issues  identified  during  or  post 
survey  wilt  also  be  presented,  with  a  plan  of 
correction,  and  request  for  discussion  by  and 
guidonee  from  Committee  Members. 

A  full  report  will  be  provided  to  the  Board  of 
Directors  by  the  Administrator  at  three  times  a 
year.  The  Board  of  Directors  will  provide 
operational  oversight  and  direction  to  the  Agency 
Administrator  as  information  and  data  trends 
dictate,  Evidence  ef  compliance  will  be 
documented  in  Executive  Committee  and  Board 
of  Director  meeting  minutes. 

Completion  date:  Augsut  28, 2009 
Responsible  person:  Board  Chair 
Administrator 
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under  paragraph  (d)  of  this  section,  organizes  and 
directs  the  agency's  ongoing  functions;  maintains 
ongoing  liaison  among  the  governing  body,  the 
group  of  professional  personnel,  and  the  staff. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on:  review  of  27  clinical  records,  10 
observational  home  visits,  interviews  with  the 
Administrator,  Director  of  Patient  Services  (DPS), 
Assistant  Director  of  Patient  Services  (ADPS), 
and  agency  staff,  review  of  personnel  records, 
agency  policy  and  procedures,  minutes  of  the 
Professional  Advisory  Committee,  governing  body 
meeting  minutes;  evidence  is  lacking  in  26 
records  the  Administrator  effectively  oversees  the 
operation  and  management  of  the  agency. 
Patients  #1  -8,  10-27 

Failure  of  the  Administrator  to  provide  adequate 
oversight  and  direction  of  the  agency  resulted  in 
negative  outcomes  for  patients  #  1,  3,  4,  10,  19, 
20,  22,  23,  27,  including  3  patient  deaths  (patients 
#  3,  4,  27),  and  has  resulted  in  the  agency  failing 
to  ensure  all  patient  needs  are  identified  and  met, 
and  has  the  potential  for  negative  outcomes  for  all 
patients  served-by  the  agency. 

Specifically,  evidence  is  lacking  the  following 
responsibilities  of  the  Administrator  are  being 
performed: 

o  Ensuring  the  Governing  Body  is  aware,  and 
kept  informed  of  the  significant,  systemic 
problems  that  existed  with  skilled  nursing,  which 
the  agency  has  been  unable  to  resolve,  as 
outlined  in  this  report.  See  G  143,  G  158,  G159, 
G  160,  G164,  G171,  G172 
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DATE 


0133  Administrator 

See  G128  for  Administrator  communication  to 
the  Governing  Body 

SeeG140  for  reorganization  of  Supervisory 
duties 

See  0143  for  Coordination  of  Cafe  detail 

See  Q168  for  education  provided  to  Skilled 
Nufsos 

See  O250  for  QA  detail 

The  Administrator  wilt  continue  to  be  a  member 
of  the  PAC  and  Executive  Committee  of  the 
Board  of  Directors,  and  will  keep  the  Board 
informed  of  ageney-operatlons  monthly  including, 
but  not  limited  to: 

p  Review  of  PAC  reports 

*  Occurrence  end  complaint  trending 

*  Outcome  trends 

*  Clinical  audit  findings 

*  Survey  updates 

*  Presentation  and  updates  regarding 
changes  to  and  results  of  Action  Plans 
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o  Ensuring  interna!  quality  improvement  audits 
provided  to  the  governing  body  are  of  sufficient 
scope  to  identify  the  areas  in  need  of 
improvement,  and  that  adequate  action  plans  are 
developed  to  correct"  areas  in  need  of 
improvement.  See  G  243,  G250  . 

o  Ensuring  the  provision  of  adequate  supervision 
of  patient  care  and  skilled  nursing  staff. 
Specifically,  that  supervising  nurses  are  fulfilling 
the  responsibilities  as  outlined  in  the  agency's  job 
description,  specifically:  case  coordination  is 
being  performed;  plans  of  care  are  complete  and 
being  implemented;  changes  in  patient  condition 
are  being  reported  to  the  physician;  nursing 
assessments  are  complete,  accurate,  and  timely. 
G  1,18,  G  140,  G  143,  G  144,  G  158,  G  159,  G 
160,  G  164,  G  171,  G  172 
484.14(d)  SUPERVISING  PHYSICIAN  OR 
REGIS.  NURSE 

Services"  furnished  are  under  the  supervision  and 
direction  of  a  physician  or  a  registered-nurse  (who 
preferably  has  at  least  one  year  of  nursing 
experience  and  is  a  public  health  nurse). 

This  person,  or  similarly  qualified  alternate, 
participates  in  all  activities  relevant  to  the 
professional  services- furnished,  including  the 
development  of  qualifications  and  the  assignment 
of  personnel. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  27  clinical  records,  and 
interviews  with  the  Director  of  Patient  Services 
(DPS),  Assistant  Director  of  Patient  Services 
(ADPS),  Quality  Improvement  Nurse,  and  agency 


G  133 


CX 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


that  addrass  wm  identified  fop 
improvement 

Completion  date;  8/28/09 
Respansible  person:  Adminiatrator 

.  Ths  Administrator  will: 

i 

•  Have  eonsistent/Qngoing  contact  with 
the  DPS  or  severing  m 

•  Meet  with  the  DPS  bi-weekly  ■ 

•  B©  available  op  havs  m  alternate 
available  to  ths  ggeney  t&tf 

Evidsnee  ef  Administrator  compliant  wilt 
feupid  in  minutes  of  bi-weekly  meeting  with  DPi. 

Completion  date:  July  28,  ?SD§ 
Responsible  $mQW  Administrate 
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o  Ensuring  interna!  quality  improvement  audits 
provided  to  the  governing  body  are  of  sufficient 
scope  to  identify  the  areas  in  need  of 
improvement,  and  that  adequate  action  plans  are 
developed  to  correct  areas  in  need  of 
improvement.  See  G  243,  G25G  . 

o  Ensuring  the  provision  of  adequate  supervision 
of  patient  care  and  skilled  nursing  staff. 
Specifically,  that  supervising  nurses  are, fulfilling 
the  responsibilities  as  outlined' in  the  agency's  job 
description,  specifically:  case  coordination  is 
being  performed;  plans  of  care  are  complete  and 
being  implemented;  changes  in  patient  condition 
are  being  reported  to  the  physician;  nursing 
assessments  are  complete,  accurate,  and  timely. 
G  1,18,  G  140,  G  143,  G  144,  G  158,  G  159,  G 
160,  G  164,  G  171,  G  172 
484.14(d)  SUPERVISING  PHYSICIAN  OR 
REGIS.  NURSE.. 

Services'  furnished  are  under  the  supervision  and 
direction  of  a  physician  or  a  registered  nurse  (who 
preferably  has  at  least  one  year  of  nursing 
experience  and  is_a  public  health  nurse). 

This  person,  or  similarly  qualified  alternate, 
participates  in  all  activities  relevant  to  the 
professional  services  furnished,  including  the 
development  of  qualifications  and  the  assignment 
of  personnel. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  27  clinical  records,  and 
interviews  with  the  Director  of  Patient  Services 
(DPS),  Assistant  Director  of  Patient  Services 
(ADPS),  Quality  Improvement  Nurse,  and  agency 
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o  Ensuring  interna!  quality  improvement  audits 
provided  to  the  governing  body  are  of  sufficient 
scope  to  identify  the  areas  in  need  of 
improvement,  and  that  adequate  action  plans  are 
developed  to  correct  areas  in  need  of 
improvement.  See  G  243,  G25G 

o  Ensuring  the  provision  of  adequate  supervision 
of  patient  care  and  skilled  nursing  staff. 
Specifically,  that  supervising  nurses  are  fulfilling 
the  responsibilities  as  outlined  in  the  agency's  job 
description,  specifically:  case  coordination  is 
being  performed;  plans  of  care  are  complete  and 
being  implemented;  changes  in  patient  condition 
are  being  reported  to  the  physician;  nursing 
assessments  are  complete,  accurate,  and  timely. 
G  1,18,  G  140,  G  143,  G  144,  G  158,  G  159,  G 
160,  G  164,  G  171,  G  172 
484.14(d)  SUPERVISING  PHYSICIAN  OR 
REGIS.  NURSE 

Services  furnished  are  under  the  supervision  and 
direction  of  a  physician  or  a  registered  nurse  (who 
preferably  has  at  least  one  year  of  nursing 
experience  and  is  a  public  health  nurse). 

This  person,  or  similarly  qualified  alternate, 
participates  in  all  activities  relevant  to  the 
professional  services  furnished,  including  the 
development  of  qualifications  and  the  assignment 
of  personnel. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  27  clinical  records,  and 
interviews  with  the  Director  of  Patient  Services 
(DPS),  Assistant  Director  of  Patient  Services 
(ADPS),  Quality  Improvement  Nurse,  and  agency 

G  133 

a 

»    Increased  review  ef  at  risk  patients 
«»    Necessity  and  function  of 

appropriate  Case  Management  and 

coordination  ef  ears 
»    Std  of  care  and  assessment 

expectations  clarified 
•    Accountability  to  patient  care 

Completion  date:  July  30,  2009 
Responsible  perserr  Administrator 
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staff;  evidence  is  lacking  in  26  records  (patient  # 
1  -  8,  10  -  27)  that  supervisory  responsibilities  are 
being  performed. 

Failure  of  the  DPS,  ADPS  and  Supervising 
Nurses  to  provide  adequate  oversight  and 
direction  of  the  agency  resulted  in  negative 
outcomes  for  patients  #  1,  3,  4,  10,  19,  20,  22,  23, 
27,  including  3  patient  deaths  (patients  #  3,  4, 
27),  and  has  resulted  in  the  agency  failing  to 
ensure  ail  patient  needs  are  identified  and  met. 
This  has  the  potential  for  negative  outcomes  and 
unmet  needs  for  all  patient's  being  served  by  the 
agency. 

Specifically,  the  following  supervisory  functions 
were  not  being  performed: 

-  Ensuring  that  initial  nursing  assessments  are 
conducted  within  the  proper  time  frame,  and 
plans  of  care  are  developed,  in  compliance  with 
NYCRR10.  Seed  18 

-  Ensuring  that  SNs  are  fulfilling  all  responsibilities 
as  outline  in  the  agency's  job  description  , 
specifically,  case  management,  case 
coordination,  developing  and  implementing  plans 
of  care,  performance  of  initial  and  ongoing 
assessments,  supervision  of  paraprofessionals. 
See  G  143,  G  158,  G159,  G  171, -G  172,  G  229. 

-  Ensuring  that  Supervising  Nurses  are  aware  of 
the  current  status  of  each  patient;  that  skilled 
nurses  are  providing  comprehensive  patient 
assessments  and  reassessments;  that  the  plan  of 
care  developed  is  comprehensive  and  meets  all 
patient  needs.   G144,  G  159,  G  171,  G  172 

-  Ensuring  that  coordination/case  management  is 
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G140  Supervising  physician  or  registered 
nurse 

See  G250  for  QA  details 

Clinical  supervisory  structure  reorganized. 
Supervising  nurses  report  to  DPS:  Weekly 
meeting  s  with  DPS  and  supervising  nurses 
instituted.  Supervising  nurse  responsibilities  and 
expectations  clarified  as  follows: 

•  Weekly  1:1  Case  reviews  with  Case 
Management  staff  with  review 
documented  in  the  patients  medical 
record 

*  Direct  receipt  of  report  from  field  staff 
for  SOC,  ROC's,  Recerts  and  changes 
in  patient  condition 

o    Supervision  of  Case  Management  staff 
in  the  development  of  the  Pian  of  Care, 
including  obtaining  physician 
authorization  for  services  at  least 
weekly 

Supervision  of  Case  Management  staff 
in  appropriate  Case  Management  of 
assigned  patients  at  least  weekly 
Active  involvement  in  coordination  of 
care  with  agency  staff,  external 
providers,  physicians  to  assure 
problem  resolution 
Assuring  staff  accountability  for 
adherence  to  agency  policy,  procedure 
and  standards  of  care 
Prompt  and  thorough  occurrence  and 
complaint  foliow-up  and  documentation 
Communication  to  DPS  re:  any 
significant  event,  concern 


<X5) 
COMPLETION 
DATE 


Facility  i 


Completion  date:  June  5,  2009 
Responsible  person:  DPS 


Supervising  Nurses 
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being  performed  consistently  and  that  all  pertinent 
patient  information  is  communicated  to  all 
individuals  providing  care,  and  documented  in  the 
clinical  record.  See  G  143 

-  Ensuring  that  the  agency's  professional  staff 
promptly  alerts  the  physician  to  any  changes  in 
the  patient's  condition  that  may  suggest  a  need  to 
alter  the  plan  of  care.  See  G  164 

-  Ensuring  that  plans  of  care  are  developed  in 
consultation  with  the  physician,  and  that  the  plans 
of  care  are  being  implemented.  See  G  143,  G 
158,  G  160 

On  06/09/09  the  Director  of  Patient  Services 
(DPS)  stated  to  the  surveyor  that  patient  case 
conferences  between  the  Skilled  Nurses  and  the 
Supervising  Nurses  are  to  occur  every  1-2  weeks, 
Evidence  is  lacking  the  case  conferences  are 
being  conducted  every  1-2  weeks,  and/or  that  the 
Supervising  Nurses  are  identifying  unmet  patient 
needs  during  the  patient  conferences.  This 
resulted  in  negative  outcomes  for  patients  #  3,  4, 
10,20,27.   See  G  140,  G  143 

Additionally,  although  there  is  evidence  the 
ADPS  and  Supervising  Nurses  were  reviewing 
patient  records  of  patients  at  the  start  of  care, 
evidence  is  lacking  the  problems  identified  by  this 
survey  are  being  identified  by  the  Supervising 
Nurses  and  ADPS. 
G  143  484.14(g)  COORDINATION  OF  PATIENT 
SERVICES 

All  personnel  furnishing  services  maintain  liaison 
to  ensure  that  their  efforts  are  coordinated 
effectively  and  support  the  objectives  outlined  in 
the  plan  of  care. 
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G  !  40    Addition  of  Support  RN  provided  to  each 

supervising  nurse.  Role  clarification  daeumentad 
and  plaoed  in  each  Supervising  nurses  HR  file. 

Completion  date:  June  5, 2009 
Responsible  par-&an:  BPS 

Supervising  Nufsea- 

DPS-Supervising  NufW  meetings  b@ing  minuted 
te  daeumant  weekly  BPS  supeMsiaR, 

Completion  date:  July  14, 2009 
Responsible  pefsefl;  OPS 

Reorganization  of  the  Agency  Performance 
!  improvement  Department  with  the  addition  of  the 
ADPS  for  departmental  oversight  and 
supervisory  responsibilities  of  agency  PI/QA 
activities  r/t  survey,  to  include; 

©    audit  activities  to  include  focused 
wound,  nutrition,  and  diabetic  patient 
auditing 

•  Week  to  week  trending  of  audit  findings 
to  concurrently  identify  and  respond  to 
deficient  areas 

•  Plan  for  individual  clinician  follow-up 
and  remediation,  discipline  as  approp. 

•  Development  of  Action  Plan  s  specific 
to  each  deficient  area.  Action  plans  to 
include  ongoing  monitoring  and  Plan 

1    for  revision  to  Action  Plans  as  audit 

trends  dictate 

•  Plan  for  agency  education  targeted 
areas  identified  as  deficient 

Completion  date;  August  10,  2009 
Responsible  person:  Administrator 
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.being  performed  consistently  and  that  all  pertinent 
'  patient  information  is  communicated  to- all 

individuals  providing  care,  and  documented  in  the 

clinical  record.  See  G  143 

-  Ensuring  that  the  agency's  professional  staff 
promptly  alerts  the  physician  to  any  changes  in 
the- patient's  condition  that  may  suggest  a  need  to 
alter  the  plan  of  care.  See  G  164 

-  Ensuring  that  plans  of  care  are  developed  in 
consultation  with  the  physician,  and  that  the  plans 
of  care  are  being  implemented.  See  G  143.  G 
158,  G  160 

On  06/09/09  the  Director  of  Patient  Services 
(DPS)  stated  to  the  surveyor  that  patient  case 
conferences  between  the  Skilled  Nurses  and  the 
Supervising  Nurses  are  to  occur  every  1-2  weeks. 
Evidence  is  lacking  the  case  conferences  are 
being  conducted  every  1-2  weeks,  and/or  that  the 
Supervising  Nurses  are  identifying  unmet  patient 
needs  during  the  patient  conferences.  This" 
resulted  in  negative  outcomes  for  patients  #  3,  4, 
10,20,27.   See  G  140,  G  143 

Additionally,  although  there  is-evidence  the 
ADPS  and  Supervising  Nurses.were  reviewing 
patient  records  of  patients  at  the  start  of  care, 
evidence  is  lacking  the  problems  identified  by  this 
survey  are  being  identified  by  the  Supervising 
Nurses  and  ADPS. 

484.14(g)  COORDINATION  OF  PATIENT 
SERVICES 

All  personnel  furnishing  services  maintain  liaison 
to  ensure  that  their  efforts  are  coordinated 
effectively  and  support  the  objectives  outlined  in 
the  plan  of  care. 
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Agency  organizational  chart  revised  by  the 
Administrator  and  DPS  to  include  reorganization  ' 
of  clinical  supervision  to  include  the  following: 

ADPS  reassigned  to  Performance 
Improvement  Department. 
Addition  of  clinical  Team  to  decrease 
number  of  clinical  staff-supervisor  ratio 
Revision  of  supervising  nurse  job 
description/duties 

Addition  of  OASIS-POC  reviewer  to 
each  clinical  Team 
Addition  of  Scheduling  Manager 
Additional  personnel  assigned  to  Pl/QA 
activities 

•     Upgraded  Registered  Dietician  position 
from  .5  to  1,0  FTE. 

Completion  date:  August  3,  2009 
Responsible  person:  Administrator 
DPS 

Mandatory  all  staff  meeting  held  by  DPS  with  the 
following  information  provided: 

o     Follow-up  and  c/o  survey  results 

•  Notice  of  Condition  level  c/o  survey 
and  what  it  means 

•  Notice  of  identification  of  negative 
patient  outcomes  r/t  inadequate  care 
and  care  coordination 

•  Notice  of  deficiencies  with  nursing 
assessment,  follow-up  assessment, 
supervision  and  compliance  with 
agency  policy,  procedure  and 
standards  of  care. 

>     Lack  of,  and  requirement  for,  physician 
notification  of  changes  in  patient 
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being  performed  consistently  and  that  all  pertinent 
patient  information  is  communicated  to  all 
individuals  providing  care,  and  documented  in  the 
clinical  record.  See  G  143 

-  Ensuring  that  the  agency's  professional  staff 
promptly  alerts  the  physician  to  any  changes  in 
the  patient's  condition  that  may  suggest  a  need  to 
alter  the  plan  of  care.  See  G  164 

-  Ensuring  that  plans  of  care  are  developed  in 
consultation  with  the  physician,  and  that  the  plans 
of  care  are  being  implemented.  See  G  143,  G 
158,  G  160 

On  06/09/09  the  Director  of  Patient  Services 
i'DPS)  stated  to  the  surveyor  that  patient  case 
conferences  between  the  Skilled  Nurses  and  the 
Supervising  Nurses  are  to  occur  every  1-2  weeks. 
Evidence  is  lacking  the  case  conferences  are 
being  conducted  every  1-2  weeks,  and/or  that  the 
Supervising  Nurses  are  identifying  unmet  patient 
needs  during  the  patient  conferences.  This 
resulted  in  negative  outcomes  for  patients  #  3,  4, 
10,  20,  27.   See  G  140,  G  143 

Additionally,  although  there  is  evidence  the 
ADPS  and  Supervising  Nurses  were  reviewing 
patient  records  of  patients  at  the  start  of  care, 
evidence  is  lacking  the  problems  identified  by  this 
survey  are  being  identified  by  the  Supervising 
Nurses  and  ADPS. 

484.14(g)  COORDINATION  OF  PATIENT 
SERVICES  k 

All  personnel  furnishing  services  maintain  liaison 
to  ensure  that  their  efforts  are  coordinated 
effectively  and  support  the  objectives  outlined  in 
the  plan  of  care. 
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(X5) 
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Facility 


•    Clarification  of  performance 
expectations  of  daily  contact  with 
supervisor,  1:1  weekly  case  review  with 
Case  Managers,  review  of  all  wound 

visit  documentation  with  required 
follow-up  expectations,  including 
remediation,  competency  testing,  and 
discipline  as  appropriate. 

•  Clarification  of  documentation 
guidelines,  including  time  frames  for 

completion 
.    Expectation  of  adherence  to  agency 

standards. 

•  '  Expectations  of  physician 

communications,  problem  follow-up 
and  care  coordination 

Completion  date:  June  3, 2009 
Responsible  person:  DPS 


Formal  presentation  of  Agency  disciplinary 
process  to  Supervisory  staff  by  ADPS. 

•  immediate  need  for  intervention  when 
a  variance  in  practice  is  identified 

•  Intervention/discipline  to  be  based  on 
severity  of  performance  issue 

•  Intervention  to  include  documentation 
that  includes  a  specific  plan  for 
change  and  a  supervisory  plan  for  f/u 

.  Plan  to  include  enhanced  supervision 
and  in-field  supervisions  for  issues  r/t 
clinical  performance 

•  DPS  to  be  informed  of  deficient 
practice  and  notified  and/or  involved  in 
developing  the  plan  by  supervisory 
staff 

•  OPD  referral  as  appropriate. 
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being  performed  consistently  and  that  all  pertinent 
patient  information  is  communicated  to  all 
individuals  providing  care,  and  documented  m  the 
clinical  record.  See  G  143 

-  Ensuring  that  the  agency's  professional  staff 
promptly  alerts  the  physician  to  any  changes  in 
the  patient's  condition  that  may  suggest  a  need.to 
alter  the  plan  of  care:  See  G  164 

-  Ensuring  that  plans  of  care  are  developed  in 
consultation  with  the  physician,  and  that  the  plans 
of  care  are  being  implemented.  See  G  143,  G 
158,  G  160 

On  06/09/09  the  Director  of  Patient  Services 
(DPS)  stated  to  the  surveyor  that  patient  case 
conferences  between  the  Skilled  Nurses  and  the 
Supervising  Nurses  are  to  occur  every  1-2  weeks. 
Evidence  is  lacking  the  case  conferences  are 
being  conducted  every  1-2  weeks,  and/or  that  the 
Supervising  Nurses  are  identifying  unmet  patient 
needs  during  the  patient  conferences.  This 
resulted  in  negative  outcomes  for  patients  #  3t  4, 
10,20,27.    See  G  140,  G  143 

Additionally,  although  there  is  evidence  the 
ADPS  and  Supervising  Nurses  were  reviewing 
patient  records  of  patients  at  the  start  of  care, 
evidence  is  lacking  the  problems  identified  by  this 
survey  are  being  identified  by  the  Supervising 
Nurses  and  ADPS. 
G  143  484.14(g)  COORDINATION  OF  PATIENT 
SERVICES 

AH  personnel  furnishing  services  maintain  liaison 
to  ensure  that  their  efforts  are  coordinated 
effectively  and  support  the  objectives  outlined  in 
the  plan  of  care.  . 
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Redistribution  of  supervisory  responsibilities  for 
per  diem  staff.  Redistribution  included  addition  of 
an  RN  to  provide  oversight  under  the  direction  of 
Supervising  RN.  Role  includes  documentation 
review,  ongoing  communication  regarding 
performance  expectations,  policy,  procedure  and 
stds,  scheduling  and  job  performance. 

Completion  date:  June  24,  2009 

Responsible  person:  DPS 

DPS  performed  observation/rounding  with  each 
Supervising  Nurse.  Observation  included  daily 
routine,  case  reviews,  problem  f/u,  reporting 
changes  in  patient  condition  to  the  physician, 
clinician  counseling  and  remediation,  and 
Supervisor  mentoring  re:  case  review,  safety 
assessment  and  management,  assessing  staff 
adherence  to  stds  of  care,  and  comprehensive 
management  of  assigned  patients.  Follow-up 
meetings  held  with  each  individual  Managerrto. 
provide  feedback.  Follow-up  meeting 
documented. 

Completion  date:  August  14,  2009 
Responsible  person:  DPS 

Consultant  hired  to  assist  in  oversight  of 
Supervising  Nurses.  Consultant  reports  to  DPS, 
functions  include:       s  J  . 
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being  performed  consistently  and  that  all  pertinent 
patient  information  is  communicated  to  all 
individuals  providing  care,  and  documented  in  the 
clinical  record.  See  G  143 

-  Ensuring  that  the  agency's  professional  staff 
promptly  alerts  the  physician  to  any  changes  in 
the  patient's  condition  that  may  suggest  a  need  to 
alter  the  plan  of  care.  See  G  164 

-  Ensuring  that  plans  of  care  are  developed  in 
consultation  with  the  physician,  and  that  the  plans 
of  care  are  being  implemented.  See  G  143,  G 
158,  G  160 

On  06/09/09  the  Director  of  Patient  Services 
(DPS)  stated  to  the  surveyor  that  patient  case 
conferences  between  the  Skilled  Nurses  and  the 
Supervising  Nurses  are  to  occur  every  1-2  weeks. 
Evidence  is  lacking  the  case  conferences  are 
being  conducted  every  1-2  weeks,  and/or  that  the 
Supervising  Nurses  are  identifying  unmet  patient 
needs  during  the  patient  conferences.  This 
resulted  in  negative  outcomes  for  patients  #3,4, 
10,20,27.   See  G  140,  G  143 

Additionally,  although  there  is  evidence  the 
ADPS  and  Supervising  Nurses  were  reviewing 
patient  records  of.  patients  at  the  start  of  care, 
evidence  is  lacking  the  problems  identified  by  this 
survey  are  being  identified  by  the  Supervising 
Nurses  and  ADPS. 

484.14(g)  COORDINATION  OF  PATIENT 
SERVICES 

All  personnel  furnishing  services  maintain  liaison 
to  ensure  that  their  efforts  are  coordinated 
effectively  and  support  the  objectives  outlined  in 
the  plan  of  care. 
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•  Facilitate  meaningful  case  reviews 

•  Assistance  with  problem  solving 

•  Objective  observation  and  support  of 
supervisor  and  clinical  staff 
performance,  including  attendance  at 
weekly  DPS-Supervising  Nurse 
meetings. 

©    Objective  observation  and  constructive 
feedback  regarding  supervisory 
systems  and  processes 

•  Ongoing  communication  and  feedback 
to  DPS  regarding  Supervising  Nurse 
performance  and  areas  for 
improvement  including  but  not  limited  | 
to  individual  performance,  Agency 
system  and  processes 

Completion  date:  July  24,  2009 
Responsible  person:  DPS 

DPS  performed  detail  review  of  survey  SOD  with 
collective  counseling  of  all  Supervising  Nurses. 
Discussion  included  failure  and  shortcomings  of 
supervisory  function  and  structure  in  oversight  of 
care  provided  to  agency  patients,  and  resultant 
negative  patient  outcomes.  Clarification  of  job 
duties  and  expectations  focusing  Supervising 
Nurses  on  the  management  of  staff  and  patient 
care,  with  the  expectation  of  self  and  staff 
accountability  to  the  provision  of  quality  care  in 
accordance  with  agency  policy,  procedure  and 
stds  and  all  applicable  federal,  state  and  local 
law  and  regulation,  and  prompt  communication  of 
issues  and  concerns  to  DPS.  Discussion 
documented  in  meeting  minutes. 


Facility 


■Completed:  July  28,  2009 
Responsible  person;  DPS 
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being  performed  consistently  and  that  ail  pertinent 
patient  information  is  communicated  to  all 
individuals  providing  care,  and  documented  in  the 
clinical  record.  See  G  143 

-  Ensuring  that  the  agency's  professional  staff 
promptly  alerts  the  physician  to  any  changes  in 
the  patient's  condition  that  may  suggest  a  need  to 
alter  the  plan  of  care.  See  G  164 

-  Ensuring  that  plans  of  care  are  developed  in 
consultation  with  the  physician,  and  that  the  plans 
of  care  are  being  implemented.  See  G  143,  G 
158,  G  160 

On  06/09/09  the  Director  of  Patient  Services 
(DPS)  stated  to  the  surveyor  that  patient  case 
conferences  between  the  Skilled  Nurses  and  the 
Supervising  Nurses  are  to  occur  every  1-2  weeks. 
Evidence  is  lacking  the  case  conferences  are 
being  conducted  every  1-2  weeks,  and/or  that  the 
Supervising  Nurses  are  identifying  unmet  patient 
needs  during  the  patient  conferences.  This 
resulted  in  negative  outcomes  for  patients  #  3,  4, 
10,20,27.   See  G  140,  G  143 

Additionally,  although  there  is  evidence  the 
ADPS  and  Supervising  Nurses  were  reviewing 
patient  records  of  patients  at  the  start  of  care, 
evidence  is  lacking  the  problems  identified  by  this 
survey  are  being  identified  by  the  Supervising 
Nurses  and  ADPS. 

484.14(g)  COORDINATION  OF  PATIENT 
SERVICES 

All  personnel  furnishing  services  maintain  liaison 
to  ensure  that  their  efforts  are  coordinated 
effectively  and  support  the  objectives  outlined  in 
the  plan  of  care. 
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G  140 


FORM  CMS-2567(02-99)  Previous  Versions  Obsolete 


EventlD:KVRW1l 


Supervising  Nurse  job  description  revised  to 
include: 

o    Expectation  of  current  knowledge  of  all 

patients  on  assigned  team 
o    Assures  comprehensive  Case 

Management  of  Team  patients  by 

assigned  staff 
o    Assures  communication  amongst  care 

providers  of  pertinent  information, 

including  changed  in  condition  reported 

to  the  physician 
»    Facilitates  ongoing  communication  by  " 

staff  members  of  changes  in  patients 

condition 

•  Assures  Plans  of  Care  are  developed 
in  consultation  with  the  patients 
physician 

e    Performs  weekly  case  review  with 
Case  Management  staff 

•  Communicates  openly  with  DPS  re: 
clinical,  operational  human  resource 
issues  identified 

•  Seeks  timely  guidance  from  DPSas 
needed  for  problem  resolution. 

Completion  date:  August  6,  2009 
Responsible  person:  DPS 
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This  STANDARD  is  not  met  as  evidenced  by; 
Based  on  a  review  of  27  clinical  records  and 
review  of  agency  policies  and  procedures,  and 
interviews  with  the  Director  of  Patient  Services 
(DPS)  and  Assistant  Director  of  Patient  Services 
(ADPS),  there  is  no  evidence  in  17  records,  that 
the  skilled  nurses  {SN)  are  consistently 
functioning  in  the  role  of  case  management/case 
coordination,  or  that  they  have  a  clear 
understanding  of  the  role  of  the  home  care  nurse 
in  providing  case  management  coordination. 
Patients  #  2-5,  7,  8,  10-  12,  14-18,  20,  24,  27 

Lack  of  adequate  case  management  and  case 
coordination  has  resulted  in  negative  outcomes 
for  patients  #  3,  4,  10,  20,  27,  including  3  patient 
deaths  Patients  #  3,  4,  27,  and  has  the  potential 
for  agency  wide  unmet  patient  needs  and 
negative  patient  outcomes.  Patient  #  20  was 
identified  on  the  OBQI  Adverse  Events  Outcome 
Report  for  2/2008  -  1/2009  for  emergent 
hospitalization  resulting  from  a  fall. 

Examples  are  as  follows: 

1.  Patient  #  27  was  admitted  to  the  agency-on 
09/09/08.  On  03/06/09  the  Skilled  Nurse  (SN) 
conducted  a  comprehensive  recertification 
nursing  assessment.  The  03/08/09  updated  plan 
of  care  included  a  primary  diagnosis  of  open 
wound,  and  included  SN  visits  2  times  per  week 
for  8  weeks  for  wound  care,  foley  catheter 
maintenance,  and  assessment . 

Although  the  patient  called  the  agency  for  help  on 
04/27/09,  the  agency  failed  to  follow  up  with  the 
patient.  Two  days  later,  on  04/29/09  the  patient 


(X2)  MULTIPLE  CONSTRUCTION 
A.  BUILDING"   


8.  WING 


(X3)  DATE  SURVEY 
COMPLETED 


07/27/2009 


STREET  ADDRESS.  CITY,  STATE.  ZIP  CODE 
7246  JANUS  PARK  DRIVE 
LIVERPOOL,  NY  13088 


ID 
PREFIX 
TAG 


G  143 


FORM  CMS-2567(02-99)  Previous  Versions  Obsolete 


EventlD:KVRW11 


PROVIDER'S  PLAN  OF  CORRECTION 
{EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


CX5) 
COMPLETION 
DATE 


0143  Coordination  ©f  patient  services 
See  3140  for  enhanced  Supervision 

See  G168for  Skilled  Nurse  education 
See  G250  for  OA  detail 


Record  review  and  ease  presentation  were  held 
with  ail  agency  esFegivere  having  provided  ears 
to  patient  #1  f 3,4, 1 1 9,20,22,23,27  Identified  in 
the  statement  of  deficiencies.  Areas  diseussod 
included: 

•  Case  ovsfview 

•  Identified  areas  of  deficiency  that  led  ta 
festive  euteame 

•  intefventions/eare/eaFe  coordination 
that  would  haye  improved  the  patient 
situation  andteF  mitigated  the  negative 
outcome 

•  Plan  ef  Cars  development  and 
following  or  altering  th@  Plan  ef  Qm 
as  spprop. 

»    Notifyi the  physician  to  barriofB  to 
the  Flan  ef  Care;  changes  ia  patient 
condition  and  need  to  alter  the  Plan  of 
Care 

•  Appropriate  case  management  for 
each  individual  patient 

•  R©*©dueation  to  agency  policy, 
proeeduro  and  stds  applieabte  to  eaoh 
case 
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Patient  #27  has  been  discharged  from 
the  agency. 
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Continued  From  page  13 
was  found  on  the  floor  by  a  lab  technician  who 
was  assigned  to  draw  blood.  The  patient  was 
transported  to  the  hospital  by  911  responders. 
The  patient  had  been  pinned  to  the  floor  at  home 
for  2  days,  despite  having  called  the  agency  for 
help  on  04/27/09. 

The  patient  subsequently  died  on  06/10/09.  The 
06/10/09  hospital  physician  discharge  summary 
upon  the  patient's  death  stated  "Chief  Complaint: 
Difficulty  breathing. ...The  patient's  difficulty 
breathing  apparently  began  about  a  month  ago  in 
association  with  her  falling  at  home.  The  patient 
was  down  for  approximately  40  hours,  and  was 
unable  to  get  up. ..the  patient  deceased  on 
06/10/09" 

Specifically: 

-  The  04/29/09  admitting  history  and  physical  by 
the  hospital  physician  docu mented  that  on  the 
■night  of  04/27/09  the  patient  felt  weak,  and  she 
had  fallen  to  the  floor,  "She  was  unable  to  get 
up  she  lives  alone  in  an  apartment...  she  was 
yelling  all  day  Tuesday  (04/28/09).. .she  was 
unable  to  get  to  the  phone.. .she  remained  on  the 
floor  until  Wednesday  morning  (04/29/09)... she 
was  also  weak  Sunday  (04/26/09)  night  and  fell, 
requiring  the  fire  department  to  come  help  her. 

-  The  04/29/09  emergency  medical  services 
record  documented  that  the  patient:  "had  been 
lying  on  the  bedroom  floor  for  2  days...  had  a 
dresser  drawer  across  her  thigh...  was 
confused...  had  a  cyanotic  face."  The  04/29/09 
note  by  the  hospital  physician  also  documented 
the  patient  was  admitted  with  "pneumonia, 
dehydration,  acute  renal  failure,  urinary  tract 
infection,  weakness.  ..." 
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Staff  involved  in  each  ease  wer©  counseled  as 
apprap.  regarding  performanee,  and  expestation 
of  adherence  to  Ageney  poliey,  proseidure  and 
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The  SN  failed  to  fulfil!  her  role  as  case  manager, 
and  failed  to: 

-  coordinate  and  implement  a  plan  of  care  which 
met  the  patient's  ongoing  safety  needs,  including 
the  patient's  ability  to  call  for  help  in  an  emergent 
situation 

-  coordinate  necessary  and  life  saving  emergency 
medical  services  on  04/27/09 

-  report  the  changes  in  patient  condition  to  the 
physician. 

Specifically: 

-  The  SN  failed  to  adequately  assess  the  patient's 
safety  needs,  and  coordinate  and  implement  a 
safety  plan  for  the  patient.  Specifically,  on 
03/06/09  the  SN  case  manager  documented  that 
the  patient  was  at  risk  for  falls,  could  not  be  left 
alone,  was  confused,  and  had  impaired  decision 
making.  The  SN  failed  to  document  who  was 
living  with  the  patient,  and  on  03/27/09  the  LPN 
visited  the  patient  and  documented  that  the 
patient  was  living  alone.  Although  the  SN  case 
manager,  and  4  other  SNs  visited  the  patient  10 
times  between  the  dates  of  03/06/09  and 
04/23/09,  and  ail  documented  at  every  visit  that 
the  patient  was  not  safe  alone,  the  SN  failed  to 
coordinate  a  safety  plan  to  address  the  patient's 
unmet  safety  needs,  including  contacting  the 
patient's  daughter,  physician,  and  if  necessary, 
Adult  Protective  Services,  to  ensure  the  patient 
was  not  being  left  alone  unsafely. 

On  07/09/09  2  surveyors  interviewed  the  SN  case 
manager.  The  case  manager  stated  that  she  was 
aware  the  patient  lived  alone,  and  felt  that  this 
was  safe.  The  surveyor  asked  the  SN  why  there 
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was  a  contradiction- between  what  she  is  saying 
and  what  she  documented  in  the  record.  The  SN 
stated  that  she  had  documented  that  the  patient 
could  not  be  left  alone  due  to  a  computer  error. 
However,  the  SN  documented  in  3  separate 
areas  ofihe  03/06/09  nursing  note,  including  a 
section  which  specified  "homebound  problems", 
as  welt  as  3  subsequent  nursing  visit  notes 
(03/10/09,  03/17/09,  03/24/09),  that  the  patient 
was  not  safe  to  be  left  alone.  Additionally,  3  other 
SNs  visited  the  patient  on  03/13/09,  03/27/09, 
03/31/09,  04/06/09,  04/17/09,  04/21/09,  04/23/09, 
and  all  documented  the  patient  was  not  safe  at 
home  alone. 

-  The  SN  failed  to  coordinate  a  plan  for  Home 
Health  Aide  (HHA)  services  to  meet  the  patient's 
safety  and  personal  care  needs.  Specifically,  on 
03/06/09  the  SN  case  manager  documented  in 
the  comprehensive  assessment  the  patient:  was 
confused,  had  impaired  decision  making,  required 
assistance  with  bathing,  and  dressing,  had  a 
privately  hired  aide.  The  SN  failed  to  assess  if  the 
patient's  needs  were  being  met  by  the  privately 
hired  caregiver  and  family,  or  if  the  agency 
needed  to  provide  additional  HHA  services  to 
meet  the  patient's,  needs. 

During  the  07/09/09  interview  with  the  SN  case 
manager,  the  SN  stated  to  the  surveyors:  she 
was  sure  the  patient's  needs  were  being  met  by 
the  private  caregiver,  because  the  patient  "had 
told  her  so",  she  did  not  know  why  the  agency 
was  not  providing  a  HHA  for  the  patient  because 
that  had  been  determined  prior  to  her  taking  over 
as  the  case  manager  (on  03/02/09).  The  SN 
failed  to:  identify  that  it  was  her  responsibly  as 
the  case  manager  to  assess  if  all  of  the  patient's 
needs  were  being  met,  including  if  the  patient 
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required  HHA  services  from  the  agency,  and. 
discussing  it  with  the  patient's  daughter  if 
necessary.  Instead  the  SN  relied  on  the  patient, 
who  was  confused,  and  had  impaired  decision 
making,  to  make  this  determination. 

On  07/13/09  the  surveyor  interviewed  the 
patient's  daughter.  The  daughter  told  the  surveyor 
that  the  agency  had  never  offered  the  services  of 
a  HHA,  and  that  if  they  had  been  offered,  she 
and  her  mother  would  have  "most  definitely" 
accepted  them. 

-  The  SN  failed  to  identify  that  the  patient  required 
a  wheelchair  for  mobility,  until  the  patient's 
04/27/09  phone-call  to  the  agency,  when  the 
patient  reported  that  she  could  not  transfer  from 
the  toilet  to  the  wheelchair. 

-  The  SN  failed  to  coordinate  a  plan  to  ensure  the 
patient  was  able  to  call  for  help  if  needed,  and  for 
the  possible  need  of  a  Personal  Emergency 
Response  System  (PERS).  On  10/06/08  the 
social  worker  visited  the  patient  and  documented 
that  the  patient  had  a  PERS,  and  on  03/06/09  the 
SN  case  manager  documented  that  the  patient 
was  able  to  walk  only  with  the  supervision  or 
assistance  of  another  person  at  all  times,  could 
transfer  herself,  had  a  fear  of  falling.  The  SN 
case  manager  failed-to:  assess  how  the  patient 
was  able  to  mobilize  when  the  private  caregiver 
was  not  present,  assess  if  the  patient  had  a 
PERS,  and  if  so,  if  the  patient  was  able  to  use  it 
properly. 

On  07/09/09  2  surveyors  interviewed  the  social 
worker  and  the  SN  case  manager.  The  social 
worker  stated  she  could  not  remember  how  she 
identified  that  the  patient  had  a  PERS,  or  if  she 
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had  discussed  it  with  the  SN.  The  SN  case 
manager  stated  she  did  not  know  if  the  patient 
had  a  PERS,  but  thought  that  the  patient  "would 
have  probably  activated  it,  if  she  had  one,  the 
night  of  her  fail". 

On  07/1 3/09  the  surveyor  interviewed  the 
patient's  daughter.  The  daughter  stated  that  the 
patient  did  not  have  a  PERS,  and  that  the  patient 
wore  her  cordless  phone  around  her  neck.  The 
SN  failed  to  ever  assess:  the  patient's  ability  to 
call  for  help  if  needed,  if  the  phone  placed  around 
the  patient's  neck  was  a  safe  plan,  if  the  patient 
was  able  to  use  the  phone  appropriately  in  the 
event  of  an  emergency,  and  if  the  patient  was 
conscientious  about  keeping  it  charged  and  within 

reach  at  all  times.  . 

-  The  SN  failed  to  coordinate  and  ensure  that  the 
patient  received  life  saving  emergency  medical 
services  when  the  patient  called  the  agency 
reporting  she  was  "stuck  on  the  toilet",  even  after 
the  patient  reportedto  the  nurse  that  she"  had 
fallen  the  night  before.  As  a  result  the  patient 
helplessly  remained  on  the  floor  for  two  days  after 
falling,  unable  to  take  her  medications,  including 
.insulin  and  anticoagulant  therapy,  eat,  or  drink. 

On  04/27/09  at  4:30  PM  the  SN  case  manager 
documented  in  the  Patient  Activities  Log  that-the 
patient  called  to  report  she  was  stuck  on  the 
toilet,  and  had  been  trying  to  get  to  her  wheelchair 
for  2  1/2  hours.  The  SN  instructed  her  to  call  91 1 , 
and  the  patient  replied  that  she  just  called  them 
the  prior  night  after  falling.  The  patient  agreed  to 
call  91 1 ,  and  the  SN  told  the  patient  "we  would 
place  call  this  evening  to  follow  up."  The  SN 
documented  that  she  reported  the  situation  to  the 
evening  coordinating  RN. 
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Both  the  SN  case  manager,  and  SN  evening 
coordinator  failed  to  ever  follow  up  with  the 
patient,  and  2  days  later,  on  04/29/09  the  patient 
was  found  on  the  floor  by  a  lab  technician,  and 
was  admitted  to  the  hospital. 

During  the  07/09/09  surveyors  interview  of  the  SN 
case  manager,  the  surveyor  asked  the  SN  case 
manager  why  she  had  never  followed  up  with  the 
patient.  The  SN  stated  that  on  the  morning  of 
04/28/09  she  had  called  the  hospital,  and  was  told 
the  patient  had  been  admitted.  When  the 
surveyor  questioned  why  the  SN  waited  until  the 
next  morning  to  follow  up,  the  SN  then  stated  that 
she  must  have  called  the  hospital  the  evening, 
before.  However,  both  the  hospital  emergency 
room  and  admitting  physician's  notes,  as  well  as 
the  emergency  services  record  document  that  the 
patient  had  been  on  the  floor  in  her  apartment  for 
2  days,  (since  04/27/09).  The  SN  could  not  recall 
which  hospital  she  phoned,  and  on  07/13/09  the 
patient's  daughter  told  the  surveyor  she  was 
certain  the  patient  was  not  in  the  hospital  on 
04/27/09  or  04/28/09. 

On  07/09/09  the  surveyors  interviewed  the 
evening  SN  coordinator.  Although  the  SN  case 
manager  documented  on  04/27/09  that  she  had 
reported  that  the  patient  was  unable  to  get  off  the 
toilet  to  the  evening  SN  coordinator,  the  SN 
coordinator  stated  she  could  not  recall  if  she  had 
discussed  the  patient's  unsafe  status  with  the  SN 
case  manager,  or  if  she  ever  called  the  patient  to 
follow  up. 

.  There  is  no  evidence  the  SN  reported  to  the 
physician  that  the  patient  had  fallen.  Specifically, 
on  04/27/09  the  SN  documented  in  the  Patient 
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Activity  Log-that  in  addition  to  her  immediate 
problem  of  not  being  able  to  transfer  herself  from 
the  toilet,  the  patient  had  also  reported  failing  on 
the  night  of  04/26/09. 

The  patient  record  was  reviewed  with  the 
Administrator,  DPS,  ADPS,  and  Supervising 
Nurse  on  07/16/09.  The  DPS  submitted  the  SN 
case  manager's  cell  phone  log  for  04/27/09  and 
04/28/09.  The  log  contained  5  phone  calls  to  the 
patient.  Four  of  the  phone  calls  were  for  1  minute, 
and  1  catl  was  for  2  minutes.  The  DPS  stated  that 

during  the  2  minute  phone  call  at  10:38  AM  the  

SN  case  manager  spoke  foThe  patient,  ancfthe 
patient  declined  a  visit. 

On  07/17/09  the  surveyor  interviewed  the 
patient's  daughter.  The  daughter  stated  that  there 
were  2  phone  messages  from  the  agency  on 
04/28/09,  one  of  which  was  from  the  SN  case 
manager  at  approximately  10:30  AM.  The 
message  was  detailed,  and  included  the  case 
manager  stating  that  she  was  in  the  lobby  (of  the 
patient's  apartment  building),  and  that  she  spoke 
to  people  at  the  front  desk.  They  said  that  they 
had  seen  you  (the  patient),  and  that  you  are  fine. 

Additionally,  the  daughter  stated  that  the  agency 
was  aware  that  the  door  of  the  patient's 
apartment  was  always  left  open  to  allow  access 
for  all  caregivers,  and  that  she  had  instructed  the 
agency  to  visit  the  patient,  whether  or  not  she 
answers  the  phone.  During  the  07/09/09  interview 
by  the  surveyor  of  the  SN  case  manager,  the 
case  manager  also  stated  the  patient  left  the  door 
propped  open. 

2.  Patient  #3  was  admitted  to  the  agency  on 
1 1/05/08.  The  1 1/05/08  plan  of  care  included  SN 


G  143 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(XS) 
COMPLETION 
DATE 


Patient  #3  has  been  discharged  from 
the  agency. 


FORM  CMS-2567(02-99)  Previous  Versions  Obsolete 


Event  ID:KVRW11 


Facility  ID:  59 87  . 


If  continuation  sheet  Page  20  of  92 


U 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 


PRINTED:  07/27/2009 
FORM  APPROVED 

  ryt.jip^  mq, 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPLlEFVCLIA 
IDENTIFICATION  NUMBER: 


337241 


(X2)  MULTIPLE. CONSTRUCTION 
A.  BUILDING   


B.  WING 


(X3)  DATE  SURVEY 
COMPLETED 


07/27/2009 


NAME  OF  PROVIDER  OR  SUPPLIER 
ST  JOSEPHS  HOSP  HEALTH  CENTER  CHHA 


(X4)  ID 
PREFIX 
TAG 


G  143 


SUMMARY  STATEMENT  OF  DEFICIENCIES  ' 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


STREET  ADDRESS.  CITY.  STATE.  ZIP  CODE 
7246  JANUS  PARK  DRIVE 
LIVERPOOL,  NY  13088 


Continued  From  page  20 
visits  2  times  per  week  for  2  weeks,  1  time  per 
week  for  1  week,  and  3  as  needed  visits.  The 
01/04/09  plan  of  care  included  SN  visit  1  time  per 
month  for  2  months,  and  2  as  needed  visits.  Both 
plans  specified  that  the  SN  was  to:  assess  for 
medication  effectiveness  and  compliance  with 
medication  regiment,  skin  integrity,  neurological 
status  ,  change  the  patient's  foley  .catheter  every 
month. 

The  SN  failed  to  understand  her  role  as  case 
manager,  and  failed  to: 

-  develop  and  coordinate  an  ongoing  plan  of  care 
which  met  the  patient's  needs 

-  coordinate  the  plan  of  care  with  the  physician 

-  provide  adequate  oversight  and  supervision  to 
the  primary  caregiver  to  ensure  the  patient's 
needs  were  met 

-  recognize  changes  in  the  patient's  condition 
and  report  these  changes  to  the  physician. 

As  a  result,  the  patient's  condition  deteriorated 
significantly,  and  the  patient  was  admitted  to  the 
hospital  on  02/02/09,  and  subsequently  died  in  a 
Skilled  Nursing  Facility  on  03/08/09.  The 
02/02/09  emergency  medical  services  record, 
and  hospital  emergency  room  record  documented 
that  the  patient  was  admitted  with  lice  and 
bedbugs,  covered  in  feces,  and  had  a  stage  2 
sacral  decubitus.  The  hospital  record  also 
documented  that  the  patient  was  severely 
hypothyroid,  and  the  Primary  Care  Physician 
(PCP)  documented  on  02/05/09  that  the  patient 
was  emaciated  with  an  approximate  weight  loss 
of  50  -  60  lbs. 

Although  the  SN  visited  the  patient  7  times 
between  1 1/05/08  and  01/13/09,  the  SN  failed  to: 
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coordinate  a  plan  of  care  with  the  physician. 
Although  the  initial  referral  came  from  the 
urologist,  the  urologist  was  unwilling  to  take 
responsibility  for  the  patient,  and  neither  would 
the  PCP.  The  agency  inappropriately  admitted  the 
patient  without  securing  physician  authorization. 
Specifically,  the  Clinical  Episode  Documents  form 
in  the  electronic  record  documented  that  on 
11/10/08,  01/12/09,  and  01/26/09  the  agency 
called  the  urologist,  who  refused  to  sign  the  plan 
of  care;  and  on  1 1/05/08  and  01/04/09  the  agency 
called  the  PCP,  who  refused  to  sign  the  plan  of 
care. 

Additionally,  on  11/03/08  the  agency  documented 
that  the  PCP  would  not  take  responsibility  for  the 
patient  because  she  had  not  seen  the  patient  in 
over  1  month.  The  SN  failed  to  coordinate  a  plan 
that  included  the  patient  being  seen  by  the  PCP 
at  the  start  of  care,  or  identify  that  the  agency 
could  not  admit  the  patient,  or  continue  to  provide 
services  without  a  supervising  physician. 

The  PCP's  progress  notes  stated  that  the  patient 
had  not  been  seen  by  the  PCP  since  08/13/08, 
and  between  the  dates  of  09/29/08  and  01/16/09 
the  patient  had  missed  10  appointments. 

On  5/27/09  the  surveyor  interviewed  the  SN  case 
manager  The  SN  stated  that  she  was  not  aware 
that  the  patient's  plan  of  care  had  not  been  signed 
by  a  physician  for  2  certification  periods  (4 
months),  that  the  patient  had  missed  9  visits  with 
his  PCP  and  had  not  been  seen  since  his 
admission  to  the  agency, 

-  ensure  that  the  patient  and  primary  caregiver 
were  able  to  independently  administer  the 
patient's  medications  correctly  per  the  plan  of 
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care.  The  1 1  /05/08  plan  of  care  included  1 0 
medications,  including  synthroid  (thyroid  hormone 
replacement)  25  meg  daily.  The  11/05/08  initial 
nursing  assessment  documented  that  the  patient 
and  caregiver  required  repeat  instruction  for 
medications  to  assess  understanding,  knowledge 
retention,  and  compliance,  and  that  the  SN  was  to 
assess  medication  use/compliance  at  every  visit. 
Additionally,  the  SN  documented  at  every  visit 
that  the  patient  continued  to  have  a  knowledge 
deficit  for  medications. 

The  SN  failed  to  ever  reassess  the  caregiver's 
ability  to  administrator  the  medication  per  the  plan 
of  care,  and  failed  to  develop  and  implement  a 
medication  teaching  plan  for  the  patient  and 
caregiver.  On  02/02/09  the  patient  was  admitted 
to  the  hospital  on  an  emergent  basis.  The  hospital 
physician's  admitting  history  and  physical 
documented  that  the  patient  was  admitted  with 
an  abnormally  low  thyroid  hormone  level,  which 
"had  developed  over  a  considerable  length  of 
time,  likely  secondary  to  the  patient  not  taking  any 

of  his  medications  the  family  did  not  know 

what  medications  the  patient  takes". 

When  the  surveyor  interviewed  the  SN  case 
manager  on. .0.5/27/09,'  she  stated  that  her 
medication  assessment  included  only  asking  the 
grandson  if  there  were  any  new  medications  and 
that  she  never  reviewed  the  medication  list  with 
the  caregiver. 

-  coordinate  a  plan  to  assess  nutritional  status. 
Specifically,  the  SN  failed  to  obtain  an  actual 
weight  on  the  patient,  who  was  ambulating  on 
admission.  The  SN  documented  in  the  1 1/05/08 
initial  nursing  assessment  that  the  patient 
reported  his  weight  to  be  180  lbs,  however,  also 
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documented  the  patient  was  confused.  The 
1 1/05/08  plan  of  care  included  a  SN  goal  of 
"weight",  however,  the  SN  failed  to  coordinate  a 
weight  plan.  Specifically,  the  SN  failed  to:  clarify 
what  the  goal  was,  clarify  that  the  patient  did  not 
have  a  scale  as  documented  in  the  12/30/08 
recertification  assessment,  confirm  the  patient's 
weight  with  the  physician,  and/or  assist  the 
patient  in  obtaining  a  scale,  and  coordinate  a  plan 
to  weigh  the  patient,  including  a  frequency  and 
reporting  parameters  to  the  physician. 

Although  the  SN  visited  the  patient  6  times 
between  11/11/08  and  01/13/09,  the  SN  based 
the  nutritional  assessment  solely  on  the 
caregiver's  report  of  the  patient's  appetite  being 
adequate  to  good,  and  the  patient's  reported 
weight  of  180  lbs  despite  her  assessment  that  he 
was  confused. 

On  02/02/09  the  patient  was  admitted  to  the 
hospital  on  an  emergent  basis,  and  had  an 
admission  weight  of  109.7  pounds.  This 
represented  a  70.3  lb.  weight  loss  from  the 
patient's  last  known  weight  of  ISO  lbs. 
documented  by  the  PCP  on  07/20/08. 

-  coordinate  a  pian  to  maintain.skin-integrity.  The 
initial  nursing  assessment  documented  that  the 
patient  had  a  decubitus  ulcer  upon  admission  to 
the  agency,  and  the  plan  of  care  included  skin 
assessment.  The  SN  failed  to  reassess  the 
patient's  skin  after  1 1/24/08.  Specifically,  on 
12730/08  the  SN  visited  the  patient  and 
documented  that  the  caregiver  denied  any  open 
areas  or  skin  problems,  and  there  is  no  evidence 
the  SN  observed  the  patient's  skin  integrity.  On 
01/13/09  the  SN  documented  the  patient  had 
poor  hygiene,  however,  the  SN  failed  to  specify 
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what  the  patient's,  skinxondition  was. 

On  02/02/09  the  physician's  hospital  admission 
documented  the  patient  had  bed  bugs,  lice,  and  a 
stage  2  sacra!  decubitus  ulcer. 

-  coordinate  a  plan  to  ensure  the  patient's 
decreasing  functional  status  was  reported  to  the 
physician,  and  that  a  plan  was  developed  to  meet 
his  increasing  personal  care  needs.  Specifically 
the  11/05/08  initial  nursing  assessment 
documented  that  the  patient  was  able  to 
participate  in  bathing  himself  in  the  shower  or  tub,  | 
and  the  patient  could  transfer  himself  with 
minimal  assistance  or  with  the  use  of  an  assistive 
device.  The  1 1/24/08  SN  follow  up  assessment 
documented  that  although  the  SN  had  irrigated 
the  patients  indwelling  urinary  catheter,  palpated 
his  abdomen,  and  milked  the  catheter,  the  patient 
slept  through  the  SN  visit.  The  12/30/08 
recertification  assessment  documented  that  the 
patient  could  no  longer  use  the  shower  or  tub  and 
was  now  being  bathed  in  bed  or  bedside  chair, 
that  the  patient  was  no  longer  able  to  transfer 
himself  and  was  now  only  able  to  pivot  The  SN 
failed  to  report  the  patient's  deteriorating  status  to 
the  physician,  and  failed  to  clarify  why  the 
caregiver  refused  home  health  aide  services,  as 
documented  in  the  12/30/08  nursing  assessment, 
despite  the  patient's  increasing  needs. 

During  the  05/27/09  interview  of  the  SN  case 
manager  by  the  surveyor,  the  SN  stated,  she  was 
"visiting  just  for  foley  catheter  care".  The  SN 
failed  to  understand  her  role  as  case  manager 


The  patient  record  was  reviewed  with  the  Director 
of  Patient  Services  and  the  Assistant  Director  of 
Patient  Services  on  05/28/09.  No  additional 
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information  was  provided. 

3.  Patient  #4  was.adrr.itted  to  the  agency  on 
12/05/08.  The  12705/08  plan  of  care  included  SN 
visits  3  times  per  week,  Physical  Therapy  (PT), 
and  Social  Work  evaluations,  Home  Health  Aide 
services  2-3  times  per  week  for  1  hour.  The 
12/05/08  initial  nursing  assessment  documented 
the  patient  had  a  stage  3  decubitus  ulcer  on  his 
sacrum  "from  being  on  his  back".  The  SN  failed 
to: 

-  develop  and  coordinate  an  ongoing  plan  of  care 
which  met  the  patient's  needs,  and  alleviated 
caregiver  stress 

-  coordinated  the  plan  of  care  with  the  physician 

-  recognize  changes  in  the  patient's  condition  and 
report  these  changes  to  the  physician. 

As  a  result,  the  caregiver  experienced  undue 
stress  and  anxiety,  and  the  patient  was  admitted 
to.  the  hospital  on  02/01/09  with  a  diagnosis  of 
hypovolemic  septic  shock.  The  patient 
subsequently  died  on  03/03/09.  The  02/01/09 
admitting  physician's  physical  exam  documented 
that  the  patient  had  lost  about  one-third  of  his 
body  weight  over  the  previous  1-2  months. 
The  SN  failed  to: 

-  coordinate  a  plan  to  assess  nutritional  status. 
Specifically,  although  the  the  SN  documented  in 
the  12/05/08  initial  nursing  assessment  that  the 
patient  could  not  be  weighed  due  to  his  inability  to 
stand,  the  12/05/08  plan  of  care  specified  that  the 
SN  was  to  visit  the  patient  1  time  per  week  for  1 
week,  and  3  times  per  week  for  4  weeks  and 
assess  the  patient's  weight.  The  SN  failed  to 
coordinate  a  plan  to  assess  the  patient's  weight 
per  the  plan  of  care,  including  who  would  be 
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information  was  provided. 

3.  Patient  #4  was  admitted  to  the  agency  on 
12/05/08.  The  12705/08  plan  of  care  included  SN 
visits  3  times  per  week,  Physical  Therapy  (PT), 
and  Social  Work  evaluations,  Home  Health  Aide 
services  2-3  times  per  week  for  1  hour.  The 
12/05/08  initial  nursing  assessment  documented 
the  patient  had  a  stage  3  decubitus  ulcer  on  his 
sacrum  "from  being  on  his  back".  The  SN  failed 
to: 

-  develop  and  coordinate  an  ongoing  plan  of  care 
which  met  the  patient's  needs,  and  alleviated 
caregiver  stress 

-  coordinated  the  plan  of  care  with  the  physician 

-  recognize  changes  in  the  patient's  condition  and 
report  these  changes  to  the  physician. 

As  a  result,  the  caregiver  experienced  undue 
stress  and  anxiety,  and  the  patient  was  admitted 
.to.  the  hospital  on  02/01/09  with  a  diagnosis  of 
hypovolemic  septic  shock.  The  patient 
subsequently  died  on  03/03/09.  The  02/01709 
.admitting  physician's  physical  exam  documented 
that  the  patient  had  lost  about  one-third  of  his 
body  weight  over  the  previous  1-2  months. 
The  SN  failed  to: 

-  coordinate  a  plan  to  assess  nutritional  status. 
Specifically,  although  the  the  SN  documented  in 
the  12705/08  initial  nursing  assessment  that  the 
patient  could  not  be  weighed  due  to  his  inability  to 
stand,  the  12/05/08  plan  of  care  specified  that  the 
SN  was  to  visit  the  patient  1  time  per  week  for  1 
week,  and  3  times  per  week  for  4  weeks  and 
assess  the  patient's  weight.  The  SN  failed  to 
coordinate  a  plan  to  assess  the  patient's  weight 
per  the  plan  of  care,  including  who  would  be 
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responsible,  or  notify  the  physician  that  the 
patient  could  not  be  weighed.  Although  the  SN 
visited  the  patient  17  times  between  12/05/08  and 
01/29/09  the  SN  failed  to  ever  assess  the 
patient's  weight. 

Additionally,  the  plan  of  care  included  SN 
assessment  of  the  patient's  nutritional  intake,  and 
24  hour  intake.  The  SN,  however,  failed  to  ever 
assess  the  patient's  nutritional  intake,  and  failed 
to  identify  that  the  patient  was  losing  weight. 
Specifically,  on  02/01/09  the  patient  was  admitted 
to  the  hospital  on  an  emergent  basis,  the 
admitting  physician's  physical  exam  included  "the 
patient  had  complaints  of  not  eating  or  drinking 
well  over  the  past  one  week,  and  has  had  a 
weight  loss  for  the  last  1  -2  months. ..the  family 
noted  the  patient  had  a  weight  loss  of  about 
one-third  his  body  weight  in  a  1-2  month  period". 
The  physician's  hospital  discharge  summary 
documented  the  patient  had  expired  on  03/03/09. 

On  06/02/09  the  surveyor  interviewed  the  SN 
case  manager.  The  case  manager  stated  that  he 
"would  not  know  how  to  assess  the  patient's 
nutritional  intake  unless  the  patientwas-only 
taking  ensure".  When  the  surveyor  questioned 
why  he  did  not  assess  the  amount  of  food  and 
fluid  the  patient  was  consuming,  per  the  plan  of 
care,  he  stated,  he  did  not  think  to  ask  specifically 
what  the  patient  was  eating  and  drinking.  The 
surveyor  also  asked  the  SN  case  manager  how 
he  was  going  to  perform  weight  assessments  if 
the  patient  could  not  stand  on  a  scale,  and  he 
replied  "I  guess  that  just  got  by  me." 

-  coordinate  a  plan  with  the  social  worker  to 
address  the  primary  caregivers  stress  caused  by 
the  patient  *  s  increasing  personal  care  needs. 
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Specifically,  on  12/1 1/08  the  social  worker  visited 
the  patient  and  documented  that  the  wife,  who 
was  the  primary  caregiver, .  had  been  able  to 
transfer  the  patient  by  herself  until  recently,  and  is 
no  longer  able  to  do  this.  The  social  worker 
discussed  hiring  private  aides  as  an  option.  The 
Social  Worker  and  the  SN  failed  to  coordinate  a 
plan  to  assist  the  wife  in  obtaining  a  higher  level 
of  care  for  the  patient 

-  coordinate  a  plan  with  the  PT  to  address  the 
primary  caregiver's  stress  caused  by  the  patient's 
increasing  personal  care  needs.  Specifically,  on 
01/12/09  the  PT  visited  the  patient  and 
documented  reporting  to  the  SN:  the  wife  was 
"reaching  the  breaking  point",  and  that  the  wife 
stated  she  could  no  longer  continue  to  care  for 
the  patient,  and  had  inquired  about  a  nursing 
home  transfer.  The  Physical  Therapist  also 
reported  that  the  wife  could  get  the  patient  into 
the  wheelchair  on  her  own,  however,  could  not 
get  him  back  to  bed.  Although  the  SN  was  aware 
of  the  patient's  increasing  needs,  the-SNTailed  to: 
coordinate  a  plan  with  the  PT  and  Home  Health 
Aide  (HHA)  to  address  how  the  patient  was  to  be 
transferred  into  and  out  of  bed,  arrange  for  DME 
such  as  a  hoyer  lift  to  assist  in  transferring  the 
patient;  coordinate  a  plan  to  increase  the  HHA 
services  from  1  hour  3  times  per  week,  to  assist 
and  support  the  wife  until  arrangements  for  a 
higher  level  of  care  could  be  made,  or  consult 
with  the  Supervising  Nurse. 

-  Ensure  that  all  services  specified  on  the  plan  of 
care  are  being  provided  to  the  patient. 
Specifically,  on  01/27/09  the  psychiatric  RN 
assessed  the  patient  and  documented:  that  the 
wife  was  unable  to  care  for  the  patient '  s 
incontinence  needs,  and  that  she  communicated 
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to  the  SN:  the  wife  was  upset  because  the  patient 
"had  not  had  an  aide",  the  wife  was  unable  to 
care  for  the  patient  alone,  the  patient  had  not 
been  out  of  bed  for  several  days,  the  patient 
required  a  "total  clean  up",  which  the  aide  was 
providing  at  the  end  of  the  psychiatric  nurse  '  s 
visit.  Although  a  SN  visited  the  patient  on 
12/29/09,  12/31/08,  01/02/09,  01/06/09,  01/15/09 
and  01/22/09,  the  SN  case  manager  failed  to 
identify  that  not  only  had  the  patient's  HHA  needs 
been  increasing,  but  that  the  patient  was  not 
receiving  HHA  services  3  times  per  week  as 
required  in  the  plan  of  care.  Specifically,  the 
agency  failed  to  provide  HHA  services  from 
12/26/08  -  01/08/09,  and  01/22/09  -  01/27/09,  and 
failed  to  notify  the  physician. 

During  the  06/02/09  interview  with  the  SN  case 
manager.  The  case  manager  stated  to  the 
surveyor  he  did  not  increase  HHA  services 
because  he  felt  the  agency  was  providing  all 
possible  services  to  the  patient,  and  he  thought 
HHA  services  were  limited  to  3  times  per- week 
per  medicare  regulations.  He  then  stated  that  he 
thought  he  needed  supervisory  approval  to 
increase  services.  The  SN  could  not  explain  why. 
he  had  failed  to.seek  such  approval  from  the 
Supervising  Nurse  or  communicate  the  patient's 
increasing  needs.  Additionally,  the  SN  case 
manager  stated  that  he  did  not  identify  that  the 
patient  had  not  received  HHA  services  as 
required  by  the  plan  of  care  because  he  did  see  it 
as  his  role  to  evaluate  if  the  HHA  services  are 
meeting  the  patient's  needs,  and  only  "gets 
involved"  if  the  patient/caregiver  specifically 
complains  about  the  HHA.  The  SN  failed  to 
understand  his  case  management 
responsibilities. 
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With  the  exception  of  01/15/09,  the  SN  failed  to 
perform  HHA  supervisory  visits,  and  during  the 
01/15/09  supervisory  visit,  the  SN  failed  to  assess 
if  the  HHA  was  following  the  plan  of  care. 

-  a  coordinated  plan  for  pressure  relief  of  the 
sacral  decubitus  ulcer.  Specifically,  the  12/05/08 
initial  nursing  assessment  documented  the 
patient  was  "quite  immobile",  must  be  assisted  to 
turn  from  side  to  side,  and  he  prefers  to  be 
positioned  on  his  back.  Although  the  SN 
documented  he  instructed  the  patient  to  stay  off 
the  ulcer  site  as  much  as  possible,  evidence  is 
lacking  the  SN  coordinated  a  plan  that  included  a 
specific  turning  frequency  with  the  physician, 
patient,  wife,  Home  Health  Aide  (HHA),  or  for 
pressure  relieving  DME.  Specifically,  although  the 
12/03/08  physician  referral  included  an  air  overlay 
for  the  hospital  bed,  and  gel  overlay  for  chair, 
evidence  is  lacking  the  patient  received  the  air 
mattress  until  12/29/08,  or  ever  received  the  gel 
overlay  for  the  wheelchair. 

-  a  coordinated  plan  for  hallucinations. 
Specifically,  on  12/16/08  the  PT  documented,  that 
the  patient  was  having  hallucinations,  however, 
evidence  is  lacking  this  was  reported  to  the 
pnysician  or  uiscusssu  wnn  ine  oin.  evidence  is 
lacking  a  plan  was  coordinated  and  implemented 
for  the  hallucinations  until  the  psychiatric  RN 
visited  the  patient  on  01/27/09. 

The  patient  record  was  reviewed  with  the  DPS, 
ADPS,  supervising  RN  on  06/03/09.  No  additional 
information  was  provided. 

4.  Patient  #20  was  admitted  to  the  agency  on 
11/30/08.  The  plan  of  care  included  SN  visits  2 
times  per  week  and  PT  3  times  per  week.  On 

G  143 

Patient  #20  has  been  discharged  from 
the  agency. 
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12/16/08,  the  SN  visited  the  patient,  and  the 
patient's  daughter  reported  that  the  patient  had 
fallen  the  prior  day,  and  consistently  did  not  use 
her  walker.  The-SN  discharged  the  patient  from 
nursing  services,  and  failed  to  report  to  the 
physician  or  the  PT-that  the  patient  had  fallen, 
and  coordinate  a  plan  to  prevent  future  fails. 

On  12/21/08  the  SN  documented  in  the  Patient 
Activity  Log  that  the  patient  had  been  hospitalized 
following  another  fall  which  resulted  in  a  fractured 
hip. 


rne^tieTrtTerord-w^^ev 
of  Patient  Services  and  the  Assistant  Director  of 
Patient  Services  on  06/08/09.  No  additional 
information  was  provided. 


HV 

5.  Patient  #10  was  admitted  to  the  agency  on 
04/23/09.  The  SN  failed  to  coordinate  the 
patient's  care,  which  resulted  in  undue  stress  and 
anxiety  for  the  patient  and  family,  as  follows: 

-  On  04/23/09  the  SN  documented  in  the  initial 
assessment  thaUhe  patient  had  a  foot  wound 
which  was  being  treated  by  hyperbaric  therapy  at 
the  wound  care  center.  The  SN  failed  to 
coordinate  a  wound  care  plan  with  the  wound 
care  center,  and  instead  instructed  the  patient's 
wife  to  obtain  a  prescription  from  the  physician  for 
wound  care  instructions. 

-  On  04/25/09  the  SN  visited  the  patient  and 
documented  she  observed  the  wife  performing 
the  dressing  change,  however,  the  SN  never 
obtained  wound  care  orders  from  a  physician, 
and  it  is  unclear  how  the  SN  knew  if  the  correct 
dressing  was  being  applied. 
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-  On  04/26/09  the  SN  visited  the  patientand 
documented  that  she  was  not  assessing  the 
wound  because  physician  orders  had  not  yet 
been  obtained  for  wound  care.  The  SN, failed  to 
understand  it  was  her  responsibility  to  coordinate 
a  wound  care  plan  with  the  physician/wound  care 
center. 

-  On  05/28/09  an  observational  home  visit  was 
conducted  by  the  surveyor  with  the  SN.  During 
the  visit  the  SN  changed  the  dressing  on  the 
patient's  foot,  which  included  packing  the 
dressing  with  betadine  gauze.  The  SN,  however, 
failed. to  obtain  physician  orders  for  wound  care 
prior  to  performing  the  dressing  change. 

-  On  05/14/09  the  SN  documented  the  patient  had 
new  toe  wounds  #2-5.  Although  the  patient  was 
attending  the  wound  care  clinic  for  the  foot 
wound,  the  SN  failed  to  coordinate  a  wound  care 
plan  with  the  clinic  for  the  toe  wounds.  The  SN 
instead  documented  that  the  patient  was  told  by  a 
podiatrist  to  keep  an  eye  on  the  wounds.  The  SN 
failed  to  coordinate  a  plan  with  the  wound  care 
clinic,  podiatrist,  and  patient  for  the  care  of  the  toe 
wounds. 

-  The  plan  of  care  included  IV  antibiotic 
administration  via  a  peripherally  inserted  central 
catheter  (P!CC).  During  the  observational  home 
visit  the  patient's  wife  stated  to  the  surveyor  that, 
during  the  patient's  first  week  at  home,  she  was 
changing  the  patient's  IV  antibiotic  bag  for  the  first 
time  independently.  She  had  a  question  during 
the  procedure  and  attempted  to  phone  the 
agency,  however,  the  agency  failed  to  return  her 
call,  and  she  stated  tot  he  surveyor  she  just  "did 
the  best  she  could".  She  later  found  out  that  the 
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•SN  had  returned  the  call  to  the  daughter's  voice 
mail,  where  the  patient  had  previously  resided. 
Although  the  SN  had  visited  the  patient  in  his  own 
home  on  04727/09,  the  SN  failed  to  update  the 
patient  record  to  indicate  this.  This  resulted  in  the 
SN  failing  to  make  contact  with  the  patient's  wife, 
who  felt  forced  to  hang  a  new  IV  bag  for  the  first 
time  without  the  needed  assistance  from  the 
agency. 

-  The  SN  case  manager  failed  to  coordinate  a 
complete  and  accurate  PICC  line  care  plan  with 
all  of  the  SNs,  the  physician,  and  the  family, 
which  caused  undue  stress  and  anxiety  for  the 
patient  and  his  family.  Specifically,  during  the 
observational  home  visit  the  wife  told  the  surveyor 
that  following  the  above  incident  the  SN  visited 
and  told  the  wife  that  she  had  flushed  the  PICC 
line  incorrectly.  The  patient  and  wife  stated  that 
they  found  the  instructions  very  confusing 
because  during  the  first  week,  several  different 
SNs  were  visiting,  and  each  nurse  had  given  the 
patient  /wife  different  instructions  on  flushing  the 
PICC  line. 

The  04/23/09  PICC  line  plan  of  care  was 
confusing  and  incomplete.  Specifically  the  plan 
included: 

zosyn  3.375  gm  IV  every  6  hours,  however,  failed 
to  specify  which  lumen  the  zosyn  should  be 
infused  through. 

heparin  lock  flush  100units/ml  3cc  daily;  saline 
flush  syringe  3cc  IV  push-daily,  however,  failed  to 
specify  which  lumen  should  be  used 
instruct  patient  to  flush  red  port  daily  with  3cc 
heparin.  Instruct  patient  to  use  SASH  method  for 
infusion,  flush  with  3cc  normal  saline  when 
starting  infusion  and  with  tubing  change.  Flush 
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with  3cc  normal  saline  then  3cc  heparin  if  staying 
disconnected. 

The  initial  nursing  assessment  documented  that 
the  patient  had  a  double  lumen  PICC  line, 
however,  there  is  no  plan  for  the  maintenance  of 
the  second  lumen. 

Although  the  SNs  visited  daily,  the  SNs  PICC  line 
flushing  regime  was  inconsistent,  and  either 
incomplete,  and/or  failed  to  follow  the  plan  of 
care.  Specifically  the  SNs  documented: 

On  04/23/09  -  PICC  line  was  flushed,  but  no 
specifics  were  documented  by  the  SN  for  solution 
type  or  amount,  or  port  used. 
On  04/24/09  -  3  cc  heparin  to  red  port,  there  is  no 
indication  if  this  was  heparin  flush,  and  no 
indication  of  saline  flush  to  the  second  port. 
On  04/25/09  -  3cc  heparin  to  unused  line  -  SASH 
(saline-administer  drug-saline-heparin)  to 
antibiotic  line.  There  is  no  indication  if  the  SN 
used  heparin  flush  per  the  plan  of  care,  or  what 
the  SN  actually  administered  during  the  visit  as 
part  of  the  SASH  protocol,  or  which  lumens  were 
used. 

On  04/26/09  -  heparin  to  red  port.  There  is  no 
indication  if  this  was  heparin  flush,  and  no 
indication  of  saline  flush  to  the-second  port  per 
the  plan  of  care. 

On  04/27/09  -  saline  before  and  after  blood  draw, 
heparin  following  blood  draw  to  red  port,  the  SN 
failed  to  specify  the  amount  of  flushed  used.  The 
plan  specified  for  blood  draws:  flush  red  lumen 
with  10cc  normal  saline,  then  waste  10cc  blood, 
draw  labs,  then  flush  with  10cc  normal  saline, 
followed  by  3cc  "heparin". 
On  04/28/09  -  3cc  heplock  100units/ml  to  red 
port-  SASH  to  blue  port.  The  SN  failed  to  specify 
what  was  included  in  the  SASH,  including  what 
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medication  was  administered  as  there  is  no 

medication  for  the  second  port. 

On  04/29/09  -  3cc  normal  saline  to  blue  lumen,  3 

ml  heparin  to  red  lumen. 

The  patient  recorci-was  reviewed  with  the  DPS. 
and  ADPS  on  05/28/09.  No  additional  information 
was  provided. 

HV 

6.  Patient  #  14  was  admitted  to  the  agency  on 
04/06/09.  The  04/06/09  plan  of  care  included 
flush  PICC  line  with  10cc  normal  saline  daily 


followed  by  3cc  heparin  100  unrtsTmnTie'SN- 
failed  to  coordinate  a  plan  of  care  for  the  PICC 
line  as  follows: 

-  On  05/18/09  the  SN  visited  the  patient  and 
documented  that  the  patient's  PICC  line  was 
falling  out.  The  SN  reported  this  to  the  patients 
daughter,  who  "was  to  call  the  physician  for 
further  directions".  Although  the  SN  called  the 
physician,  and  obtained  an  order  to-draw  tabs 
peripherally,  there  is  no  evidence  the  SN  reported 
the  PICC  line  migration  to  the  physician.  The  SN 
relied  on  the  daughter,  and  failed  to  consult  plan 
of  care  with-the  physician  until  2  days  later  on 
5/20/08,  at  which  time  the  SN  removed  the  PICC 
line. 

-  On  06/02/09  the  surveyor  mads  an 
observational  home  visit  with  the  SN. 

During  the  visit  the  privately  hired  caregiver  told 
the  surveyor  that  there  were  several  privately 
hired  caregivers  who  flushed  the  patient's  PICC 
line  once  every  evening,  and  that  they  had  taught 
each  other  how  to  perform  this  function.  Review 
of  the  patient  record  revealed  that  the  SN  had 
taught  2  of  the  privately  hired  caregivers  how  to 
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flush  the  PiCC  line  and  both  were  independent 
However  there  were  at  least  2  additional 
caregivers  who  were  providing  care  to  the  patient, 
and  evidence  is  lacking  the  SN  ever  taught  them 
to  flush  the  PICC  line  prior  to  them  assuming  that 
responsibility. 

On  06/04/09  the  surveyor  reviewed  the  record 
with  the  DPS  and  ADPS.  On  06/10/09  the  ADPS 
stated  that  the  SN  case  manager  had  not  been 
aware  that  there  were  additional  caregivers 
flushing  the  PICC  line  until  the  surveyors  visit, 

anH  that  there  were  3  caregivers  currently  

"flushing  the  patient's  PICC  line  who  had  not  been 
taught  by  the  SN,  and  who  in  fact  had  taught  each 
other  how  to  flush  the  line. 

7.  Patient  #1 6  was  admitted  to  the  agency  on 
5/29/09.  The  patient  record  contained  a  10/09/08 
progress  note  from  the  urologist  which 
documented  that  the  patient's  medical  condition 
had  been  declining  due  to  nutritional  issues.  The 
plan  of  care  included  Jevity  Plus  via  gastric  tube 
three  times  per  day;  SN  visits  1-3  times  per  week 
to  assess  Gl  status  nutritional  status;  and  1 
hydration  statusra  Registered  Dietician  (RD) 
evaluation.  The  SN  failed  to  coordinate  a 
nutritional  plan  for  the  patient  as  follows: 

-  On  05/29/09  the  SN  documented  that  the  patient 
reported  a  weight  of  160  lbs,  and  that  the  patient 
did  not  have  a  scale.  The  SN  failed  to  coordinate 
a  plan  to  weigh  the  patient.  Specifically,  the  SN 
failed  to  confirm  the  patient's  weight  with  the 
physician,  and/or  report  to  the  physician  a  weight 
could  not  be  obtained  and/or  assist  the  patient  in 
obtaining  a  scale. 

-  On  6/2/09,  the  Registered  Dietician  (RD) 
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assessed  the  patient  and  recommended 
monitoring  the  patient's  weight.  The  RD  failed  to 
coordinate  a  plan  with  the  SN  and  physician, 
which  included:  how  the  patient  would  be 
weighed,  who  would  be.  responsible  for  weighing 
the  patient,  the  frequency  of  weights,  and 
reporting  parameters  to  the  physician. 

Despite  the  patient's  at  risk  nutritional  status,  and 
the  plan  of  care  requirement  for  weight 
assessment,  the  SN  failed  to  ever  obtain  the 
patient's  weight. 

The  patient  record  was  reviewed  with  the  DPS 
and  ADPS  on  06/1 1/09.  No  additional  information 
was  provided. 

484.14(g)  COORDINATION  OF  PATIENT 
SERVICES  . 

The  clinical  record  or  minutes  of  case 
conferences  establish  that  effective  interchange, 
reporting,  and  coordination  of  patient  care  does 
occur. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  27  clinical  records,  review 
of  agency  policies,  and  interviews  with  the 
Director  of  Patient  Services  (DPS)  and  Assistant 
Director  of  Patient  Services  (ADPS)  between 
05/26/09  and  06/1 1/09,  there  is  no  evidence  in 
17  records,  that  case  conferences  are  being 
conducted  on  a  regular  basis  to  ensure  effective 
interchange,  reporting,  and  coordination  of  patient 
care  occurs.   Patients  #  2  -  5,  7,  8,  1 0  -  1 2,  1 4  - 
18,  20,  24,  27 

Lack  of  adequate  case  conferencing  has  resulted 
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Patient  #16  continued: 

®     RD  counseled  re:  responsibility 
to  coordinate  plan  for  patients 
with  SN  and  MD.  In  particular, 
plan  for  routine  weights  and 
parameters  to  notify  MD. 

*     RN  counseled  re:  responsibility 
to  identify  patients  at 
nutritional  risk  and  to  follow 
the  plan  of  care. 
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in  negative  outcomes  for  5  patients,  (patients  #  3, 
4,  1 0,  20,  27),  and  has  the  potential  for  agency 
wide  unmet  patient  needs  and  negative  patient 
outcomes.  Patient  #  20  was  identified  on  the 
OBQi  Adverse  Events  Outcome  Report  for 
2/2008  -  1/2009  for- emergent  hospitalization 
resulting  from  a  fall. 

On  06/09/09  the  DPS  stated  to  the  surveyor  that 
interdisciplinary  case  conferences- take  .place  only 
as  needed,  and  are  not  scheduled  at  regular 
intervals. 

The  agency's  5/2008  policy  titled- "Coordination  of 
Care",  specifies  triggers  for  case  conferencing, 
which  include,  but  are  not  limited  to: 
multidisciplinary  services,  patients  requiring  daily 
visits,  discipline  discharge,  recertification.  The 
policy,  however,  states  only  that  the  case 
conferences  may  be  appropriate,  and  fails  to 
indicate  that  case  conferences  are  required. 
Additionally,  the  policy  fails  .to  specify  the 
frequency  with  which  case  conferences  must  take 
place. 

Additionally,  the  DPS  stated  that  the  Supervising- 
Nurses  are  expected  to  conduct  patient  case 
conferences  with  the  SN  case  managers  every  1  - 
2  weeks.  There  is  no  documentation  in  any 
patient-record  of  SN  Supervisory  case 
conferences  every  1-2  weeks.  The  DPS  provided 
the  surveyor  with  separate  documentation.  The 
documentation  failed  to  include  at  least  one  of  the 
following:  the  date  of  the  case  conferences, 
conferencing  of  every  patient  in  the  SNs  case 
load,  evidence  that  the  Supervising  Nurses  are 
identifying  problems  with  care  coordination,  as 
identified  in  this  report.  See  G  143 
484.18  ACCEPTANCE  OF  PATIENTS,  POC, 
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See  G143  for  Coordination  of  Gare  detail 

Establishment  of  formal  Cass  Conference  Team 
ta  meet  weekly  with  staff  to  Genferense 
designated  patents,  Patients  to  be  donated 
for  resview  ey  any  member  of  the  intsFdissiprmajy 
team,  Supervising  Nufsqs  and  all  discipline 
involved  to.  attend  the  eBRfersnses,  B£§  Of 

•  AQPS  and  psyshiatHe  §N§  t.e  facilitate  the  Case 
GenfeFeness. 

:  Conferences.  Case  conferences  are  documented 
in  the  patients  medical  record. 
Completion  date:  August  5,  2009 
Responsible  person:  AD  PS 

PI  Coordinator 

DPS  and  Supervising  Nuraas  to  identify  high  risk 
patients.  High  risk  patients  aFs  identified  as 
patients  with  safety  eeneems,  earegivar  issues, 
complex  care  or  social  needs,  and/or  non- 
compliance. DF§  and  Supervising  Nurses  will 
eonfaFenee  on  all  eases  at  least  enea  weekly  and 
PRN  to  assure  oara  eeefdinetion,  adequate 
planning,  appropriate  interventions,  and  ongoing 
eommunieatioRS  te  physieian(§)  and  internal  and 
external  eare  provider,  until  preblenVeoneem 

resolution  is  assured.  Conferencing  wilf  be 
documented. 

Completion  date:  August  10, 2009 
Responsible  person:  DPS 

Supervising  Nurses 
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This  CONDITION  is  not  met  as  evidenced  by: 
o  Failure  to  consistently  follow  a  written  plan  of 
care.  G158 

o  Failure  to  implement  a  system  which  ensures: 
that  plans  of  care  are  comprehensive  and 
address  each  patient's  needs.  This  survey 
identifies  the  agency's  failure  to  develop 
individualized  plans  of  care  which  include  specific 
interventions  necessary  to  adequately  assess  and 
treat  patient  conditions  and  address  significant 
patient  symptoms.  G1 59  . 

o  Failure  to  consistently  alert  the  physician  when 
changes  in  the  patient's  condition  suggest  a-need 
to  modify  the  plan  of  care.  G164 

The  cumulative  effect  of  these  systemic  problems 
in  the  development,  implementation,  and 
modification  of  the  plan  of  care  resulted  in  a 
negative  outcomes  for  7  patients  (Patients  #1,3, 
4  20,  22,  23,  27)  ,  including  3  patient  deaths 
(patients '#  3,  4,  27),  and  the  potential  for  negative 
outcomes  for  the  agency's  entire  patient 
population  and  the  potential  for  unmet  patient 
needs. 

G  158  484.18  ACCEPTANCE  OF  PATIENTS,  POC, 
MED  SUPER 

Care  follows  a  written  plan  of  care  established 
and  periodically  reviewed  by  a  doctor  of  medicine, 
osteopathy,  or  podiatric  medicine. 
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~  Coordination  of  Care  pelley  to  be  updated  to 
include*  the  following  speeifle  identifiers  for  Sass 
OentaFeneing: 


•  Any  safety  concerns 

•  NoooofTiplianee 

»    Psyeho-seeiai  issues  impacting 
prevision  of  caFe 

•  Significant  phangs  in  condition 

»    Unexpected/unplanned  ehange  in 
caregiver 

•  Caregiver  Issues 

•  Complex  eara/needa 

Edueaticn  to  new  policy  to  b§  provided  to  alt 
professional  steff. 

Completion  date:  August  10, 2QQJ 
Responsible  parson:  DPS' 
ADPS 
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See  Q15Bfor  development. 

See  <322§  for  HHA  Supervision  and 

coordination 

See  G250  for  QA  detail  to  monitor 

The  Agency  has  realigned  clinical  Teams  to 
include  the  assignment  ef  100%  SOC/RECERT 
QASIS-POe  review  RN  who  woFks  in  tandam 
with  the  Supervising  Nurse  in  overseeing  the 
adequaey  of  nursing  a&saesments  and  the 
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This  CONDITION  is  not  met  as- evidenced" by: 
o  Failure  to  consistently  follow  a  written  plan  of 
care.  G1 58 

o  Failure  to  implement  a  system  which  ensures: 
that  plans  of  care  are  comprehensive  and 
address  each  patient's  needs.  This  survey 
identifies  the  agency's  failure  to  develop 
individualized  plans  of  care  which  include  specific 
interventions  necessary  to  adequately  assess  and 
treat  patient  conditions  and  address  significant 
patient  symptoms.  G159  _ 

o  Failure  to  consistently  alert  the  physician  when 
changes  in  the  patient's- condition  suggest  a  need 
to  modify  the  plan  of  care.  G164 


The  cumulative  effect  of  these  systemic  problems 
in  the  development,  implementation,  and 
modification  of  the  plan  of  care  resulted  in  a 
negative  outcomes  for  7  patients  (Patients  #1,3, 
4  20  22  23  27)  ,  including  3  patient  deaths 
(patients'*  3,  4,  27),  and  the  potential  for  negative 
outcomes  for  the  agency's  entire  patient 
population  and  the  potential  for  unmet  patient 
needs. 

G  158  484.18  ACCEPTANCE  OF  PATIENTS,  POC, 
MED  SUPER 

Care  follows  a  written  plan  of  care  established 
and  periodically  reviewed  by  a  doctor  of  medicine, 
osteopathy,  or  podiatric  medicine. 
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OASIS  and  Plan  of  Care  review  is  performed  with 
ongoing  communication  between  the  RN 
reviewer,  the  Supervising  Nurse  and  Team 
members  regarding  adequacy  of  assessment 
and  appropriateness  and  individualization  of 
each  patient's  Plan  of  Gare.  Review  includes, 
but  is  not  limited  to,  thoroughness  of 
assessment,  medications,  treatments  including, 
but  not  limited  to:  ■  wound  care,  catheter  care, 
medication  administration,  including  intravenous 
medications  and  line  care,  referral  or  need  for 
referral  to  other  discipline,  appropriateness  of 
HHA  care  planning  and  supervision,  call  for 
parameters,  and  physician  communication  and 
authorization  for  treatment.  1:1  follow-up  and  re- 
education is  done  with  Team  members  when 
deficiencies  are  identified.  The  reviewers 
signature  is  computer  stamped  on  the  Plan  of 
Care  and  designates  review  and  approval  of  the 
Plan.  Access  dates  with  names  of  reviewers  and 
staff  correcting  an  assessment  or  Plan  of  Care 
are  visible  within  the  electronic  medical  record 

Completion  date:  July  17,  2009 
Responsible  person:  DPS 


Mandatory  Supervising  Nurse,  OASIS-POC 
reviewer  and  professional  staff  re-education 
provided: 

•    Development  of  a  complete  Plan  of 
Care  that  addresses  all  the  assessed  T 
needs  of  the  patient 

o    All  care  and  interventions  to  be 
provided  included  the  Plan  of  Care 
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This  CONDITION  is  not  met  as- evidenced  by: 
o  Failure  to  consistently  follow  a  written  plan  of 
care.  G158 

o  Failure  to  implement  a  system  which  ensures: 
that  plans  of  care  are  comprehensive  and 
address  each  patient's  needs.  This  survey 
identifies  the  agency's  failure  to  develop 
individualized  plans  of  care  which  include  specific 
interventions  necessary  to  adequately  assess  and 
treat  patient  conditions  and  address  significant 
patient  symptoms.  G159  . 

o  Failure  to  consistently  alert  the  physician  when 
changes  in  the  patient's  condition  suggest  a  need 
to  modify  the  plan  of  care.  G164 

The  cumulative  effect  of  these  systemic  problems 
in  the  development,  implementation,  and 
modification  of  the  plan  of  care  resulted  in  a 
negative  outcomes  for  7  patients  (Patients  #1,3, 
4  20  22,  23,  27)  ,  including  3  patient  deaths 
(patients'#  3,  4,  27),  and  the  potential  for  negative 
outcomes  for  the  agency's  entire  patient 
population  and  the  potential  for  unmet  patient 
needs. 

484.18  ACCEPTANCE  OF  PATIENTS,  POC, 
MED  SUPER 


Care  follows  a  written  plan  of  care  established 
and  periodically  reviewed  by  a  doctor  of  medicine, 
osteopathy,  or  podiatric  medicine. 
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•    Coordination  with  the  ordering 
physician  to  clearly  identify  when 
treatments  are  to  be  provided  by  the 
Agency,  the  physician,  the  caregiver, 
other  provider;  obtain  clear  and  concise 
treatment  orders,  and  patient  specific 
call  for  parameters 

o    Responsibility  to  include  following  the 
Plan  of  Care,  altering  the  Plan  of  Care, 
care  coordination  amongstinterna!  and 
external  care  providers,  and 
communication  with  Supervising  Nurse 
and  physician  regarding  changes  in 
patient  condition,  barriers  to  following 
the  Plan  and  changes  to  the  Plan  of 
Care 

Complete  date:  July  24,  2009 
Responsible  person:  DPS/ADPS 

Supervising  Nurses  to  perform  1:1  weekly  case 
review  with  each  Case  Manager  for  oversight  of 
Case  Management,  including  completeness  of 
assessments  and  reassessments,  following  the 
Plan  of  Care,  coordination  of  care  with  internal 
and  external  providers,  communication  of  patient 
issues  amongst  caregivers,  appropriateness  and 
quality  of  care  being  provided,  management  of 
patient  safety  issues,  emergency  planning, 
communication  with  physician  as  approp.  for 
changes  in  condition,  problem  and  assessment 
follow-up,  completeness  and  timeliness  of 
documentation,  and  compliance  with  agency 
policy  and  stds.  specific  to  each  patient. 

Case  review  will  be  documented  in  the  patient's 
medical  record  and  will  include  a  plan  to  address 
ongoing  problems.  Case  reviews  are  to  include 
HHA  visit  compliance  and  HHA  supervsion 
compliance. 
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STREET  ADDRESS.  CITY,  STATE.  ZIP  CODE 
7246  JANUS  PARK  DRIVE 
LIVERPOOL,  NY  13088 


This  CONDITION  is  not  met  as  evidenced  by: 
o  Failure  to  consistently  follow  a  written  plan  of 
care.  G158 

o  Failure  to  implement  a  system  which  ensures: 
that  plans  of  care  are  comprehensive  and 
address  each  patient's  needs.  This  survey 
identifies  the  agency's  failure  to  develop 
individualized  plans  of  care  which  include  specific 
interventions  necessary  to  adequately  assess  and 
treat  patient  conditions  and  address  significant 
patient  symptoms.  G159 

o  Failure  to  consistently  alert  the  physician  when 
changes  in  the  patient's  condition  suggest  a  need 
to  modify  the  plan  of  care.  G164 

The  cumulative  effect  of  these  systemic  problems 
in  the  development,  implementation,  and 
modification  of  the  plan  of  care  resulted  in  a 
negative  outcomes  for  7  patients  (Patients  #1,3, 
4,  20,  22,  23,  27)  .  including  3  patient  deaths 
(patients '#  3,  4,  27),  and  the  potential  for  negative 
outcomes  for  the  agency's  entire  patient 
population  and  the  potential  for  unmet  patient 
needs. 

G  158  484.18  ACCEPTANCE  OF  PATIENTS,  POC, 
MED  SUPER 

Care  follows  a  written  plan  of  care  established 
and  periodically  reviewed  by  a  doctor  of  medicine, 
osteopathy,  or  podiatric  medicine. 
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Non-Case  Managing  clinicians  will  have  bi- 
weekly and  prn  supervision  with  the  Supervising 
Nurse  that  will  include,  but  not  be  limited  to, 
review  of  visit  documentation  and  compliance 
with  agency  policy,  procedure  and  stds  r/tcare 
provided,  quality  of  care  provided,  approp. 
communication  and  follow-up  with  Case 
Manager,  Supervising  Nurse,  physician  and  other 
care  providers  as  approp.  regarding  changes  in 
condition  and/or  problems  identified,  and 
compliance  with  documentation  guidelines, 
including  adherence  to  agency  policy. 
Supervising  Nurse  will  document  supervision  and 
keep  in  employee  file  for  reference  to  positive 

and  negative  performance  trends  for  approp. 

Intervention. 

Completion  date:  August  3,  2009 
Responsible  person:  Supervising  Nurses 
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This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  27  clinical  records  and 
interviews  with  the  Director  of  Patient  Services 
(DPS)  and  Assistant  Director  of  Patient  Services 
(ADPS),  evidence  is  lacking  in  13  records  that 
the  plan  of  care  developed  by  the  physician  is 
followed  by  all  disciplines  providing  care.  Patients 
#1-5,8,  10,  11,  12,  16,  17,  22,  24 

Failure  to  to  ensure  that  the  plan  of  care  resulted 
in  a  negative  outcome  for  patient  #4,  and  has  the 
potential  for  agency  wide  negative  outcomes  and 
unmet  patient  needs. 

1.  Patient  #4  was  admitted  to  the  agency  on 
12/05/08.  The  12/05/08  plan  of  care  specified  that 
the  SN  was  to  visit  the  patient  1  time  per  week  for 
1  week,  and  3  times  per  week  for  4  weeks  and 
assess  the  patient's  weight,  and  Home  Health 
Aide  (HHA)  services  3  times  per  week.  Although 
the  SN  visited  the-patient  17  times  between 
12/05/08  and  01/29/09  the  SN  failed  to  ever 
assess  the  patient's  weight  per  the  plan  of  care, 
or  that  the  patient  was  not  receiving  HHA  services 
per  the  plan  of  care,  which  resulted  in  the  SN 
failing  to  identify  that  the  patient  had  experienced 
a  significant  unreported  weight  loss,  and  that  the 
patient's  personal  care  needs  were  not  being  met. 

Specifically,  the  patient  was  admitted  to  the 
hospital  on  02/01/09  with  a  diagnosis  of 
hypovolemic  septic  shock.  The  patient 
subsequently  died  on  03/03/09.  The  02/01/09 
admitting  physician's  physical  exam  documented 
the  following  "the  patient  had  complaints  of  not 
eating  or  drinking  well  over  the  past  one  week, 
and  has  had  a  weight  loss  for  the  last  1-2 
months.. .the  family  noted  the  patient  had  a  weight 
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G158  Acceptance  of  patients,  POC,  med 
supervision 

See  G168  for  education  for  following  the  Plan 
of  Care 

See  G140  for  enhanced  supervision 
See  G250  for  QA  detail  to  monitor 
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Patient  #4  has  been  discharged  from 
the  agency. 
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Continued  From  page  AO 
loss  of  about  one-third  his  body  weight  in  a  1-2 
month  period".  The  physician's  hospital 
discharge  summary  documented  the  patient  had 
expired  on-03/03/09. 

Additionally,  a  SN  visitectthe  patient  on  12/29/08, 
12/31/08,  01/02/09,  01/06/09,  01/15/09  and 
01/22/09,  the  SN  case  manager  failed  to  identify 
that  the  patient  was  not  receiving  HHA  services  3 
times  per  week  as  required  in  the  plan  of  care. 
Specifically,  the  agency  failed  to  provide  HHA 
services  from  12/26/08  -  01/08/09,  and  01/22/09  - 
01/27/09,  and  failed  to  notify  the  physician.  As  a 
result  this  caused  undue  stress  and  anxiety  for 
the  primary  caregiver,  and  the  patient's  personal 
care  needs  not  being  met. 

Specifically,  on  01/12/09  the  PT  visited  the  patient 
and  documented  reporting  to  the  SN:  the  wife 
was  "reaching  the  breaking  point",  and  that  the 
wife  stated  she  could  no  longer  continue  to  care 
for  the  patient,  and  had  inquired  about  a  nursing 
home  transfer.  The  Physical  Therapist  also 
reported  that  the  wife  could  get  the  patient  into 
the  wheelchair  on  her  own,  however,  could  not 
get  him  back  to  bed. 

Additionally,  on  01/27/09  the  psychiatric  RN 
assessed  the  patient  and  documented:  that  the 
wife  was  unable  to  care  for  the  patient '  s 
incontinence  needs,  and  that  she  communicated 
to  the  SN:  the  wife  was  upset  because  the  patient 
"had  not  had  an  aide",  the  wife  was  unable  to 
care  for  the  patient  alone,  the  patient  had  not 
been  out  of  bed  for  several  days,  the  patient 
required  a  "total  clean  up",  which  the  aide  was 
providing  at  the  end  of  the  psychiatric  nurse  '  s 
visit.  Although  a  SN  visited  the  patient  on 
12/29/09,  12/31/08,  01/02/09,  01/06/09,  01/15/09 
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and  01/22/09,  the  SN  case  manager  failed  to 
identify  that  not  only  had  the  patient's  HHA.needs 
been  increasing,  but  that  the  patient  was  not 
receiving  HHA  services  3. times  per  week  as 
required  in  the  plan  of  care.  Specifically,  the 
agencyfailed  to  provide  HHA-services  from 
12/26/08  -  01/08/09,  and  01/22/09  -  01/27/09,  and 
failed  to  notify  the  physician. 

The  patient  record  was  reviewed  with  the  DPS, 
ADPS,  supervising  RN  on  06/03/09.  No  additional 
information  was  provided. 


STREET  ADDRESS.  CITY,  STATE,  ZIP  CODE 
7246  JANUS  PARK  DRIVE 
LIVERPOOL,  NY  13088 


2.  Patient  #  5  was  admitted  to  the  agency  on 
03/05/09.  The  03/05/09  initial  nursing 
assessment  documented  that  the  patient  required 
a  higher  level  of  care.  The  Skilled  Nurse  (SN) 
assessed  that  the  patient's  safety  and  personal 
care  needs  could  be  met  by  the  provision  of  daily 
Home  Health  Aide  (HHA)  services,  which  was 
critical  to  the  patient's  safety  plan,  and  which  the 
family,  patient,  and  physician  agreed  to.  This  was 
included  in  the  03/05/09  plan  of  care,  however, 
the  plan  of  care  was  not  followed  as  follows: 

-  There  is  no  evidence  in  the  record  that  the 
agency  provided  HHA  services  on  3/09/09, 
3/11/09,  3/12/09,  3/15/09,  3/16/09,  3/18/09, 
3/20/09,  3/25/09,  ,  or  that  the  physician  was 
notified. 

-  On  04/02/09  the  SN  documented  the  patient  no 
longer  wanted  daily  HHA  services,  and  obtained 
physician  orders  to  decrease  the  HHA  services  to 
2  times  per  week.  There  is  no  evidence  any  HHA 
services  were  provided  to  the  patient  after 
3/26/09,  or  that  the  physician  was  notified. 

-  The  03/05/09  plan  of  care  specified  SN  visits 
daily  for  wound  care.  There  is  no  evidence  the  SN 
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Patient  #5: 

•  05/01/09:  POC  reviewed  with 
MD,  SN  only  ordered  service  at 
that  time;  no  HHA  service  at 
this  time. 

»    RN  counseled  regarding 
communication  with  MD  r/t 
changes  in  plan  of  care. 

•  RN  counseled  regarding 
responsibility  to  ensure  wound 
assessment  including  ■■ 
measurement  by  RN  every  7 
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visited  the  patient  on  03/18/09,  3/25/09,  04/11/09, 
4/20/09,  4/29/09,  05/04/09,  4/10/09, 
4/12/09,4/16/09. 

-  Although  the  RN  measured  wounds  1-8  on  the 
03/05/09  initial  assessment,  and  visited  the 
patient  at  least  weekly  from  03/05/09  to  04/15/09, 
the  RN  failed  to  measure  the  wounds  weekly  as 
specified  in  the  agency's  02/2009  Standard  of 
Care  policy  for  wounds.  Specifically,  the  RN  failed 
to  ever  measure  wound  #4  after  the  initial 
assessment,  or  indicate  it  was  healed,  and  failed 
to  measure  wound  #1  from  03/27/09  to  04/24/09. 


-  The  RN  failed  to  conduct  a  home  visit  to  assess 
the  patient  from  04/15/09  to  04/24/09  to  assess 
the  patient,  including  any  wound  and  skin 
assessments.  Only  an  LPN  visited  the  patient 
during  this  time  period. 

The  patient  record  was  reviewed  with  the  DPS 
and  ADPS  on  06/03/09,  no  additional  information 
was  provided. 


HV 

3.  Patient  #  17  was  admitted  to  the  agency  on 
05/21/09.  The  SN  failed  to  follow  the  05/21/09 
plan  of  care  as  follows: 

-  The  plan  included  SN  assessments  1  -  2  times 
per  week  for  4  weeks,  however,  there  were  no 
RN  visits  following  the  05/21/09  initial  nursing 
assessment.  Specifically,  all  of  the  follow  up  visits 
from  05/21/09  to  06/02/09  were  made  by  an  LPN, 
and  LPNs  are  not  qualified  to  perform  patient 
assessments  per  the  NYS  Education  Law  article 
139  section  6902.. 

-The  plan  included  assessment  by  the 
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Patient  #17  has  been  discharged  from 
the  agency. 
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Psychiatric  Nurse  within  1  week,  however,  the 
Psychiatric  Nurse  failed  to  ever  visit  the  patient, 
and  failed  to  notify  the  physician  of  a  delay. 

-  The  plan  of  care  included  an  Occupational 
Therapist  (OT)assessment  within  1  week, 
however,  the  OT  failed  to  visit  the  patient  until  13 
days  later  on  06/03/09. 

-  The  plan  of  care  documented  that  the  SN  was  to 
assess  the  patient's  medication  compliance, 
however,  there  is  no  evidence  the  SN  ever 
assessed  the  patient's  medication  compliance. 
On  06/03/09  the  surveyor  made  an  observational 
home  visit  with  the  Occupational  Therapist. ' 
During  the  visit  the  surveyor  identified  the  patient 
was  not  following  the  plan  of  care  for  medications, 
and  the  patient  told  the  surveyor  he  was  confused 
about  which  medications  he  should  be  taking. 
Specifically: 

The  plan  included  buspirone  15  mg  1  time  per 
day,  however,  the  patient  stated  he  does  not  take 
this  medication 

The  patient  stated  he  takes  loperamide  2  mg  as 
needed  for  diarrhea,  which  is  not  on  the  plan  of 
care. 

The  patient  was  taking  paroxetine  (paxil)  10mg  1 
time  per  day,  however,  this  is  not  on  the  plan  of 
care.  The  patient  stated  he  attempted  to  fill  a 
prescription  for  paxil,  however,  the  pharmacist 
would  not  fill  it  "because  of  the  other  medications" 
he  was  taking.  The  patient  was  unaware  that 
paroxetine  and  paxil  were  the  same  medication. 
The  patient  stated  he  filled  a  prescription  for 
citalopram,  however  he  is  not  taking  the 
medication  because  he  lost  it.  This  medication  is 
not  on  the  plan  of  care. 

Additionally,  on  06/02/09  the  social  worker  visited 
the  patient  and  documented  the  patient  was 
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hoping  to  clarify  what  medications  had  been 
prescribed -  by  what  physician,  at  his  next 
physician  appointment.  The  social  worker  failed  to 
report  to  the  SN  that  the  patient  was  having 
difficulty  following  his  medication  plan. 

The  patient  record  was  reviewed  with  the  DPS 
and  ADPS  on  06/04/09.  No  additional  information 
was  provided. 


HV 

4.  Patient  #  1 1  was  admitted  to  the  agency  on 
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services  3  times  per  week  for  3  weeks. 

An  observational  home  visit  was  made  by  the 
surveyor  with  the  SN  on  5/28/09.  During  the  visit, 
the  patient's  wife  stated  that  she  was 
overwhelmed  and  that  the  home  health  aide  had 
"just  stopped  coming  two  weeks  ago".  The 
patient  record  failed  to  document  any  HHA  visits 
after  05/15/09. 

Although  the  SN  visited  the  patient  on  05/21/09, 
the.SN  was  unaware  that  the  plan  of  care  had"not 
been  followed.  Specifically,  that  although  the  plan 
of  care  specified  HHA  services  for  3  weeks,  the 
HHA  visited  the  patient  for  only  2  weeks;  and  had 
not  visited  the  patient  after  05/15/09. 

The  patient  record  was  reviewed  with  the  Director 
of  Patient  Services  and  the  Assistant  Director  of 
Patient  Services  on  06/04/09.  No  additional 
information  was  provided. 

5.  Patient  #2  was  admitted  to  the  agency  on 
01/23/09.  On  01/29/09  the  plan  of  care  was 
updated,  and  specified  daily  dressing  changes. 
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._  ._P.a.tie n t  #1 1.  has  been  discharged  from  

the  agency. 


Patient  #2  has  been  discharged  from 
the  agency. 
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The  SN  failed  to  follow  the  plan  of  care  as  follows: 

-  The  agency's  02/2009  Standard  of  Care  for 
Wounds  specifies  the  SN  is  to  measure  wounds 
weekly,  and  the  SN  failed  to  measure  the  wounds 
weekly.  The  SN  measured  the  wounds  only  on 
1/25/09,  278/09  and  2/21/09. 

-  The  plan  of  care  included  weight  assessment, 
however,  the  SN  failed  to  ever  weigh  the  patient 
following  the  01/23/09  initial  nursing  assessment, 
failed  to  document  why  the  patient  was  not 
weighed  or  notify  the  physician. 

-  The  plan  of  care  included  assessment  of  skin 
integrity.  On  02/15/09  the  SN  documented  the 
wound  on  the  patient's  left  heel  was  healed,  and 
that  the  patient  had  dried  cracked  skin  in  the 
area.  The  SN  failed  to  ever  re-assess  the  skin 
integrity  of  the  left  heel. 

-  The  01/23/09  plan  of  care  included  edema 
assessment.  The  agency's  12/2008  Standard  of 
Care  for  Edema  specifies  weekly  leg 
measurements  for  lower  extremity  edema,  and 
palpation  of  pedal  pulses.  Although  the  SN 
documented  at  every  visit  from  01/26/09  to 
02/21/09  the  patient's  legs  were  "grossly  swollen" 
,  the  SN  failed  to  rrreasure'the  patient's  lower 
extremities  during  this  time  period,  or  palpate  for 
pedal  pulses. 

The  patient  record  was  reviewed  with  the  Director 
of  Patient  Services  and  the  Assistant  Director  of 
Patient  Services  on  06/04/09.  No  additional 
information  was  provided. 
484.18(a)  PLAN  OF  CARE 

The  plan  of  care  developed  in  consultation  with 
the  agency  staff  covers  all  pertinent  diagnoses, 
including  mental  status,  types  of  services  and 
equipment  required,  frequency  of  visits, 
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prognosis,  rehabilitation  potential,  functional 
limitations,  activities  permitted,  nutritional 
requirements,  medications  and -treatments,  any 
safety  measures  to  protect  against  injury, 
instructions  for  timely  discharge  or  referral,  and 
any  other  appropriate  items. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  27  clinical  records,  and 
interviews  with  the  Director  of  Patient  Services 
(DPS)  and  Assistant  Director  of  Patient  Services 
(ADPS),  and  agency  staff,  there  is  no  evidence  in 
22  records  the  plan  of  care  developed  is  of 
sufficient  scope  to  meet  the  patient's  needs. 
Patient  #1  was  identified  on  the  OBQI  Adverse 
Events  Outcome  Report  for  2/2008  -  1/2009  for 
emergent  hospitalization  resulting  from  wound 
infection.  Patients  #1-8,  10,  12  -  17,  21  -  27 

Lack  of  a  complete  and  accurate  plan  of  care 
resulted  in  a  negative  outcome  for  patients  #1,3, 
4,  22-,  23,  27,  including  2  deaths,  patients  #  3t  27, 
and  has  the  potential  for  unmet  patient  needs  and 
possible  negative  patient  outcomes  agency  wide. 

Examples  are  as  follows: 

1 .  Patient  #  27  was  admitted  to  the  agency  on 
09/09/08.  On  03/06/09  the  SN  conducted  a 
comprehensive  recertification  nursing 
assessment.  The  03/08/09  updated  plan  of  care 
included  a  primary  diagnosis  of  open  wound,  and 
included  SN  visits  2  times  per  week  for  8  weeks 
for  wound  care,  foley  catheter  maintenance,  and, 
assessment . 

On  04/29/09  the  patient  was  admitted  to  the 
hospital  on  an  emergent  basis,  after  being  pinned 
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Patient  #27  has  been  discharged  from 
the  agency. 
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to  the  floor  at  home  for  2  days,  despite  having 
catted  the  agency  for  help  on  04/27/09,  and 
subsequently  died  on  06/10/09,  The  plan  of  care 
failed  to  include: 

-  A  plan  for  Home  Health  Aide  (HHA)  services  to 
meet  the  patient's  safety  and  personal  care 
needs.  Specifically,  on  10/06/08  the  social  worker 
documented  that  the  patient  was  applying  for 
medicaid,  and  had  a  privately  hired  caregiver  3 
hours  per  day,  5  days  per  week.  On  03/06/09  the 
Skilled  Nurse  (SN)  case  manager  documented  in 
the  comprehensive  assessment  the  patient:  was 
confused,  had  impaired  decision  making,  required 
assistance  with  bathing,  and  dressing,  had  a 
privately  hired  aide.  The  plan  of  care  failed  to 
include  HHA  services  provided  by  the  agency. 
Consequently  the  patient  was  forced  to  assume 
the  financial  responsibility  of  the  provision  of 
personal  care  assistance. 

On  07/09/09  2  surveyors  interviewed  the  SN  case 
manager.  The  case  manager  stated  totrre 
surveyors:  the  patient  was  happy  with  her  private 
aide,  she  did  not  know  why  the  agency  was  not 
providing  a  HHA  for  the  patient,  the  decision  to 
not  provide  an  aide  had  been  made  prior  to  her 
taking  over  as  the  case  manager  (on  03/02/09). 

During  the  07/13/09  interview  with  the  patient's 
daughter,  the  daughter  told  the  surveyor  that  the 
agency  had  never  offered  the  services  of  a  HHA, 
and  that  if  they  had  been  offered,  she  and  her 
mother  would  have  "most  definitely"  accepted 
them. 

-  The  patient  required  a  wheelchair  for  mobility, 
per  a  patient's  04/27/09  phone  call  to  the  agency, 
when  she  reported  that  she  could  not  transfer 
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from  the  toilet  to  the  wheelchair. 

-  A  plan  for  the  patient  to  summon  help  in  the 
event  of  an  emergency.  On  10/06/08the  social 
worker  visited  the  patient  and  documented  that 
the  patient  had  a  Personal  Emergency 
Resposnse  System  (PERS).  On  03/06/09  the  SN 
case  manager  documented  that  the  patient  was 
able  to  walk  only  with  the  supervision  or 
assistance  of  another  person  at  all  times,  could 
transfer  herself,  had  a  fear  of  falling.  The  SN 
case  manager  failed  to  develop  a  plan  for  how  the 
patient  was  able  to  mobilize  when  the  private 
caregiver  was  not  present,  and  the  plan  of  care 
failed  to  indicate  what  mechanism  the  patient  was 
to  use  to  summon  help. 

On  07/09/09  2  surveyors  interviewed  the  social 
worker  and  the  SN  case  manager.  The  social 
worker  stated  she  could  not  remember  how  she 
identified  that  the  patient  had  a  PERS,  or  if  she 
had  discussed  it  with  the  SN.  The  SN  case 
manager  stated  shedid  not  know  if  the  patient 
had  a  PERS,  but  thought  that  the  patient  "would 
have  probably-activated  it,  if  she  had  one,  the 
night  of  her  fall". 

On  07/13/09  the  surveyor  interviewed  the- 
patient's  daughter.  The  daughter  stated  that  the 
patient  did  not  have  a  PERS,  and  thai  the  patient 
wore  her  cordless  phone  around  her  neck. 

The' patient  record  was  reviewed  with  the 
Administrator,  DPS,  ADPS,  Supervising  Nurse  on 
07/16/09.  Following  the  conclusion  of  the  record 
review,  the  surveyor  requested  a  policy  of  the 
agency's  procedure  when  a  patient  is  not  found  at 
home,  and  fails  to  answer  the  phone  for  a  follow 
up  visit.  The  DPS  responded  via  e-mail,  indicating. 
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the  agency  does  not  have  a  written  policy  with 
specific-steps  that  should  be  taken,  including 
contacting  emergency  contacts,  and  reporting  to 
the  physician. 


2.  Patient  #4  was  admitted  to  the  agency  on 
12/05/08.  The  12/05/08  initial  nursing  assessment 
documented  the  patient  had  a  stage  3  decubitus 
ulcer  on  his  sacrum  "from  being  on  his  back".  The 
plan  of  care  included  Home  Health  Aide  services 
2-3  times  per  weeK  for  1  hour.  The  12/05/08  plan 
of  care  was  incomplete  which  resulted  in  the 
^tientTeqninng  emergency  hos~pita1izmio7T 


Specifically,  the  plan  of  care  failed  to  include: 

-  an  appropriate  plan  to  weigh  the  patient. 
Specifically,  the  plan  of  care  documented  the 
Skilled  Nurse  (SN)  should  weigh  the  patient  at 
every  visit,  however,  the  12/05/08  initial  nursing 
assessment  documented  that  the  patient  could 
not  stand  up  to  be  weighed.  The  SN  failed  to 
assess  the  patient's  weight  between  12/05/08  and 
02/01/09,  and  failed  to  notify  the  physician  that 
the  patient  could  not  be  weighed  .  On  02/01/09 
the  patient  was  admitted  to  the  hospital  on  an 
emergent  basis.  The  hospital  admitting 
.physician's  physical  exam  included  "the  patient 
had  complaints  of  not  eating  or  drinking  well  over 
the  past  one  week,  and  has  had  a  weight  loss  for 
the  last  1-2  months.. .the  family  noted  the  patient 
had  a  weight  loss  of  about  one-third  his  body 
weight  in  a  1-2  month  period."  The  physician's 
discharge  summary  documented  the  patient  had 
expired  on  03/03/09. 

On  06/02/09  the  surveyor  interviewed  the  SN 
case  manager.  The  surveyor  asked  the  SN  case 
manager  how  he  had  planned  to  perform  weight 
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assessments  if  the  patient  couid  not  stand  on  a 

scale,  and  he  replied  "I  guess  that  just  got  by 

me." 

-  a  complete  skin  care  plan.  Specifically,  the 
12/05/08  initial  nursing  assessment  documented 
that  the  patient  had  a  red,  painful  heel,  however, 
the  plan  of  care  failed  to  include  a  plan  to 
reassess  the  heel,  or  a  pressure  relief  plan  for  the 
heel. 

Additionally,  the  12/03/08  physician  referral 
documented  that  the  patient  was  to  wear  heel 
protectors,  however,  the  plan  of  care  failed  to 
include  this. 

-  a  complete  medication  plan.  Specifically,  the 
plan  failed  to  include  B  12,  tylenol,  or  Vitamin  C 
per  the  12/10/08  SN  visit. 

-  The  HHA  instructions  failed  to  include:  any 
instructions  to  report  changes  in  skin  integrity  to 
the  SN,  a  frequency  for  bathing,  shampooing, 
shaving,  or  grooming  the  patient,  a  specific  plan 
for  how  the  patient  was  to  be  transferred  or 
repositioned,  that  the  patient  was  to  wear  heel 
protectors.  On  02/02/09  the  patient  was  admitted 
to  the  hospital  on  an  emergent  basis.  The 
physician's  hospital  admission  note  documented 
the  patient  .had  bed  bugs,  lice,  and  a  stage  2 
sacral  decubitus  ulcer. 

The  patient  record  was  reviewed  with  the  DPS, 
ADPS,  supervising  RN  on  06/03/09.  No  additional 
information  was  provided. 
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3.  Patient  #23  was  admitted  to  the  agency  on 
04/03/09.  The  SN  documented  on  the  initial 
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assessment  that  the  patient  had  a  new 
coiostomy;  was  aJeit  but  confused  at  times,_and 
resided  in  an  adult  home.  The  04/03/09  plan  of 
care  included.  SN  visits  3  times  per  week  for 
abdominal  dressing  changes.  The  plan  of  care 
was  incomplete  and  resulted  in  the  patient  losing 
16  lbs  that  was  not  reported  to  the  physician. 
Specifically,  the  plan  failed  to  include: 

-  a  plan  to  assess  gastrointestinal/nutritional 
status,  including  obtaining  weights  with  a 
frequency  specified  by  the  MD  and  parameters 
for  reporting  weight  changes.  This  resulted  in  the 
-S-N-n  ot-we  ig  h  i  n  g-th  e-  p  atie  nt-fo  H-  month— despite- 
the  new  colostomy.  On  04/03/09  the  SN 
documented  that  the  patient  weighed  194  lbs. 
Although  the  SN  visited  the  patient  daily  from 
04/03/09  -  05/07/09,  the  SN  failed  to  weigh  the  , 
patient  until  one  month  later  on  05/07/09.  On 
05/07/09  the  SN  documented  the  patient  weighed 
178  lbs,  which  represented  a  rapid  unintended 
weight  loss  of  16  lbs.  The  SN  failed  to  report  this 
to  the  physician. 

-  a  complete  plan  of  care  for  the  colostomy. 
Specifically,  the  plan  failed  to  include:  the  type  of 
ostomy  appliance,  the  care  of  the  skin 
surrounding  the  ostomy,  who  was  responsible  for 
providing  the  ostomy  care,  and  a  plan  for  the  SN 
to  re-assess  the  ostomy  site. 

-  a  plan  for  edema  assessment.  Specifically, 
although  the  SN  documented  in  the  04/03/09 
initial  nursing  assessment  that  the  patient  had 
bilateral  lower  extremity  edema,  and  the  plan  of 
care  included  a  diagnosis  of  edema,  the  plan 
failed  to  include  a  plan  to  assess  edema, 
including  leg  measurements,  measurement 
frequency,  and  parameters  for  reporting  changes 


G  153 


Patient  #23: 

o     Admission  RN  counseled 
regarding  responsibility  to 
develop  a  complete  POC  that 
includes  assessment  and  plan 
for  reporting  changes  to  MD  for 
the  following:  weights, 
Gl/nutritiona!  status, 
colostomy,  edema. 

•     05/07/09  failure  to  report 
weigHTIoss  to  MD.  RN  no 
longer  works  at  CHHA;  unable 
to  remediate. 

o     Ostomy  was  reversed  on 

06/19/09;  no  orders  needed  at 
this  time. 

o     Plan. now  includes  routine 
measuring  of  edema  and 
weight.. 
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to  the  physician.  This  resulted  in  the  SM  failing  to 
measure  the  patient's  legs  from  04/09/09  to 
04/30/09. 

The  patient  record  was  reviewed  with  the  Director 
of  Patient  Services  and  the  Assistant-  Director  of 
Patient  Services  on  06/09/09.  No  additional 
information  was  provided. 

4.  Patient  #3  was  admitted  to  the  agency  on 
1 1/05/08.  The  1 1/05/08  plan  of  care  was 
incomplete  and  resulted  in  the  patient  being 
admitted  to  the  hospital  on  an  emergent  basis, 
"anffsubsequentira  ieaifrrS  Kill  err  Nursing 
Facility  on  03/08/09.  The  1 1/05/08  plan  of  care 
failed  to  include: 

The  1 1/05/08  plan  of  care  included  an  SN  goal  of 
"weight",  however,  the  plan  failed  to  clarify  what 
the  goal  was  or  include  a  frequency  and/or 
reporting  parameters  to  the  physician.  As  a  result 
the  SN  failed  to  ever  weigh  the  patient. 

On  02/02/09  the  patient  was  admitted  to  the 
hospital  on  an  emergent  basis  and  had  an  , 
admission  weight  of  109.7  pounds.  This 
represented  a  70.3  lb.  weight  loss  from  the 
patient's  last  known  weight  of  180  lbs. 
documented  by  the  Primary  Care  Physician 
(PCP)  on  07/20/08. 

The  patient  record  was  reviewed  with  the  Director 
of  Patient  Services  and  the  Assistant  Director  of 
Patient  Services  on  05/28/09.  No  additional 
information  was  provided. 

5.  Patient  #22  was  admitted  to  the  agency  on 
05/15/09,  and  the  SN  documented  in  the  initial 
assessment  that  the  patient  had  a  diagnosis  of 
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cancer,  a  new  colostomy  and  weight  loss.  The 

05/1 5/09  plan  of  care  failed  to  include  a  complete 

nutritional  plan.  Specifically,  the  plan  failed  to 

include: 

-  a„ptan  to  weigh  the  patient,  including  the 
frequency  with  which  the  patient  was  to  be 
weighed  and  reporting  parameters  for  weight 
-change  to  the  physician.  On  5/15/09,  the  SN 
documented  the  patient's  weight  at  168  pounds, 
and  on  5/29/09  the  SN  documented  his  weight  at 
1 53  lbs.  The  SN  failed  to  report  this  15  lb.  weight 
loss  in  a  14  day  period  to  the  physician. 


-  a  plan  for  an  evaluation  by  the  nutritionist. 

The  patient  record  was  reviewed  with  the  Director 
of  Patient  Services  and  the  Assistant  Director  of 
Patient  Services  on  06/08/09.  No  additional 
information  was  provided. 

6.  Patient  #1  was  admitted  to  the  agency  on 
01/18/09.  The  01/18/09  plan  of  care  was 
incomplete,  and  failed  to  include  a  wound  care 
plan  for  the  scrotal  wound.  Specifically,  although 
the  SNs  changed  a-scrotal  dressing  daily  from 
01/18/09  -  01/22/09,  the  plan  of  care  failed  to 
document  the  patient  had  a  scrotal  wound,  or 
specify  wound  care.  The  wound  became  infected, 
and  the  patient  required  emergency 
hospitalization  for  IV  antibiotics. 

On  01/22/09  the  SN  assessed  that  the  scrotal 
wound  was  draining.  Although  the  SNs  visited  the 
patient  on  01/23/09  and  01/24/09,  the  SN  failed  to 
document  if  wound  care  was  performed. 

On  01/25/09  the  patient  was  admitted  to  the 
hospital  on  an  emergent  basis.  The  hospital 
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Continued  From  page  54 
record  documented  that  the  patient  required  an 
immediate  incision  and  drainage  of  the  right 
scrotal  sac,  and  iV  antibiotics. 

The  patient  record  was  reviewed  with  the  DPS  < 
and  ADPS  on  05/28/09.  No  additional  information 
was  provided. 
484.18(a)  PLAN  OF  CARE 

If  a  physician  refers  a  patient  under  a  plan  of  care 
that  cannot  be  completed  until  after  an  evaluation 
visit,  the  physician  is  consulted  to  approve 
additions  or  modification  to  the  original  plan. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  27  patient  records,  there  is 
no  evidence  in  1  record  (Patient  #3)  that  the  plan 
of  care  was  established  and  authorized  in  writing 
by  the  physician,  and  was  based  on  an  evaluation 
of  the  patient's  immediate  and  long  term  needs. 
This  resulted  in  the  patient's  condition 
deteriorating,  and  ultimately  an  emergency 
admission  to  the  hospital  on  02702709.  The  patient 
subsequently  died  on  06/1 0/09  See  G  143 
example  #  2. 

Failure  to  obtain  written  physician  approval  for  the 
patient's  comprehensive  plan  of  care  has  resulted 
in  a  negative  outcome  for  patient  #3,  and  has  the 
potential  for  agency  wide  negative  patient 
outcomes,  and  unmet  patient  needs. 

The  patient  record  was  reviewed  with  the  Director 
of  Patient  Services  and  the  Assistant  Director  of 
Patient  Services  on  06/08/09.  The  DPS  stated 
that  the  agency's  procedure  had  not  been 
followed  to  ensure  that  the  plan  of  care  was 
signed  within  30  days.       See  G  143  Example 


G  159 


G160 


G160  Plan  of  Care 

See  G118  for  process  to  ensure  Plan  of  Care 
signed  within  30  days 


See  G250  for  QA  detail  of  monitoring  Plan  of 
Care  signed  within  30  days 


FORM  CMS-2567{02-99)  Previous  Versions  Obsolete 


Event  ID:  KVRW11 


Facility  ID:  5987 


If  continuation  sheet  Page  55  of  92 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 


PRINTED:  07/27/2009 
FORM  APPROVED 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVlDER/SUPPLIER/CLiA 
IDENTIFICATION  NUMBER: 


337241 


(X2)  MULTIPLE  CONSTRUCTION 
A.  BUlLDiNG 


B.  WING 


(X3)  DATE  SURVEY 
COMPLETED 


07/27/2009 


NAME  OF  PROVIDER  OR  SUPPL!  ER 

ST  JOSEPHS  HOSP  HEALTH  CENTER  CHHA 


STREET  ADDRESS,  CITY,  STATE,  ZIP  CODE 
7246  JANUS  PARK  DRIVE 
LIVERPOOL,  NY  13088 


(X4)  ID 
PREFIX 
TAG 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


ID 
PREFIX 
TAG 


PROVIDER'S  PLAN  OF  CORRECTION 
[EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(X5) 
COMPLETION 
DATE 


G160 
G164 


Continued  From  page  55 
#2. 

484.18(b)  PERIODIC  REVIEW  OF  PLAN  OF 
CARE 

Agency  professional  staff  promptly  alert  the 
physician  to  any-changes  that  suggest-a  need  to 
alter  the  plan  of  care. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  27  clinical  records,  and 
interviews  with  the  Director  of  Patient  Services 
(DPS),  and  Assistant  Director  of  Patient  Services 
(ADPS),  there  is  no  evidence  in  13  records  that 
the  physician  is  consulted  when  changes  in  the 
patient  condition  occur.  Patients  #  1,  3,  4,  5,  6, 
8,15,  20,  22,  23,  24,  26,  27 

Patient  #1  was  identified  on  the  02/2008  - 
01/2009  Adverse  Event  Outcome  Report  for . 
deteriorating  wound  status. 
Patient  #  20  was  identified  on  the  OBQI  Adverse 
-Events  Outcome  Report'  for  2/2008  -  1/2009  for 
emergent  hospitalization  resulting  from  a  fall. 


Failure  to  consult  with  the  physician  when 
changes  in  the  patient's  condition  occur  resulted 
in  a  negative  outcome  for  4  patients,  Patients  #  1, 
3,  20,  22  and  has  the  potential  for  possible 
negative  patient  outcomes  agency  wide. 

Examples  are  as  follows: 

1.  Patient  #1  was  admitted  to  the  agency  on 
01/18/09.  Six  Skilled  Nurses  (SNs)  visited  the 
patient  daily  between  the  dates  of  01/18/09  and 
01/24/09,  and  performed  daily  dressing  changes 
to  the  patient '  s  right  thigh  and  scrotum.  Although 


G  160 


G  164 


G164  Plan  of  Care 

See  G140  for  enhanced  Supervision  of  Plan  of 
care 

See  G168  for  education  regarding  reporting 
changes  in  condition  and  altering  the  Plan  of 
care 

See  G250  for  QA  detail  of  monitoring  of 
reporting  changes  in  condition 


Patient  #1  has  been  discharged  from 

the  agency. 
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the  SNs  documented  that  the  patient "  s  thigh 
wound  was  deteriorating,  none-of  the  SNs 
reported  the  changes  in  the  patient '  s  condition 
to  the  physician.  As  a  consequence,  on  01/25/09 
the  patient  was  admitted  to  the  hospital.  The 
patient  required  immediate  operative  debridement 
and  skin  graft  of  the  wound  for  a  right  thigh 
abscess,  and  incision  and  drainage  of  right 
scrotal  sac,  and  IV  antibiotics. 

-  On  01/19/09  the  SN  documented  that  the 
bottom  half  of  the  thigh  wound  bed  had  blackened 
tissue  which  had  not  been  previously 
■documented:  : 

-  On  01/20/09  the  wound  had  a  slight  odor,  which 
had  not  been  previously  documented 

-  On  01/21/09  the  wound  had  some  odor,  and 
there  was  a  firm  area  in  the  patient's  right  groin, 
which  had  not  been  previously  documented 

-  On  01/23/09  the  wound  had  large  amount  of 
serous  drainage,  and  the  wound  was  sloughing, 
which  had  not  been  previously  documented 

-  On. 01/24/09  the  wound  had  signs  and 
symptoms  of  infection,  had  blackened  drainage, 
an  odor,  the  surrounding  tissue  was  swollen  and 
painful,  and  necrotic-tissue  was  present,  and  the 
patient "  s  blood  sugar  was  elevated  to  303. 

The  patient  record  was  reviewed  with  the  Director 
of  Patient  Services  (DPS)  and  Assistant  Director 
of  Patient  Services  (ADPS)  on  05/28/09.  No 
additional  information  was  provided. 

2.  Patient  #3  was  admitted  to  the  agency  on 
11/5/08  with  a  history  of  an  admission  3  months 
prior  for  severe  hypothyroidism.  The  SN  visited 
the  patient  several  times  and  failed  to  recognize 
deterioration  in  the  patient's  condition.  The  patient 
was  admitted  to  the  hospital  on  02/02/09,  and 
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Patient  #3  has  been  discharged  from 
the  agency. 
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subsequently  died  in  a  Skilled  Nursing  Facility  on 
03/08/09.  The  SN  failed  to  report  the  patient's 
deteriorating  status  to  the  physician  as  follows: 

-  On  1 1/5/08,  the  SN  documented  that  the  patient 
was  badly  in  need  of  podiatry  care,  however, 
documentation  is  lacking  that  the  SN  called  the 
physician  and  obtained  a  referral  for  a  podiatrist 
visit. 

-  On  1 1/24/08.  the  SN  documented  that  the 
patient  slept,  through  the  visit,  . despite  palpation  of 
his  abdomen  and  milking  of  the  urinary  tube. 
Documentation  is  lacking  that  the  SN  called  the 

TJoTsten^teirrtfrrroTth^ 

-  On  12/30/08,  the-SN  stated  the  patient  was 
sleepy  and  opened  his  eyes  only  when  questions 
were  asked.  Although  the  SN  reported  the 
patient's  blood  sugar  was  low,  the  SN  failed  to 
report  the  change  in  the  patient's  level  of 
consciousness. 

The  patient  was  admitted  to  the  hospital  on  * 
02/02/09,  and. subsequently  died  in  a  Skilled 
Nursing' Facility  on  03/08/09. 

The  patient  record  was  reviewed  with  the  Director 
of  Patient  Services  and  the  Assistant  Director  of 
Patient  Services  on  05/28/09.  No  additional 
information  was  provided. 

3.  Patient  #22  was  admitted  to  the  agency  on 
05/15/09,  and  the  SN  documented  in  the  initial 
assessment  that  the  patient  had  a  diagnosis  of 
cancer,  a  new  colostomy.  On  5/15/09,  the  SN 
documented  the  patient's  weight  at  168  pounds, 
and  on  5/29/09  the  SN  documented  his  weight  at 
153  lbs.  The  SN  failed  to  report  this  15  lb.  weight 
loss  to  the  physician. 
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Patient  #22  has  been  discharged  from 
the  agency. 
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The  patient  record  was  reviewed  with  the  Director 
of  Patient  Services  and  the  Assistant  Director  of 
Patient  Services  on  06/08/09.  No  additional 
information  was  provided. 

4.  Patient  #20  was  admitted  to  the  agency  on 
1 1/30/08.  The  1 1730/08  plan  of  care  included 
skilled  nursing  twice  a  week  and  physical  therapy 
three  times  a  week. 

On  12/16/08  the  patient's  daughter  told  the  SN 
that  the  patient  had  fallen  that  day.  The  SN  failed 
to  report  the  patient  fall  to  the  physician,  and 
identify  ■that-an-Qpdated-pia  n~of  care-wasmeeded- 
to  prevent  future  falls.  On  12/23/09  the  SN 
documented  in  the  Patient  Activity  Log  that  the 
patient  had  fallen  again  and  sustained  a  fractured 
hip. 

The  patient  record  was  reviewed  with  the  Director 
of  Patient  Services  and'the  Assistant  Director  of - 
Patient  Services  on  06/08/09.  No  additional 
information  was  provided. 


5.  Patient  #15  was  admitted  to  the  agency  on 
04/29/09.  The  SN  failed  to  report  changes  in  the 
patient's  condition  as  follows: 

-  On  05/01/09  the  patient's  left  lower  extremity 
measurements  were  37.5  -  27.5  -  27.5  cm  and  on 
05/07/09  the  measurements  were  42  -  30  -  31.5 
cm.  The  SN  failed  to  report  an  increase  of  4.5  - 
2.5  -  4  cm  respectively. 

-  On  05/07/09  the  SN  visited  the  patient  and 
documented  the  patient  had  abdominal  bruising, 
which  was  not  previously  documented.  The  SN 
failed  to  investigate  the  possible  cause  of  the 
bruising  and  report  the  change  in  condition  to  the 
physician. 
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Patient  #20  has  been  discharged  from 
the  agency. 


Patient  #15: 

•     RN  counseled  to  report 

increases  in  edema  to  MD  per 
Standard  of  Care, 
o     RN  counseled  to  report  changes 
in  patient  condition  per  policy. 


Patient  #15  continued: 

«     PT  counseled  to  report  falls  to 
MD. 
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-On  05/18/09  the  PT  visited  the  patient  and 

documented  the  patient  had  fallen  the-prior  week. 

Evidence  is  lacking  this  was  ever  reported  to  the 

physician. 

The  patient- record  was  reviewed  with  the  DPS 
and  ADPS.  No  additional  information  was 
provided. 

484.30  SKILLED  NURSING  SERVICES 


This  CONDITION  is  not  met  as  evidenced  by: 
o  Failure  to  ensure  that  skilled  nurses  are 
instructed  and  adequately  trained  to  perform 
comprehensive  nursing  assessments  which 
■identify  each  patient's  individual  needs.  Nursing 
assessments  are  incomplete  and  do  not 
consistently  reflect  the  patient's  baseline  status. 
Seed  71 

o  Failure  to  consistently  reevaluate  the  patient's 
condition.  SeeG172 

o  Failure  to  coordinate  care  and  services.  See 
G143,  G144 

o  Failure  to  ensure  that  skilled  nurses  receive 
adequate  training  and  supervision  to  ensure 
competency  in  the  skills  necessary  to  develop 
and  implement  each  patient's  plan  of  care.  See 
G140 

The  cumulative  effect  of  these  systemic  issues 
related  to  the  assessment  process  resulted  in 
negative  outcomes  for  7  patients  (Patients  #1,3, 
4,10,  19,  23,  27)  and  the  potential  for  negative 
outcomes  for  the  agency's  patient  population. 
484.30(a)  DUTIES  OF  THE  REGISTERED 
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$160  Skilled  Nixing  Services 

Sse  ©140  fer  enhaneed  SupetvislaR 

See  G143  and  6144  for  Coordination  of  Care 

Sets  G2S0  for  OA  detail  to  monitor 

Mandatory  annual  oempstensias  te  be  completed 
by  all  nursing  staff.  Cempstenotes  ta  be  provided 
•te  staff  by  the  RN  Educstisn  eeerdiRator  or  the 
RN  Staff  idueater  undejF  the  eNetlen  of  the 
Pl/Edueation  Manager,  Competences  te  b? 
completed  for  all  staff  by  July  30,  2069. 
esmpetenales  ineluds: 

«  Infection  oontrel,  hand 

washing,  bag  teehntejue 
f  8i39d  speelmen  eolteetion  ^ 
•  Foley  piasement  and  eare 
«  f%e  dressing  change  and 


*  Medication  prepeur 

*  Wound  care ,  inclusive  ef 

VA6 

*  I  n*hem@  supervised  wound 

and  assessment  visit 
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NURSE 

The  registered  nurse  makes  the  initial  evaluation 
visit. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on-a  review  of  initial  nursing  assessments 
in  27  clinical  records,  and  interviews  with  Director 
of  Patient  Services  (DPS),  and  Assistant  Director 
of  Patient  Services  (DPS)  evidence  is  lacking  in 
11  records  the  initial  nursing  assessments  are  of 
sufficient  scope  to  ensure  that  all  patient  needs, 
are  met.  Patients  #3,  7,  10,  12,  13,  14,  17,  19, 
21,  23,  25 

Lack  of  complete  and  accurate  nursing 
assessments  has  the  potential  for  unmet  patient 
needs  and  possible  negative  patient  outcomes. 

1 .  Patient  #3  was  admitted  to  the  agency  on 
11/5/08.  The  Skilled  Nurse  (SN)'  performed  an 
initial  nursing  assessment  on  1 1/5/08.  The  initial 
assessment  was  incomplete  or  inaccurate  as 
follows: 

-  The_SN  documented  that  the.patient  required 
assistance  with  medication  administration, 
however,  failed  to  indicate  who  would  be 
providing  the  assistance. 

-  The  SN  documented  that  there  were 
discrepancies  in  the  patient's  medications,  and 
that  the  SN  planned  to  call  the  physician  to 
reconcile  the  medications  prior  to  the  next 
scheduled  visit.  Although  the  SN  did  reconcile  the 
medications  with  the  physician,  evidence  is 
lacking  the  SN  ever  communicated  the  correct 
medications  to  the  SN  case  manager  or  the 
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Supervised  in-home  wound  care  competency 
mandatory  for  all  nursing  staff,  including  per  diem 
who  provide  wound  care.  Supervisory  visits  to 
be  performed  by  RN  Education  Coordinator  or 
the  Staff  Educator  under  the  Supervision  of  the 
Pi/Education  Manager.  In-home  wound  care 
supervisory  visits  on  all  staff  to  becompleted  by 
July  30,  2009.  Competency  to  include  minimum  1 
supervised  visit  while  performing  wound 
assessment,  providing  wound  care  and  includes 
documentation  review.  100%  compliance  with 
agency  Wound  Std  required.  Unsatisfactory 
performance  prohibits  assignment  of  patients 
receiving  wound  care  and  assessment,  formal 
remediation  with  possible  discipline,  repeat  in- 
home  visit  to  demonstrate  compliance  required 
until  success  with  100%  competence  or 
disciplinary  action  up  to  and  including 
'  termination. 

Completion  date:  May  10,  2009 
Responsible  person:  Pi/Education  Manager 

Mandatory  re-education  of  professional  staff  by  ADPS 
to: 

•  ■  Cancelled  visit  reporting 

•  Reporting  patient  changes  in  condition 
Documentation  guidelines  for 
communicating;  discipline-specific 
algorithms  of  communication  process 

•  Coordinating  changes  to  the  Plan  of  Care 

•  Performance  Expectations  regarding  care 
planning  and  care  coordination 


^  Completion  date:  July  13, 2009 
f  Responsible  person:  ADPS 

Facility  IO:  5987 
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patient/caregiver,  or  specify  what  the 
discrepancies  were. 

-  The  SN  documented  a  reported  weight  of  180 
lbs,  however,  also  documented  that  the  patient 
was  confused.  The  SN'Taiied  to  identify  the  weight 
may  have  been  inaccurate,  and  confirm  the 
weight  with  the  physician. 

-  The  SN  documented  that  the  patient/primary 
caregiver  were  independent  in  performing 
tracheostomy  care,  and  urinary  catheter  care, 
however,  the  SN  failed  to  observe  the 
patient/caregiver  performing  these  functions. 

-  The  SN  documented  the  patient  needed  a 
podiatry  visit,  however,  failed  to  identify  who  was 
responsible  for  arranging  this. 

The  patient  record  was  reviewed  with  the  Director 
of  Patient  Services  and  the  Assistant  Director  of 
Patient  Services  on  05/28/09.  No  additional 
information  was  provided. 

2.  Patient  #  17  was  admitted  to  the  agency  on 
05/21/09.  The  SN  documented  in  the  05/21/09 
initial  nursing  assessment  2  decubitus  ulcers  on 
the  patient's  buttocks.  The  SN  failed  to  measure 
the  ulcers.  Additionally,  the  05/21/09  plan  of  care 
included  a  primary  diagnosis  of  seizure  disorder, 
however,  the  SN  failed  to  assess  the  patient's 
seizure  status,  including  when  his  last  seizure 
occurred. 

The  patient  record  was  reviewed  with  the  DPS 
and  ADPS  on  06/04/09.  No  additional  information 
was  provided. 

3.  Patient  #  21  was  admitted  to  the  agency  on 
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Mandatory  re-education  of  all  professional  staff  by 
SJHHC  Diabetic  Educator  to  'Care  of  the  Diabetic 
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Assessment  of  the  diabetic  patient 
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Monitoring 
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patient/caregiver,  or  specify  what  the 
discrepancies  were. 

-  The  SN  documented  a  reported  weight  of  1 80 
lbs,  however,  also  documented  that  the  patient 
was  confused.  The  SN  failed  to  identify  the  weight 
may  have  been  inaccurate,  and  confirm  the 
weight  with  the  physician. 

-  The  SN  documented  that  the  patient/primary 
caregiver  were  independent  in  performing 
tracheostomy  care,  and  urinary  catheter  care, 
however,  the  SN  failed  to  observe  the 
patient/caregiver  performing  these  functions. 

-  The  SN  documented  the  patient  needed  a 
podiatry  visit,  however,  failed  to  identify  who  was 
responsible  for  arranging  this. 

The  patient  record  was  reviewed  with  the  Director 
of  Patient  Services  and  the  Assistant  Director  of 
Patient  Services  on  05/28/09.  No  additional 
information  was  provided. 

2.  Patient  #  17  was  admitted  to  the  agency  on 
05/21/09.  The  SN  documented  in  the  05/21/09 
initial  nursing  assessment  2  decubitus  ulcers  on 
the  patient's  buttocks.  The  SN  failed  to  measure 
the  ulcers.  Additionally,  the  05/21/09  plan  of  care 
included  a  primary  diagnosis  of  seizure  disorder, 
however,  the  SN  failed  to  assess  the  patient's 
seizure  status,  including  when  his  last  seizure 
occurred. 

The  patient  record  was  reviewed  with  the  DPS 
and  ADPS  on  06/04/09.  No  additional  information 
was  provided. 

3.  Patient  #  21  was  admitted  to  the  agency  oh 
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Completion  date:  July  22, 2009 
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Mandatory  education  to  the  "Comprehensive 
Management  of  Patients  with  Wounds"  provided  to 
nursing  staff  by  RN  wound  auditor,  education  included: 

•  Wound  assessment  expectations 

•  Wound  assessment  and  care 
documentation 

•  Signs  and  symptoms  of  infection 

•  Nutritional  needs 

•  MD  orders 
©     Physician  communication 
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patient/caregiver,  or  specify  what  the 
discrepancies  were. 

-  The  SN  documented  a  reported  weight  of  180 
lbs,  however,  also  documented  that  the  patient 
was  confused.  The  SN  failed  to  identify  the  weight 
may  have  been  inaccurate,  and  confirm  the 
weight  with  the  physician. 

-The  SN  documented  that  the  patient/primary 
caregiver  were  independent  in  performing 
tracheostomy  care,  and  urinary  catheter  care, 
however,  the  SN  failed  to  observe  the 
patient/caregiver  performing  these  functions. 

-  The  SN  documented  the  patient  needed  a 
podiatry  visit,  however,  failed  to  identify  who  was 
responsible  for  arranging  this. 

The  patient  record  was  reviewed  with  the  Director 
of  Patient  Services  and  the  Assistant  Director  of 
Patient  Services  on  05/28/09.  No  additional 
information  was  provided, 

2.  Patient  #  1 7  was  admitted  to  the  agency  on 
05/21/09.  The  SN  documented  in  the  05/21/09 
initial  nursing  assessment  2  decubitus  ulcers  on 
the  patient's  buttocks.  The  SN  failed  to  measure 
the  ulcers.  Additionally,  the  05/21/09  plan  of  care 
included  a  primary  diagnosis  of  seizure  disorder, 
however,  the  SN  failed  to  assess  the  patient's 
seizure  status,  including  when  his  last  seizure 
occurred. 

The  patient  record  was  reviewed  with  the  DPS 
and  ADPS  on  06/04/09.  No  additional  information 
was  provided. 

3.  Patient  #21  was  admitted  to  the  agency  on 
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Communication  amongst  caregivers 
Referral,  management  and  supervision  of 
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Peripheral  medication  administration,  line 
management 

Patient/caregiver  teaching 
Inability  to  Reach  Patient  policy 
Documentation  requirements,  timeliness 
Professional  accountability  and 
responsibility,  licensure 
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05/08/09.  The-05/08/09  plan  of  care  included:  a 
primary  diagnosis  of  traumatic  fractured 
vertebrae,  a  secondary  diagnosis  of  chronic  pain, 
uitram  50mg  every  2  hours  as  needed  for  pain, 
and  tylenol  325  mg  every  4  hours  as  needed  for 
pain,  neurontin  100mg  3  times  per  day  for  pain, 
which  was  to  be  gradually  increased  to  200  mg  3  - 
times  per  day  by  05/19/09.  On  05/08/09  the  SN 
documented  in  the  initial  nursing  assessment  that 
the  patient  was  experiencing  pain  at  an  intensity 
of  3  of  10,  and  that  the  patient  reported  he 
needed  to  call  the  physician  if  there  was  any 
change  in  pain  level  and  any  reaction  to  the 
changing  doses  of  neurontin.  The  SN,  however, 
failed  to  assess  the  pain  medication,  including  the 
amount  the  patient  was  taking. 

The  patient  record  was  reviewed  with  DPS  and 
ADPS  on  06/08/09.  No  additional  information  was 
provided. 

4.  Patient  #  14  was  admitted  to  the  agency  on 
04/06/09..  The  SN  documented  in  the  04/06/09 
initial  nursing  assessment  that  the  patient  had 
stage  2  bilateral  decubiti  on  her  buttocks, 
however,  the  SN  failed  to  measure  the  wounds. 
Additionally,  the  SN  documented  the  patient  had 
a  Peripherally  Inserted  Central  Catheter  (PICC) 
line  in  her  left  upperarm,  however,  failed  to 
measure  the  external  length  of  the  PICC  line 
catheter. 

The  patient  record  was  reviewed  with  the  DPS 
and  ADPS  on  06/04/09.  No  additional  information 
was  provided. 


ID 

PREFIX 
TAG 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(X5) 
COMPLETION 
DATE 


G  171 


G171  Duties  of  the  Registered  Nurse 

See  G140  for  enhanced  Supervision  of 
nursing  assessments 

See  G1 68  for  education  of  staff  re-, 
performing  nursing  assessment 

See  G250  for  OA  detail  of  monitoring  for 
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5.  Patient  #  1 0  was  admitted  to  the  agency  on 
04/23/09.  The  04/23/09  plan  of  care  included 
zosyn  (antibiotic)  via  IV  infusion  every  6  hours 
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through  .the  patients  PICC  line.  The  SN  failed  to 
perform  a  complete  initial  nursing  assessment  on 
04/23/09  as  follows: 

-The  SN  documented  that  she  administered 
SASH  (saline-administer 

medication-saline-heparin  flush)  per  protocol,  and 
that  both  lumens  flushed  easily,  however,  the  SN 
failed  to  document  what  medication  she 
administered,  the  amount  of  saline  she  used,  and 
which  port  was  used. 

-  The  plan  of  care  included  hydrocodone  10  mg 
1-2  tablets  for  moderate  to  severe  pain  every  6 
hours  as  needed  for  pain.  The  SN  documented 
the  patient  was  taking  pain  medication,  however, 
she  failed  to  document  the  amount  or  frequency 
the  patient  was  taking. 

-  The  SN  documented  the  patient  had  an  insulin 
pump,  however,  failed  to  assess  the  insertion  site, 
or  if  the  patient  was  able  to  rotate  the  sites 
independently. 

The  patient  record  was  reviewed  with  the  DPS 

and  Supervising  Nurse  on  05/28/09.  No  additional 

information  was  provided, 

484.30(a)  DUTIES  OF  THE  REGISTERED 

NURSE 

The  registered  nurse  regularly  re-evaluates  the 
patients  nursing  needs. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  27  clinical  records  and 
interviews  with  the  Director  of  Patient  Services 
(DPS),  and  Assistant  Director  of  Patient  Services 
(ADPS)  and  agency  staff,  there  is  no  evidence  in 
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13  records  the  Skilled  Nursing. (SN) 
reassessments  are  of  sufficient  scope  to  identify 
changes  in  the  patient's  condition  which  may 
require  re-evaluation  and/or  modification  in  the 
plan  of  care.  Patients  #  1,  3,  5,  6,  8,  10,  1 1,  12, 
14,  18,  19,  21,  27 

Failure  to  perform  complete  and  accurate  nursing 
assessments  has  resulted  in  a  negative  outcome 
for  patients  #1,3,19,  23,  and  27,  and  has  the 
potential  for  agency  wide  unmet  patient  needs. 

Patients  #1  and  19  were  identified  on  the  02/2008 
-  01/2009  Adverse  Event  Outcome  Report  for 
deteriorating  wound  status. 

Examples  are  as  follows: 

1 .  Patient  #  27  was  admitted  to  the  agency  on 
09/09/08.  On  03/06/09  the  SN  conducted  a 
comprehensive  recertiftcation  nursing 
assessment.  The  03/08/09  updated  plan  of  care 
included  SN  visits  2  times  per  week  for  8  weeks 
for  wound  care,  foley  catheter  maintenance,  and 
assessment . 

Although  the  patient  called  the  agency  for  help  on 
04/27/09,  the  agency  failed  to  conduct- follow  up 
assessments'with  the  patient.  Two  days  later,  on 
04/29/09  the  patient  was  found  on  the  floor  by  a 
lab  technician  who  was  assigned  to  draw  blood. ' 
The  patient  was  transported  to  the  hospital  by  91 1 
responders.  The  patient  had  been  pinned  to  the 
floor  at  home  for  2  days,  despite  having  called  the 
agency  for  help  on  04/27/09. 

The  patient  subsequently  died  on  06/10/09.  The 
06/10/09  hospital  physician  discharge  summary 
upon  the  patient's  death  stated  "Chief  Complaint: 
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the  new  poiiey  and  expectations. 

Completion  date:  August  17, 2009 


Patient  #27  has  been  discharged  from 
the  agency.  , 
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Difficulty  breathing.. ..The  patient's  difficulty 

breathing  apparently  began  about  a  month  ago  in 

association  with  her  falling  at  home.  The  patient 

was  down  for  approximately  40  hours,  and  was' 

unable  to  get  up. ..the  patient  deceased  on 

06/10/09" 

Specifically,  the  .04/29/09  admitting  history  and 
physical  by  the  hospital  physician  documented 
that  on  the  night  of  04/27/09  the  patient  felt  weak, 
and  she  had  fallen  to  the  floor,  "She  was  unable 
to  get  up.. .she  lives  alone  in  an  apartment...  she 
was  yelling  all  day  Tuesday  (04/28/09)... she  was 
unable  to  get  to  the  phone... she  remained  on  the 
floor  until  Wednesday  morning  (04/29/09)... she 
was  also  weak  Sunday  (04/26/09)  night  and  fell, 
requiring  the  fire  department  to  come  help  her. 
The  04/29/09  emergency  medical  services  record 
documented  that  the  patient:  "had  been  lying  on 
the  bedroom  floor  for  2  days...  had  a  dresser 
drawer  across  her  thigh...  was  confused...  had  a 
cyanotic  face."  The  04/29/09  note  by  the  hospital 
physician  also  documented  the  patient  was 
admitted  with  "pneumonia,  dehydration,  acute 
renal  failure,  urinary  tract  infection,  weakness.  ..." 

The  SN  case  manager  visited  the  patient  5  times 

KnKiinnr-.  m/nR/no  anH  DAM  ^/DQ  Thp  ^W-failpH  in 
Deiween  uo/uo/uy  dnu  uhi  i  j/ua.  i  nc  oin  icmcu  lu 

conduct  accurate  and  complete  assessments  as 

follows: 

-  On  03/06/09  the  SN  case  manager  conducted  a 
comprehensive  re- certification  assessment  and 
documented  that  the  patient  was  at  risk  for  falls, 
and  could  not  be  left  alone.  The  SN  failed  to 
document  who  was  living  with  the  patient,  and  on 
03/27/09  the  LPN  visited  the  patient  and 
documented  that  the  patient  was  living  alone.  The 
SN  failed  to  identify  that  the  patient  was  in  an 
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unsafe  situation. 

-'  The  SN  failed  to  assess  for  the  need  of  Home 
Health  Aide  (HHA)  services.  Specifically,  on 
1 0/06/08  the  social  worker  documented  that  the 
patient  was  applying  for  medicaid,  and  had  a 
privately  hired  caregiver  3  hours  per  day,  5  days 
per  week.  Evidence  is  lacking  the  SN  case 
manager  ever  assessed  if  the  patient  was  in  need 
of  HHA  services,  or  discussed  with  the  social 
worker  the  patient's  financial  needs  and  HHA 
needs.  As  a  result,  this  patient,  who  had  limited 
financial  resources,  was  compelled  to  pay  for  her 
own  personal  care  assistance. 

On  03/06/09  the  SN  case  manager  documented: 
the  patient:  was  confused,  had  impaired  decision 
making,  required  assistance  with  bathing,  and 
dressing,  had  a  privately  hired  aide.  The  SN  failed 
to  assess ,  if  the  patientrequired  additional 
services  of  an  agency  HHA  to  meet  her  personal 
care  and  safety  needs. 

During  the  07/09/09  interview  with  the  SN  case 
manager,  the  SN  stated  to  the  surveyor,  she  was 
sure  the  patient's  needs  were  being  met  because 
the  patient- had  told  her  so,  she  did  not  know  why 
the  agency  was  not  providing  a  HHA  for  the 
patient  because  that  had  been  determined  prior  to 
her  taking-over  as  the  case  manager  (on 
03/02/09).  The  SN  failed  to:  identify  that  it  was 
her  responsibility  as  the  case  manager  to  assess 
if  all  of  the  patient's  needs  were  being  met, 
including  if  the  patient  required  HHA  services 
from  the  agency.  Instead  the  SN  relied  on  the 
patient,  who  was  confused,  and  had  impaired 
decision  making  to  make  this  determination. 

During  the  07/13/09  interview  with  the  patient's 
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daughter,  the  daughter  told  the  surveyor  that  the 
agency  had  never  offered  the  services  of  a  HHA, 
and  that  if  they  had  been  offered,  she  and  her 
mother  would  have  "most  definitely"  accepted 
them. 

-  The  SN  failed  to  identify  that  the  patient  required 
an  wheelchair  for  mobility,  until  the  patient's 
04/27/09  phone  call  to  the  agency,  when  the 
patient  reported  that  she  could  not  transfer  from 
the  toilet  to  the  wheelchair. 

-  The  SN  failed  to  assess  the  patient's  ability  to 
call  for  help  if  needed,  and  for  the  possible  need 
of  a  Personal  Emergency  Response  System 
(PERS).  On  10/06/09  the  social  worker  visited  the 
patient  and  documented  that  the  patient  had  a 
PERS,  and  on  03/06/09  the  SN  case  manager 
documented  that  the  patient  was  able  to  walk  only 
with  the  supervision  or  assistance  of  another 
person  at  all  times,  could  transfer  herself,  had  a 
fear  of  falling.  The  SN  case  manager  failed  to: 
assess  how  the  patient  was  able  to  mobilize  when 
the  private  caregiver  was  not  present,  assess  if 
the  patient  had  a  PERS,  and  if  so,  if  the  patient 
was  able  to  use  it  properly. 

On  07/09/09  the  surveyor  interviewed  the  social 
worker  and  the  SN  case  manager.  The  social 
worker  stated  she  could  not  remember  how  she 
identified  that  the  patient  had  a  PERS.  The  SN 
case  manager  stated  she  did  not  know  if  the 
patient  had  a  PERS,  but  thought  that  the  patient 
"would  have  probably  activated  it,  if  she  had  one, 
the  night  of  her  fall". 

On  07/13/09  the  surveyor  interviewed  the 
patient's  daughter.  The  daughter  stated  that  the 
patient  did  not  have  a  PERS,  and  that  the  patient 
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wore  her  cordless  phone  around  her  neck.  The 
daughter  stated  that  her  mother  must  not  have 
been  wearing  it  the  night  she  fell. 

-  The  SN,  failed  to  re-assess  the  patient  even 
when  the  patient  called  the  agency  on  04/27/09 
reporting  she  was  "stuck  on  the  toilet",  and  that 
she  had  also  fallen  the  night  before.  As  a  result 
the  patient  helplessly  remained  on  the  floor  for 
two  days  after  falling,  unable  to  take  her 
medications,  including  insulin  and  anticoagulant 
therapy,  eat,  or  drink,  to  ensure  that  the  patient 
received  life  saving  emergency  medical  services 
immediately  following  a  fall.  As  a  result  the  patient 
was  forced  to  remain  on  the  floor  for  two  days 
after  falling  for  a  second  time  in  a  24  hour  period. 

Specifically,  on  04/27/09  at  4:30  PM  the  SN  case 
manager  documented  in  the  Patient  Activities  Log 
that  the  patient  had  called  to  report  she  was  stuck 
on  the  toilet,  and  had  been  trying  to  get  to  her 
wheelchair  for  2  1/2  hours.  The  SN  instructed  her 
to  call  31 1 ,  and  the  patient  replied  that  she  just 
called  them  the  prior  night  after  falling.  The  SN 
replied  that  she  was  not  aware  of  this,  and  that 
the  patient  told  her  that  "I  haven't  had  time  to  let 
you  know".  The  patient  agreed  to  call  911,  and 
the  SN  told  the  patient  "we  would  place  call  this 
evening  to  follow  up."  The  SN  documented  that 
she  reported  the  situation  to  the  evening 
coordinating  RN. 

Both  of  the  SN  case  manager;  and  SN  evening 
coordinator,  failed  to  ever  followed  up  with  the 
patient,  and  2  days  later,  on  04/29/09  the  patient 
was  admitted  to  the  hospital  on  an  emergent 
basis  after  being  found  on  the  floor  by  a  lab 
technician.  The  03/08/09  plan  of  care 
documented  that  the  patient  was  diabetic,  and 
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included  Glargine  insulin  1  time  per  day  and 
novolog  insulin  2  times  per  day,  Januvia  (oral 
hypoglycemic)  daily,  Coumadin  (blood  thinner) 
daily,  lasix  (diuretic)  daily,  all  ofwhich  the  patient 
was  unable  to  take  during  the  2  days  she  was  on 
the  floor.  The  04/29/09  emergency  medical 
services  record  documented  that  the  patient:  had 
been  lying  on  the  bedroom  floor  for  2  days,  had  a 
dresser  drawer  across  her  thigh,  was  confused, 
had  a  cyanotic  face  upon  their  arrival. 

The  SN  failed  to  followed  up  with  the  patient  until 
04/29/09.  On  04/29/09  a  different  SN 
documented  she  had  made  4  phone  attempts  to 
contact  the  patient  between  the  times  of  10:45 
AM  and  2:00  PM,  and  attempted  a  visit  at  2:45 
PM.  The  SN  documented  that  during  the 
attempted  visit,  the  apartment  building  staff 
reported  that  the  patient  had  already  been  taken 
to  the  hospital.  The  SN  stated  that  it  is  agency  - 
policy  to  make  3  phone  attempts  and  then  visit 
the  patient,  however  on  07/16/09  the  DPS 
emailed  the  surveyor  stating  that  the  agency  lias- 
no  formal  policy. 


G  172 


The  patient  record  was  reviewed  with  the 
Administrator,  DPS,  ADPS,  and  Supervising 
Nurse  on  07/16/09.  The  DPS  submitted  the  SN 
case  manager's  cell  phone  log  for  04/27/09  and 
04/28/09.  The  log  contained  5  phone  calls  on 
04/28/09  to  the  patient.  Four  of  the  phone  calls 
were  for  1  minute,  and  1  call  was  for  2  minutes. 
The  DPS  told  her  that  she  did  speak  with  the 
patient  at  10:30AM  during  the  2  minute  call,  and 
the  patient  declined  a  visit.  The  daughter, 
however,  informed  the  surveyor  otherwise.  The 
daughter  daughter  stated  that  there  were  2  phone 
messages  on  the  patient's  answering  machine 
from  the  agency  on  04/28/09,  one  ofwhich  was 
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from  the  SN  case  manager  at  approximately 
10:30  AM.  The  message  was  detailed,  and 
included  the  case  manager  stating  that  she  was 
in  the  lobby  (of  the  patient's  apartment  building), 
and  that  she  spoke  to  people  at  the  front  desk. 
They  said  that  they  had  seen  you  (the  patient), 
and  that  you  are  fine. 

Additionally,  the  daughter  stated  that  on  04/29/09 
a  third  SN  left  a  message.  The  daughter  said  that 
during  the  first  message,  the  SN  specifically  said 
that  "we  never  connected  with  you  yesterday,  and 
that  she  would  try  and  catch  up  with  the  patient 
later". 

Additionally,  the  daughter  stated  that  the  agency 
was  aware  that  the  door  of  the  patient's 
apartment  was  always  left  open  to  allow  access 
for  all  caregivers,  and  that  she  had  instructed  the 
agency  to  visit  the  patient,  whether  or  not  she 
answers  the  phone.  During  the  07/09/09  interview 
by  the  surveyor  of  the  SN  case  manager,  the 
case  manager  confirmed  this  to  be  true. 

Following  the  conclusion  of  the  record  review,  the 
surveyor  requested  a  policy  of  the  agency's 
procedure  when  a  patient  is  not  found  at  home, 
and  fails  to  answer  the  phone  for  a  follow  up  visit. 
On  07/16/09  the  DPS  responded  via  e-mail, 
indicating  trie  agency  does  not  have  a  written 
policy  with  specific  steps  that  should  be  taken, 
including  contacting  emergency  contacts,  and 
reporting  to  the  physician. 

2.  Patient  #1  was  admitted  to  the  agency  on 
01/18/09.  The  plan  of  care  included:  the  patient 
was  to  check  blood  glucose  2  times  per  day,  and 
report  values  greater  than  350  to  the  physician, 
daily  dressing  changes  to  a  wound  located  on  the 
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patient.'  s  right  thigh.  Between-thedates  of 
01/18/09  and  01/24/09  (7  days),  the  patient 
record  included  daily  visits  by  6  different  SNs  to 
perform  the  dressing  changes  and  wound 
assessment.  Evidence  is  lacking  .the  SNs 
performed  complete  and  accurate  nursing 
assessments,  and  as  a  result  failed  to  identify  the 
wound  was  deteriorating,  which  resulted  in 
emergent  hospitalization  of  the  patient  for  wound 
infection.  Specifically,  the  SNs  failed  to: 

-  Measure  the  patient '  s  thigh  wound. 
Specifically,  the  SN  documented  on  01/21//09 
and  01/22/09  that  the  wound  was  large,  however, 
the  SNs  failed  to  measure  the  wound,  which 
would  have  been  an  objective  finding  to  indicate  if 
the  wound  was  deteriorating. 

-  Measure  the  necrotic  area  of  the  wound. 
Specifically,  the  01/18/09  initial  nursing 
assessment  documented  that  the  wound  bed  was 
yellow,  the  01/19/09  SN  "assessment  indicated  the 
bottom  half  of  the  wound  bed  had  blackened 
tissue,  the  01/20/09  SN  documented  the  wound 
bed  was  black  in  some  areas,  on  01/22/09  the  SN 
documented  the  wound  was  "  covered  with 
eschar/scab.?  "  Evidence  is  lacking  the  SNs 
obtained  objective  findings  to  assess  if  the 
necrotic  area  was  new,  or  worsening. 

-  Accurately  assess  the  patient's  right  leg  edema. 
Specifically,  on  01/22/09  the  SN  documented  she 
reported  mild  non  pitting  edema  to  the  physician. 
On  the  following  day  (01/23/09)  a  different  SN 
documented  1-2  plus  non  pitting  edema. 
Evidence  is  lacking  the  SN  understood  that  by 
grading  the  edema  as  1-2  plus,  this  indicated  the 
edema  was  now  pitting,  and  that  the  edema  had 
worsened. 

-  Assess  the  temperature  of  the  area  surrounding 
the  wound,  specifically,  if  the  area  was  warm  to 
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touch,  which  would  have  been  a  sign  of  infection 

-  Assess  the  type  and  amount  of  pain  medication 
the  patient  was  taking.  Specifically,  the. plan  of 
care  included  oxycodone/acetaminophen  5/325 
mg  1-2  tablets  every  6  hours  as  needed  for  pain, 
and  acetaminophen  325mg,  2  tabs  for  mild  pain  3 
times  per  day  as  needed.  From 
01/18/09-01/24/09,  the  SNs  documented  at  every 
visit  that  the  patient  was  experiencing  leg  pain, 
and  was  taking  pain  medication,  however  the  SNs 
failed  to  assess  the  amount,  type,  or  frequency  of 
pain  medication  the  patient  was  taking,  or  if  the 
patient  was  exceeding  the  maximum  daily  dose 
for  acetaminophen  (4000  mg).  By  failing  to  do 
this  the  SNs  were  unable  to  accurately  assess  if 
the  patient 1  s  pain  status  was  worsening. 

Additionally,  during  the  same  daily  visits  the  SNs 
documented  the  patient '  s  temperature  ranged 
from  96.4  to  99.4.  The  SNs  failed  to  identify  the  3 
degree  range  in  temperature  as  a  potential- 
patient  problem,  and  failed  to  assess  when  the 
patient  last  took  the  acetaminophen  relative  to  the 
temperature  value,  which  would  have  affected  the 
accuracy  of  the  patient '  s  temperature 

-  Assess  the  patient '  s  blood  sugars.  Specifically, 
on  the  01/18/09  initial  assessment,  the  SN  failed 
to  assess  the  patient's  blood  sugar  and 
documented  that  the  patient  needed  a  new 
glucometer.  On  01/19/09.  01/20/09,  01/21/09  the 
SN  failed  to  assess  blood  sugar  level.  On 
01/22/09  the  SN  documented  the  patient's  blood 
glucose  as  327,  and  on  01/23/09  as  285,  and  on 
01/24/09  as  303.  Although  the  SN  instructed  the 
patient  to  bring  his  log  to  the  physician,  the  SN 
failed  to  assess  that  the  patient's  blood  sugar  was 
consistently  elevated,  and  failed  to  report  this  to 
the  physician. 
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-  Assess  the  patient '  s  groin.  Specifically,  on 
01/21/09  the.SN  documented  the  patient  had  a  " 
firm  area  in  the  right  groin."  Evidence  is  lacking 
the  SN  identified  this  as  a  possible  sign  of 
infection,  or  that  the  SNs  ever  reassessed  this. 

-  Assess  the  patient's  scrotal  wound.  Specifically, 
on  01/22/09  the  SN  assessed  that  the  scrotal 
wound  was  draining.  Although  the  SNs  visited  the 
patient  on  01/23/09  and  01/24/09,  the  SN  failed  to 
reassess  the  scrotal  wound. 

On  01/23/09  the  SN  documented  that  the  thigh 
wound  had  a  large  amount  of  serous  drainage 
and  that  the  wound  was  sloughing,  which  was 
not  previously  documented,  and  on  01/24/09  a 
different  SN  documented  the  wound  had 
blackened  drainage,  an  odor,  swelling  and  pain. 
Evidence  is  lacking  either  SN  identified  these  as 
symptoms  of  wound  deterioration  which  required 
immediate  medicaUntervention. 

The  hospital  record  documents  that  on  admission 
1/25/09  the  patient  had  blood  sugars  at  home  of 
upper  300  1  s  and  400  '  s,  had  foul  smelling 
drainage  from  wound,  soft  tissue  swelling,  right 
lower  extremity  swollen,  right  upper  thigh  swollen 
and  fluctuant  (moveable  mass),  fluid  collection  in 
right  scrotal  wall,  right  groin  purulent  drainage, 
right  scrotum  tenderness,  foot  cool  and  blanched. 
The  patient  required  immediate  operative 
debridement  and  skin  graft  of  the  wound  for  right 
thigh  abscess  ,  and  incision  and  drainage  of  right 
scrotal  sac,  and  !V  antibiotics. 

The  patient  record  was  reviewed  with  the  DPS 
and  ADPS  on  05/28/09.  No  additional  information 
was  provided. 
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3.  Patient  #3  was  admitted  to  the  agency  on 
1 1/05/08.  Although  the  SN  visited  the  patient  4 
times  between  11/11/08  and  12/30/08,  the 
reassessments  were  incomplete  or  inaccurate 
which  resulted  in  the  SN  failing  to  recognize  that 
the  patient's  condition  was  deteriorating.  As  a 
result,  the  patient's  condition  deteriorated 
significantly,  and  the  patient  was  admitted  to  the 
hospital  on  02/02/09.  The  02/02/09  emergency 
medical  services  record,  and  hospital  emergency 
room  record  documented  that  the  patient  was 
admitted  with  lice  and  bedbugs,  covered  in  feces, 
and  had  a  stage  2  sacral  decubitus.  The  hospital 
record  also  documented  that  the  patient  was 
severeiy  hypothyroid,  and  the  Primary  Care 
Physician  (PCP)  documented  on  02/05/09  that  . 
the  patient  was  emaciated  with  an  approximate 
weight  loss  of  50  -  60  lbs.  The  patient 
subsequently  died  in  a  Skilled  Nursing  Facility  on 
03/08/09.  Specifically, 
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Patient  #3  has  been  discharged  from 
the  agency. 


On  11/05/08  initial  nursing  assessment 
documented  that  the  patient  was  able  to 
participate  in  bathing  himself  in  the  shower  or  tub, 
and  the  patient  could  transfer  himself  with 
minimal  assistance  or  with  the  use  of  an  assistive 
device.  The  SN  failed  to  ever  reassess  the 
patient's  ability  to  ambulate  or  to  perform 
activities  of  daily  living  until  8  weeks  later,  on 
12/30/08. 

-  On  1 1/24/08,  the  SN  documented  that  the 
patient  slept  through  the  visit,  despite  palpation  of 
his  abdomen  and  milking  of  the  urinary  tube. 

-  On  12/30/08  the  SN  documented  in  the 
recertification  assessment  that  the  patient  could 
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no  longer  use  the  shower  or  tub  and  was  now 
being  bathed  in  bed'or  bedside  chair,  that  the 
patient  was  no  longer  able  to  transfer  himself  and 
was  now  only  able  to  pivot,  the  patient  was 
sleepy  and  opened  his  eyes  only  when  questions 
were  asked.  The  SN;  however,  failed  to 
recognize  the  patient's  level  of  consciousness, 
and  general  medical  status  had  deteriorated. 

On  05/27/09  the  surveyor  interviewed  the  SN 
case  manager,  the  SN  stated  that  she  never 
actually  observed  the  patient's  ambulation  as  he 
was  always  in  bed  for  his  foley  change  when  she 
visited. 

The  patient  record  was  reviewed  with  the  Director 
of  Patient  Services  and  the  Assistant  Director  of 
Patient  Services  on  05/28/09.  No  additional 
information  was. provided. 

4.  Patient  #  23  was  admitted  to  the  agency  on 
04/03/09,  and  the  patient  resided  in  an  Adult 
Home.  The  04/03/09  plan  of  care  documented 
that  the.patient  had  an  indwelling  urinary  catheter 
and  the  SN  was  to  visit  daily  for  wound  care,  and 
.assess  genito-urinary  status.  The  SN 
reassessments  were  incomplete  or  inaccurate, 
resulting  in  the  patient  being  hospitalized- for 
dehydration  as  follows: 

-  The  SN  visited  the  patient  daily  from  04/03/09  to 
05/18/09,  and  documented  that  the  patient  stated 
that  he  was  drinking  adequate  fluids,  however, 
the  SN  also  documented  that  the  patient  was 
confused,  but  failed  to  question  the  Adult  Home 
staff  about  the  patient's  fluid  intake. 

Additionally,  the  SN  assessed  during  the  same 
visits  that  the  urinary  catheter  was  draining, 
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The  nurses  and  managers  involved 
during  this  time  period  were  all  given 
specific  items  cited  to  review,  review  of 
expected  guidelines  for  assessment, 
and  reference  to  policy.  Counseling 
documented. 
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and/or  the  urine  was  clear  yellow,  however,  with 
the  exception  of  04/06/09,  the  SN  failed  to  ever 
assess  the  amount  of  urine  output,  and/or  if  the 
patient's  urine  output  was  sufficient. 

-  On  05/15/09  the  SN  visited  the  patient  and: 
documented  that  the  patient's  urine  was  copper 
colored.  Although  the  SN  reported  this  to  the 
physician,  the  SN  failed  to  reassess  the  patient's 
urinary  status  until  3  days  later  on  05/18/09,  and 
failed  to  assess  the  patient's  fluid  intake. 

-  On  05/18/09  the  patient  was  admitted  to  the 
hospital  on  an  emergent  basis  for  dehydration  as 
documented  in  the  Patient  Activity  Log. 

The  patient  record  was  reviewed  with  the  DPS 
and  ADPS  on  06/09/09.  No  additional  information 
was  provided. 

5.  Patient  #1 9  was  admitted  to  the  agency  on 
01/29/09.  On  2/13/09  the  patient  had  an  elective 
amputation  of  necrotic  great  toes  of  both  feet  in 
the  physician's  office.  The  SN  failed  to  attempt  to 
visit  the  patient  until  02/17/09  which  was  4  days 
following  the  surgery,.- to- assess  the  surgical  site, 
and  contact  the  physician  for  an  updated  plan  of 
care  following  the  surgery. 

On  02/17/09  the  SN  documented  the  patient  had 
been  admitted  to  the  hospital  on  02/14/09  for  a 
wound  infection. 

The  patient  record  was  reviewed  with  the  Director 
of  Patient  Services  and  the  Assistant  Director  of 
Patient  Services  on  06/04/09.  No  additional 
information  was  provided. 
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6  Patient  #  14  was  admitted  to  the  agency  on 
04/06/09.  The  04/06/09  plan  of  care  included 
continuous  infusion  of  total  parental  nutrition  via  a 
Peripherally  Inserted  Central  Catheter  (PICC) 
line.  The  nursing  re  assessments  were  inaccurate 
or  incomplete  as  follows: 

-  On  05/21/09  the  physician  documented  that  the 
patient  had  a  new  PICC  line  placed  which  had  0 
cm  external  catheter  length.  On  05/22/09  the-SN 
visited  the  patient,  however,  failed  to  assess  the 
external  length  of  the  catheter. 

-  On  05/22/09  the  SN  visited  the  patient  and 
documented  that  the  PICC  line  had  1  cm  of 
external  catheter  length.  The  SN  failed  to  assess 
that  the  PICC  line  had  migrated,  or  identify  that 
the  physician  had  not  been  notified. 

-  On  06/02/09  the  surveyor  made  an 
observational  home  visit  with  the  SN.  During  the 
visit,  the- surveyor  reviewed  the  notes  of  the 
privately  hired  caregivers  which  documented  that 
on  05/23/09  the  patient's  daughter  called  the 
sgency  to  report  blood  at  the  PICC  line  site  which 
was  not  previously  noted,  and  requested  a  visit  by 
the  SN.  The  documentation  stated  that  the 
agency  responded  that  they  could  not  spare  a 
nurse  that  day  "unless  it  was  real  bad,"  and  if  the 
situation  worsens  to  contact  them  and  someone 
will  visit.  The  patient  record  confirmed  that  on 
05/23/09  the  agency  received  a  phone  call  from 
the  daughter  to  report  blood  under  the  PICC  line 
dressing,  however,  there  was  no  visit  made. 

The  SN  failed  to  visit  the  patient  until  3  days  later 
on  05/26/09,  and  on  05/26/09  failed  to  assess  for 
bloody  drainage  at  the  PICC  tine  site. 
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Patient  #14  has  been  dischargedfrom 
the  agency. 


Advisory  RN  who  responded  inappropriately  to 
patient  call  regarding  PICC  line  was  counseled. 

Completion  date:  June  6,  2009 

Responsible  person:  Supervising  Nurse 
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The  patient  record  was  reviewed'on  06/04/09  with 
the  DPS  and  ADPS.  No  additional  information 
was  given. 

7.  Patient  #  5  was  admitted  to  the  agency  on 
03/G5/09.  The  pian  of  care  included 
acetaminophen  325  mg  2  tabs  3  times  per  day  as 
needed  for  mild  pain,  and 

hydrocodone/acetaminophen  5  mg/500mg  every 
4  hours  as  needed  for  moderate  to  severe  pain. 
The  SN  failed  to  adequately  assess  the  amount 
and  type  of  pain  medication  the  patient  was 
taking,  or  if  the  patient  was  exceeding  the 
maximum  daily  dose  for  acetaminophen,  which  is 
4000  mg  per  day,  per  the  Nursing  2007  Drug 
Handbook  (see  attached),  as  follows: 

-  On  the  following  dates  the  SN  assessed  that  the 
patient  was  experiencing  pain,  however,  failed  to 
assess  the  type  or  amount  of  pain- medication  the 
patient  was  taking  on  03/06/09,  03/07/09, 
03/10/09,  03/13/09 

-  On  03/12/09  the  patient  record  contained 
documentation  of  a-phone  call  from  the  physician 
to  the  SN  to  report  that  the  patient  had  been 
taking  hydrocodone  every  2  hours  at  times, 'and 
the  physician  requested  that  the  SN  monitor  the 
patient's  usage  of  this  medication.  Although  the 
SN  documented  on  03/14/09  that  the  patient  did 
not  take  more  medication  than  prescribed,  the  SN 
failed  to  assess  specifically  the  type  and  amount 
of  pain  medication  the  patient  was  taking. 

-  On  04/05/09  the  SN  documented  the  patient 
was  experiencing  pain  at  a  level  of  5  of  10,  and 
the  pharmacy  did  not  deliver  the  patient's  pain 
medication  on  the  prior  day,  but  the  patient  could 
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use  tylenol  if  needed.  The  SN  failed  to  assess: 

the  amount  of  hydrocodone  the  patient  had  been 

taking,  why  he  was  running  out  of  pain 

medication,  the  potential  for  acetaminophen 

toxicity. 

-  On  :  04/  07/09,  04/08/09,  04/24/09,  05/  01/09, 
05/03/09,  05/05/09,05/15/09  the  SN  documented 
the  patient  was  taking  pain  medication,  however, 
despite  the  physician's  verba!  order  to  assess  the 
patient's  hydrocodone  intake,  the  SN  never 
assessed  the  type  or  amount  of  pain  medication 
the  patient  had  been  taking 

The  patient  record  was  reviewed  with  the  DPS 
and  ADPS  on  06/03/09.  No  additional  information 
was  provided. 

484.36(d)(2)  SUPERVISION 

The  registered  nurse  (or  another  professional 
described  in  paragraph  (d)(1)  of  this  section) 
must  make  an  on-site  visit  to  the  patient's-home 
no  less  frequently  than  ^very  2  weeks. 


This  STANDARD  is  not  met  as  evidenced  by: 
In  8  of  8  clinical  records  reviewed,  where  the 
patient  was  receiving  Home  Health  Aide  (HHA) 
services  for  greater  than  2  weeks,  and  interviews 
with  the  Director  of  Patient  Services  (DPS),  and 
Assistant  Director  of  Patient  Services  (ADPS),  the 
Skilled  Nurses  (SNs)  failed  to  provide  adequate 
supervision  to  the  Home  Health  Aides  (HHA). 
Specifically,  the  SNs  have  failed  to: 

-  supervise  the  HHAs  every  2  weeks 

-  review  care  plans  with  the  HHAs 

-  observe  the  HHAs  performing  care,  as  required 
by  the  agency's  05/2009  HHA  Clinical 
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Agency  professional  staff  to  be  re-educated  to 
HHA  servtee  utilization  and  supervision  by  ADPS. 
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•  HHA  scope  and  services 
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p\m  to  meet  changing  patient  needs 
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q  14  day  interne  supervision 

Ongoing  supervision  and  monitoring  of 
HHA  following  the  HHA  care  plan 
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Supervision  Policy. 

Patients#4.  5,  8,  11,  12,  14,  15,  21 

Failure  of  the  agency  to  provide  adequate 
supervision  to  Home  Health  Aides  has  the 
potential  for  unmet  patient  needs,  and  possible 
negative  patient  outcomes. 


Examples  are  as  follows: 
HV 

1.  Patient  #12  was  admitted  to  the  agency  on 
03/25/09.  On  05/28/09  the  surveyor  made  an 
observational  home  visit  with  the  SN.  During  the 
visit  the  patient's  daughter  stated  that  the  patient 
had  recently  been  experiencing  a  lot  of  pain  in  the 
due  to  tension  on  the  indwelling  urinary  catheter, 
and  that  the  aides  do  not  seem  to  know  how  to 
anchor  the  catheter  correctly  on  the  patient's 
thigh.  The  SN  failed  to: 

- :  supervise  the  HHA  every  2  weeks.  Specifically, 
although  the  patient  began  to  receive  HHA 
services  on  03/27/09,  the  only  aide  supervision 
provided  by  the  SN  was  on  04/27/09  and 
05/20/09 

-  update  the  aide  care  plan  with  specific 
instructions  for  the  HHA  on  how  to  anchor  the 
catheter 

-  review  the  care  plan  with  the  HHA,  and  observe 
if  the  HHA  was  performing  care  correctly,  until  the 
observational  home  visit  on  05/28/09. 

The  patient  record  was  reviewed  with  the  DPS 
and  ADPS  on  06/08/09.  No  additional  information 
was  provided. 
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Oase  Manager  and  Team  Manager 
whenevsr  a  $upetvislon  is  missed  It 
it's  the  responsibility  of  the  Team 
Manager  te  implement  a  plan  to 
perform  a  supervision  and  to  assure 
compliance  going  forward 

•    Staff  who  fait  to  eonsi  atantty  eempty 
with  $  14  day  HHA  supaMsfen 
requirement  will    counseisd  and 
disciplined  as  appropriate, 

Completion  qtete:  August  10, 2008 
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HV 


2.  Patient  #  1 1  was  admitted  to  the  agency  on 
5/2/09.  The  05/02/09  plan  of  care  included  HHA 
services  3  times  per  week  for  3  weeks. 

On  5/28/09  the  surveyor  made  an  observational 
home  visit  with  the  SN.  During  the  visit,  the 
patient's  wife  stated  that  she  was  overwhelmed 
and  that  the  home  health  aide  had  "just  stopped 
coming  two  weeks  ago".  The  SN  failed  to: 

-  supervise  the  HHA  every  2  weeks.  Specifically, 
the  SN  failed  to  make  any  HHA  supervisory  visits 
until  05/28/09. 

-  ensure  that  the  HHA  followed  the  plan  of  care. 
Specifically,  although  the  SN  visited  the  patient  on 
05/21/09,  the  SN  failed  to  identify  that  the  HHA 
had  not  visited  the  patient  since  05/1 5/09, 
Investigate  why,  and  report  this  to  the  supervising 
nurse  and  physician. 

The  patient  record  was  reviewed  with  the  Director 
of  Patient  Services  and  the  Assistant  Director  of 
Patient  Services  on  06/04/09.  No  additional 
information -was  provided. 

3.  Patient  #  5  was  admitted  to  the  agency  on 
03/05/09.  The  03/05/09  initial  nursing 
assessment  documented  that  the  patient  required 
a  higher  level  of  care,  however,  refused  to  go  to 
the  emergency  room.  The  SN  assessed  that  the 
patient's  safety  and  persona!  care  needs  could  be 
met  by  the  provision  of  daily  HHA  services,  which 
the  family,  patient,  and  physician  agreed  to,  and 
this  was  included  in  the  03/05/09  plan  of  care. 
The  SN  failed  to: 
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-  ensure  the  HHA  was  following  the  plan  of  care. 
Specifically,  the  patient  did  not  receive  HHA 
services  on  3/09/09,  3/11/09-  3/12/09,  3/15/09, 
3/16/09,  3/18/09,  3/20/09,  3/25/09,  which  was 
critical  to  the  patient's-safety-  plan,  and  the  SN 
failed  to  notify  the  physician. 

Additionally,  on  04/02/09  the  SN. documented  the 
patient  no  longer  wanted  daily  HHA  services,  and 
obtained  physician  orders  to  decrease  the  HHA 
services  to  2  times  per  week.  There  is  no 
evidence  any  HHA  services  were  provided  to  the 
patient  after  3/26/09,  or  that  the  physician  was 
notified. 

-  supervise  the  HHA  every  2  weeks.  Specifically, 
the  SN  failed  to  make  any  supervisory  visits  after 
03/06/09. 

The  patient  record  was  reviewed  with  the  DPS 
and-ADPS  on  06/03/09,  no  additional  information 
was  provided. 


4.  Patient  #  21  was  admitted  to  the  agency  on 
05/08/09.  The  05/08/09  plan  of  care  included 
HHA  services  5  times  per  week  for  6  weeks,  and 
3  times  per  week  for  2  weeks.  The  SN  failed  to 
make  a  HHA  supervisory  visit  after  05/12/09. 

Additionally,  the  HHA  care  plan  was  incomplete, 
and  failed  to  include  the  following: 

-  a  date  the  care  plan  was  completed  by  the  SN 

-  instructions  for  the  patient's  back  brace,  which 
the  patient  was  to  wear  per  the  05/08/09 
CMS-485  plan  of  care 

-  instructions  for  compression  stockings,  which 
the  patient  was  to  wear  per  the  05/28/09  SN  visit 
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the  plan  of  care  with  MD. 
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Continued  From  page  83 
-  instructions  specifying  the  patient  was  to  be 
wearing  an  arm  protector  psr  the  05/08/Q3  CMS 
485  plan  of  care. 

The  patient  record  was  reviewed  with  the  ADPS 
and  DPS  on  06/08/09.  No  additional  information 
was  provided. " 

5.  Patient  #  1 5  was  admitted  to  the  agency  on 
04729/09.  The  04/29/09  pian  of  care  included 
HHA  services  2  times  per  week  for  1  week,  then 
3  times  perweek  for  3  weeks.  Although  the  SN 
documented  supervisory  aide  visits  on  05/06/09, 
05/21/09,  and  06/01/09,  the  aide  was  not  present 
for  any  of  the  visits.  The  SN  failed  to  ever  observe 
the  HHA  performing  care,  or  review  the  care  plan 
with  the  aide  per  the^agency's  05/2009  HHA 
Clinical  Supervision  Policy. 

The  patient  record  was  reviewed  with  the  DPS 
and  ADPS  on  06/03/09.  No  additional  information 
was  provided. 

484.52  EVALUATION- OF  THE  AGENCY'S 
PROGRAM 


This  CONDITION  is  not  met  as  evidenced  by: 
The  agency  failed  to  implement  a  program  which 
identifies  and  resolves  problems  associated  with 
quality  patient  care.  Specifically,  the  agency 
failed  to  conduct  an  annua!  program  evaluation 
for  2008,  and  failed  to  identify  problem  areas  in 
patient  care  and  develop  mechanisms  for 
resolutions.  Specifically,  the  agency  failed  to 
ensure  and  evaluate  the  following: 

o  The  extent  to  which  the  agency's  program  is 
appropriate,  adequate,  effective  and  efficient.  See 
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Patient  #15 

HHA  service  discontinued  as  of 
05/29/09. 
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G243 

o  The  adequacy  of  nursing  supervision  and 
supervision  of  paraprofessionai  staff.  G140.  G 
229 

o  The  effectiveness  of  case  management  and 
physician  notification/consultation.   G143,  G144, 
G160,  G164 

o  The  accuracy  and  completeness  of  patient 
assessments  and  reassessments  G171,  G  172 

o  The  agency's  ability  to  develop  and  implement 
plans  of  care  which  address  each  patient's  needs 
and  assists  the  patient  in  reaching  established 
goals  G158,  159 

o  The  agency's  compliance  with  all  applicable 
federal,  state,  and  local  laws  and  regulations.  G 
118 

o  The  quality  and  appropriateness  of  patient 
care.  See  G250 


The  cumulative  effect  of  the  agency's  failure  to 
adequately  assess  the  agency's  services  and 
identify  systemic  problems  resulted  in  the  home 
care  agency's  inability  to  ensure  the  provision  of 
quality  care  and  a  negative  outcome  for  nine 
patients  (#1,3,  4,  6,  10,  19.  20,  22,  23),  and  the 
potential  for  negative  outcomes  for  the  agency's 
entire  patient  population. 
484.52  EVALUATION  OF  THE  AGENCY'S 
PROGRAM 

The  HHA  has  written  policies  requiring  an  overall 
evaluation  of  the  agency's  total  program  at  least 
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G242'Evaluation  of  the  Agency's  Program 


See  G243  for  Program  Evaluation  detail 

See  G250  for  QA/PAC/Governing  body  detail 

The  Agency  will  hold  a  PAC  meeting  and  present 
2009  DOH  survey  results  and  the  applicable  Plan 
of  correction,  All  deficiencies  and  Plans  to 
address  will  be  presented,  open  for  discussion, 
and  approval  with  PAC  members. 

Presentation  to  include  comparison  of  Agency 
Evaluation  pre  and  post  survey.  Survey  and  self- 
identified  deficiencies  in  practice  and 
organizational  processes  will  be  presented.  Audit 
and  oversight  activities  addressing  accuracy  and 
completeness  of  assessments  and 
reassessments,  appropriatenessand  following  of 
Plans  of  Care,  compliance  with  federal,  state, 
and  local  law  and  regulation,  and  quality  and 
effectiveness  of  care  will  be  also  be  presented 
and  open  for  discussion.  Agency  changes  to 
.  supervision,  assessment  and  audit  of  care  and 
services  provided  and-  the  Agency  plan  for 
ongoing  compliance  and  goals  going  forward  will 
be  presented.  A  plan  will  be  developed  for 
ongoing  Annual  Evaluation  by  the  PAC  that 
includes  adequacy  of  nursing  supervision, 
effectiveness  of  case  management,  physician 
consultation,  accuracy  and  completeness  of 
assessments  and  Plans  of  Care,  compliance  with 
federal,  state  and  local  law  and  regulation,  and 
the  overall  quality  and  effectiveness  of  patient 
care.  Evidence  of  the  2009  Evaluation  and  the 
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once  a  year  by  the  group  of  professional 

personnel  (or  a  committee  of  this  group),  HHA 

staff,  and  consumers,  or  by  professional  people 

outside  the  agency  working  in  conjunction  with 

consumers. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  interviews  with  the  Director  of  Patient 
Services,  Assistant  Director  of  Patient  Services, 
and  a  review  of  agency  Professional  Advisory 
Committee  (PAC)  meeting  minutes,  and 
Governing  Body  meeting  minutes  for  the  past  12 
months  there  is  no  evidence  that  the  PAC  is 
conducting  an  overall  evaluation  of  the  agency's 
total  program  program  at  least  once  a  year,  and 
there  is  no  evidence  the  agency  maintains  a 
policy  which  requires  a  yearly  evaluation,  and 
specifies  what  components  should  be  included. 

Specifically,  on  06/16/09,  the  surveyor  requested 
the  minutes  for  the  yearly  Annual  Agency 
Evaluation.  The  DPS  stated  that  the  Governing 
Body  was  scheduled  to  review  the  agency's  2008 
performance  on  January  2009,  however,  it  did  not 
take  place,  and  was  rescheduled  for  September 
2009.  The  DPS  submitted  a  document  dated 
1 1/13/07  titled  "Executive  Summary  Report" 
which  included  the  agency's  presentation  to  the 
Governing  Body  of  it's  2007  accomplishments 
and  2008  goals.  There  has  been  no  overall 
agency  evaluation  in  the  past  12  months  by  the  ■ 
PAC,  or  a  committee  of  the  PAC. 
484.52(b)  CLINICAL  RECORD  REVIEW 

At  least  quarterly,  appropriate  health 
professionals,  representing  at  least  the  scope  of 
the  program,  review  a  sample  of  both  active  and 
closed  clinical  records  to  determine  whether 
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The  Administrator  will  present  the  Evaluation, 
PAC  report,  and  plan  for  ongoing  Annual 
Evaluation  to  the  Board  of  Directors  for 
discussion  and  input. 

Completion  date:  August  28,  2009 
Responsible  person:  Administrator 


G243  Evaluation  of  the  Agency's  Program 
See  G242  Program  Evaluation  detail 

The  Agency  has  a  policy  specific  to  Annual" 
Program  Evaluation.  The  policy  has  been  in 
existence  since  1998  and  reviewed/revised 
annually  since  2001.  The  policy  was  not 
requested  at  time  of  survey.  Policy  reviewed, 
revised  and  presented  to  be  the  for  approval. 
Policy  includes  the  following: 

•     Policy  review  to  be  in  quarterly 
increments  by  members  of  the  PAC 
and  reported  to  the  PAC  quarterly.  The 
Administrator  will  prsetn  the  policies  to 
the  Board  of  Directors  Executive 
Committee  quarterly 


Clinical  record  review  to  eb  completed 
quarterly  by  members  of  the  PAC  and 
'  disciplines  representing  services 
provided,  on  a  sample  of  open  and 
discharged  records.  Record  review 
results  will  be  presented  to  the  PAC 
quarterly.  The  Administrator  will 
present  results  to  the  Board  of 
Directors  Executive  Committee 
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established  policies  are  followed  in  furnishing 

services  directly  or  under  arrangement. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  the  agency's  Quality 
Improvement  Program,  Professional  Advisory 
Committee  (PAC)  meeting  minutes,  Governing 
Body  meeting-minutes  and  interviews  with  the 
Director  of  Patient  Services  (DPS),  Assistant 
Drrector  of  Patient  Services  (ADPS),  and  Quality 
Improvement  Nurse,  the  agency's  Quality 
Improvement  program  failed  to: 

-  Self  identify  issues  with  quality  of  care,  and 
compliance,  as  documented  in  this  report 

-  Report  all  trended  results  to  the  PAC  for  the 
development  of  action  plans 

-  Ensure  that  the  PAC  develops  action  plans 
when  they  are  presented  with  statistical  evidence 
of  problems 

-  Ensure  that  the  Governing  Body  reviews 
problems  identified  by  the  Quality  Improvement 
Committee,  and  reviews  the  plans  developed  by 
the  PAC  committee  to  resolve  the  problems. 

'Failure  of  the  agency  to  have  an  effective  Quality 
Improvement  program  has  resulted  in  negative 
outcomes  for  9  patients.  Patients  #  1 ,  3,  4,  10, 
19,  20,  22,  23,  27  and  has  the  potential  for 
agency  wide  negative  patient  outcomes,  and 
unmet  patient  needs. 

Examples  are  as  follows: 

1.  The  Ql  committee  failed  to  self  identify  issues 
with  quality  of  care,  and  compliance  as 
documented  in  this  report.  Specifically,  the  Q! 
committee  documented  the  following  audit 
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•    An  Annual  Assessment  for  overall 
quality,  appropriateness,  effectiveness 
and  efficacy  of  the  program  to  be  done 
by  members  of  the  PAC,  agency 
employees,  at  least  one. consumer,  a 
physician,  and  agency  administrative 
staff.  The  Administrator  will  present  the 
overall  assessment  to  the  Governing 
Body  .each  year.  The  2009  Annual 
Assessment  will  be  presented  to  the 
PAC  and  Governing  Body  in 
Septemeber. 

Completion  date:  August  12,  2009 
Responsible  person:  DPS 


G250  Clinical  Record 

Professional  Advisory  Committee  meeting 
frequency  changed  to  monthly  effective  August 
2009.  Committee  charter  to  be  revised  at  August 
meeting  to  include  active  participation  by 
committee  members  in  Agency  assessment  and 
quality  improvement  activities,  including,  but  not 
limited  to,  record  review  and  Action  Plan 
development  for  identified  negative  trends.  PAC 
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results  for  the  4  quarters  of  2008  as  follows: 

-  88  -97%  compliance  for  "plan  of  care  reflects 
interventions  to  be  provided".  Although  the  Quality 
improvement  (Ql)  committee  audited  373  patient 
records  for  this  in  2008,  they  had  found  that  the 
plan  of  care  was  complete  and  accurate  in  341 
records.  The  Ql  program  failed  to  identify 
incomplete  and  inaccurate  plans  of  care  as 
outlined  in  this  report,  which  resulted  in  negative 
outcomes  for  patients  #  1,  3,  4,  22,  23,  27.  See 
G  159 

-  86  -  97%  compliance  for  "care  was  provided  as 
ordered  on  the  plan  of  care".  Although  the  Ql 
committee  audited  362  records  for  this  in  2008, 
they  had  found  that  the  plan  of  care  was  followed 
in  326  records.  The  Ql  committee  failed  to  identify 
failure  to  follow  the  plan  of  care  as  outlined  in  this 
report.   See  G  158 

-  86  -  97%  compliance  with  changes  in  patient 
condition  being  reported  to  the  physician. 
Although  the  Ql  committee  audited  259  records 
for  this  in  2008,  they  had  found  that  the  physician 
had  been  notified  of  patient  changes  in  230 
records.  The  Ql-cornmittee  failed  to  identify 
problems  with  reporting  changes  in  patient 
condition  to  the  physician  as  outlined  in  this- 
report,  which  resulted  in  negative  outcomes  for 
patients  #  1,3,  20,  22.  See  G  164. 

For  example,  patient  #20  was  identified  as  a 
negative  outcome  during  this  report.  Specifically, 
the  patient  sustained  the  fall  and  fractured  hip,  as 
a  result  of  the  SN  failing  to  coordinate  a  plan  of 
care  with  the  physician  and  Physical  Therapist  in 
response  to  a' fall  the  patient  had  sustained 
several  days  earlier.  See  G  143 
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reports  and  minutes  to  be  provided  by  the 
Administrator  to  the  Governing. Body  three  times 
annually. 

Completion  date:  July  27,  2009 
Responsible  person:  DPS 


1  Comprehensive  record  review/audit  activities 
altered  to  include  a  Comprehensive  Record 
Review  Team.  Team  members  selected  have 
demonstrated  ability  to  perform  quality,  detailed 
record  review  and  were  provided  with 
orientation/education  to  record  review/audit 
process  and  expectations  by  the  PI  Coordinator. 
Team  to  complete  a  minimum  of  60  reviews  a 
month.  PI  Coordinator  coordinates  and  oversees 
comprehensive  record  review  activities  on  a  daily 
basis. 

Comprehensive  record  review  too!  revised  to 
facilitate  reviewer  assessment  of  clinician 
compliance  with: 

•  Performing  a  complete  comprehensive 
assessments  and  reassessments 

•  Evaluation  visits  to  be  made  within  24 
hrs  of  referral  unless  otherwise 
ordered  or  agreed  upon 

•  Changes  in  patient  condition  reported 
to  the  physician 

•  Development  of  a  complete  and 
accurate  Plan  of  Care  to  meet  the 
assessed  needs  of  the  patietn 

■•    Following  of  the  Plan  of  Care,  agency 
policy,  stds  of  care  and  physician 
_  orders 


(X5) 
COMPLETION 
OATE 


Facility  ID:  59B7 


If  continuation  sheet  Page  88  of  92 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
.CENTERS  FOR  MEDICARE  &  MEDICAID, SERVICES  .. 


PRINTED:  07/27/2009 
FORM  APPROVED 


STATEMENT  Of-  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPLlER/CLiA 
IDENTIFICATION  NUMBER: 


337241 


(X2)  MULTIPLE  CONSTRUCTION 
A.  BUILDING 


B.  WING 


NAME  OF  PROVIDER  OR  SUPPLIER 
ST  JOSEPHS  HOSP  HEALTH  CENTER  CHHA 


(X4)  ID 
PREFIX 
TAG 


G250 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


Continued  From  page  88 

Although  the  agency  audited  this  patient  record, 
and  identified  that  the  SN  failed  to  notify  the 
physician  of  the  fall,  the  audit  did  not  identify  that 
the  SN  failed  to  coordinate  a  pian  with  the 
Physical  Therapist  and  physician  prior  to 
discharging  the  patient  from  nursing  services. 
The  audit  failed  to  identify  that  the  second  fall 
may  have  been  prevented,  and  the. fractured  hip 
may  have  been  avoided.  The  audit  also 
documented  that  the  audit  results  were  not 
reviewed, with  the  SN.  See  G  143 

The  above  findings  were  reviewed  with  the  DPS, 
ADPS,  and  Ql  Nurse  on  06/09/09,  no  additional 
information  was  provided. 

2.  The  Ql  committee  had  identified  unacceptable 
trended  results,  however,  failed  to  report  these 
results  to  the  PAC  committee,  and  action  plans 
were  never  developed  to  correct  the  problems. 
For  example: 

--For  the  1st  quarter  of  2009  the.comprehensive 
record  audits  indicated  that  physician  orders  were 
signed  within  30  days  only  69%  of  the  time.  There 
is  no  evidence  this  was  reported  to  the  PAC,  or 
that  a  plan  of  action-was  developed  to  correct  this 
problem.  This  survey  identified  that  the  agency 
failed  to  obtain  signed  physician  orders  within  30 
days  and/or  at  all,  in  9  of  20  patient  records 
reviewed  where  the  patients  were  on  service  for 
greater  than  30  days.  See  G  1 18 

-  For  al!  4  quarters  in  2008  and  the  1st  quarter  of 
2009  the  comprehensive  audits  indicated 
supervisory  Home  Health  Aide  visits  were  made 
by  the  SN  every  2  weeks  only  47-57%  of  the  time. 
There  is  no  evidence  this  was  reported  to  the 
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•  Providing  overall  -Management  of 
patients  overall  needs 

•  Coordination  of  care,  including  approp. 
communication  amongst  internal  and 
external  care  providers,  supervisor  and 
physician 

•  Monitoring  compliance  with  all 
disciplines  visit  frequency  as  ordered 

•  Overall  patient  progress,  and  the 
effectiveness  and  quality  of  care 

•  Physician  orders  signed  and  returned 
within  30  days 

Specific  opportunities  for  improvement  to  be 
identified,  documented  and  provided  to  the 
approp.  Supervising  Nurse  for  1:1  follow-up  with 

clinicians.  Follow-up  to  be  documented  and  to 
include  alterations  to  the  current  plan,  as  needed, 
for  patients  open  to  the  agency,  and  clinician 
remediation  and  discipline  as  deemed  approp. 
Audit  results  to  be  collated  and  reported  to 
DPS/AD  PS  weekly  for  monitoring  of  response  to 
education  provided  and  enhanced  supervision 
and  further  intervention  as  deemed  appropriate. 
Results  to  be  provided 'monthly  (beginning  in 
August)  to  the  PAC  for  oversight  and 
intervention. 

Completion  date:  July  15,  2009 
Responsible  person:  ADPS 


PI  Coordinator, 
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PAC,  or  that  a  plan  of  action  was  developed  to 
correct  this  problem,  the  Ql  committee  failed  to 
audit  for  the  quality  of  HHA  supervision  being 
provided  by  the  SNs. 


This  survey  identified  that  in  4  of  8  records 
reviewed,  where  HHA  services  were  provided  for 
greater  than  30  days,  the  SN  failed  to  perform 
HHA  supervisory  visits.  Patients  #4,  8  11  12 
21. 

Additionally,  the  SNs  failed  to  follow  the  agency's 
05/2009  HHA  Clinical  Supervision  Policy. 
Specifically,  the  SNs  failed  to:  conduct 
supervisory  visits  with  the  aide  present,  observe 
the  aide  providing  care,  review  the  care  plan  with 
the  aide.  As  a  consequence  the  SNs  failed  to 
identify  HHA  problems  with  following  the  plan  of 
care.  See  G  158,  G  229 

3.  When  the  PAC  was  presented  with  statistical 
evidence  of  problems,  the  PAC  failed  to  develop 
an  effective  action  plan  to  correct  the  problems. 
Specifically,  the  02/07/09  PAC  meeting  minutes 
documented  that  during  the  last  3  quarters  of 
2008,  there  was  only  76  -  46%  compliance  (with  a 
decreasing  trend)  for  "documentation  that  wound 
was  measured-weekly".  The  PAC,  however, 
failed  to  develop  an  effective  action  plan  to 
immediately  correct  the  problem. 

Specifically,  the  02/27/09  PAC  meeting  minutes 
documented  that  although  the  SNs  had  been 
re-educated  in  wound  assessment  during  the  4th 
quarter  of  2008,  the  trended  audit  results  for  SN 
compliance/performance  had  not  improved.  The 
PAC  failed  to  review  the  effectiveness  of  the  plan 
that  was  being  implemented,  and  failed  to  revise 
the  plan  to  correct  the  problem. 
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Continue  focused  Plan  of  Care  audit  by  P!  staff 
on  20%  of  Start  of  Care  and  Recertification 
records  monthly.  These  audits  to  be  completed 
after  final  approval.  Process  to  be  overseen  by 
PI  Coordinator.  Focus  of  audit  to  be  on  clarity  of 
orders,  compliance  with  'agency  stds  of  care,  and 
compliance  with  record  selection- will  focus  on 
wounds,  diabetes  management  and  orders  as 
relates  to  changes  in  patient  condition. 

Completion  date:  June  3,  2009 
Responsible  person:  ADPS 

Pi  Coordinator 

PI  Staff 


Development  of  an  audit  team  comprised  of  RN, 
LPN  and  PT  staff  to  perform  focused  audits  on 
specific  patient  populations  trended  to  have  had 
negative  outcomes  during  NYSDOH  survey. 
Auditors  educated  to  audit  function  and  weekly 
meetings  held  to  discuss  results  and  minimize 
variances  in  audit  activities.  Meetings  are 
minuted. 

Daily  wound  visit-audits  conducted  on  all  patients 
with  identified  open  wounds  including  surgical 
wound,  stasis  ulcer,  and  decubitus  ulcer  to 
assess  compliance  with  wound  assessment, 
including,  but  not  limited  to: 

•  Wound  assessment  and  measurement 

•  Completeness  of  wound  care  orders 

•  Provision  of  ordered  wound  care 

•  Approp.  follow-up  and  communication 
of  changes  in  condition  to  physician 
and  Supervising  Nurse 
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The  agency  ADPS- and  Q!  Nurse  developed  a 
plan  for  the  1st  quarter  of  2009  which  included 
increased  "in  home"  supervision  of  the  SNs, 
however  there  is  no  evidence  the  PAC  reviewed 
the  plan,  and  failed  to  identify  that  the  plan  was 
incomplete  and  failed  to  specify:  if  all  otthe  SNs 
would  receive  supervisory  visits,  who  would  be 
responsible  for  making  the  visits,  who  would 
ensure  the  plan  was  implemented,  a  date  that  the 
initial  supervisory  home  visits  would  be  completed 
by. 

On  07/09/09  the  surveyor  reviewed  the  trended 
Ql  results  for  the  supervisory  visits  with  the  DPS. 
The  surveyor  questioned  why  only  26  SNs  had 
received  supervisory  visits  during  the  first  quarter 
of  2009.  The  DPS  stated  that  the  SNs  received 
the  supervisory  visits  only  as  they  were  due  for 
their  yearly  evaluations.  The  CMS  1 572  form, 
completed  by  the  agency  during  this  survey, 
documented  that  the  agency  had  83  registered 
nurses. 

The  PAC  failed  to  evaluate  if  this  corrective  action 
plan  would  be  adequate  to  correct  the  problem 
and  this  survey  identified  that  in  tl  of  1 1  (100%) 
of  patient  records  where  wounds"were  identified, 
the  SN  failed  to  measure  the  wounds  weekly 
Patients  #  1,  2,  4,  5,  8,  10,  13,  14,  18,  19,  27. 
This  resulted  in  a  negative  outcome  for  patient 
#1.  See  G  171 

4.  The  governing  body  failed  to  ensure  the 
agency's  delivery  of  quality  care.  Specifically: 

-  Although  the  Governing  Body  discussed  the 
agency's  QI  results  and  action  plans  for 
correction,  at  the  03/27/09  and  05/29/09 
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•    Positive  and  negative  performance 
feedback  provided  to  clinicians  and 
Supervising  Nurses  for  approp.  follow- 
up. 

Completion  date:  June  3,  2009  to  June  28,  2009 
Responsible  person:  DPS 


Per  visit  wound  audit  upgraded  to  weekly  per 
patient  wound  audit  to  facilitate  auditor 
assessment  of  compliance  with  wound 
assessment  and  wound  progress  overtime.  Audit 
items  as  above. 

Completion  date:  June  28,  2009 
Responsible  person:  PI  Coordinator 

Wound  audit  tool  updated  and  audit  staff  re- 
educated to  audit  function  with  new  tool.  New 
audit  tool  to  move  audit  from  visit  compliance  to 
overall  quality  of  care  provided  and  management 
of  the  patient's  wound  and  corresponding  needs 
throughout  the  episode  of  care  in  accordance 
with  agency  policy,  procedure  and  stds  in  the 
provision  of  care  to  patients  with  wounds. 

Completion  date;  August  6,  2009 
Responsible  person:  ADPS 
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Executive  Committee  meetings,  the  Ql  and  PAC 
committees  failed  to  identify  all  of  the  agency's 
problems  and  communicate  them  to  the 
Governing  Body,  as  identified  above. 

-  Although  the  Governing  Body  met  on  07/25/08, 
12/05/08,  and  01/30/09,  they  faiied  to  discuss  any 
Ql  results  prior  to  the  03/27/09  and  05/29/09 
meetings. 

-  The  Governing  Body  failed  to  ensure  that  the 
PAC  conducted  an  Annual  Agency  Evaluation 
See  G  243 

The  above  information  was  reviewed  with  the 
DPS,  ADPS,  and  Quality  Improvement  Nurse.  No 
additional  information  was  provided. 
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G  250     Weekly  Per  patient  audit  conducted  for  ali 
patients  identified  at  nutriiional  risk  thru 
clinician/Supervising  Nurse  report,  or 
documented  change  in  appetite  and/or 
decreased  intake  and/or  weight  change,  and  all 
.patients  receiving  enteral  or  parenteral  nutrition. 
I  Audit  to  focus  on  overall  quality  of  care  provided 
•  and  management  of  the  patient's  nutrition 
through  the  episode  of  care  in  accordance  with 
agency  policy,  procedure  and  stds  in  the 
provision  of  care  to  patients  with  nutritional  risk. 
PI  Coordinator  to  oversee  audit  process. 

Completion  date:  August  7,  2009 
Responsible  person;  ADPS 


Weekly  per  patient  audit  conducted  on  all 
patients  identified  with  or  having  documented 
type  I,  Type  II  diabetes  or  hypo/hyper/ 
hypoglycemia.  Audit  to  focus  on  overall  quality  of 
care  provided  and  management  of  the  patient's 
diabetes  episode  of  care  in  accordance  with 
agency  policy,  procedure  and  stds  in  the 
provision  of  care  to  the  diabetic  patient 
population.  PI  Coordinator  to  oversee  audit 
process. 

Completion  date:  July  27,  2009 
Responsible  person:  ADPS 

All  audit  results  to  be  trended  by  Pi  staff  and 
reported  weekly  to  DPS/ADPS  for  monitoring  of 
response  to  enhanced  audit  with  real-time  follow- 
up,  education  provided,  enhanced  supervision, 
and  further  intervention  as  deemed  appropriate. 
Action  plans  to  be  developed  and  implemented  to 
Fa^address  identified  deficient  trends.  Results  and  ~Pa  ~  92  Qf  92 
action  plans  to  be  presented  to  the  PAC  monthly      *  S  ° 
(beginning  in  August)  for  oversight,  intervention, 
and  approval.  The  Administrator  to  present  audit 
trends  and  action  plans  to  the  Board  of  Directors 
_  Executive  Committee  quarterly,  and  the 
Governing  Body  three  times  a  year. 


Completion  date:  June  3,  2009 
Responsible  person:  Wirini^^.. 


ADPS 
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G000  INITIAL  COMMENTS 


The  following  statement  of  deficiencies  is  the  ■ 
result  of  a  recertjficafion  survey  and  an  onsite 
investigation  of  4  complaints:  NY0006S934, 
NY000669S1,  NY00066182,  NY00069327. 

A  post  certification  survey  of  the  agency  was 
commenced  on  1/13/09.  The  post.certification 
survey  was  initiated,  as  a  foliow  up  to  the 
recertrfication  survey  completed  on  August  13, 
20Ctf,  event  SG7Q11.  : 

On  January  21, 2009,  it  was  determined  that 
none,  of  the  citations  identified  on  the  August  13, 
2008  survey  had  been  corrected,  and  additional 
deficiencies-were  identified..  The  survey  was 
converted  to  an  extended  survey,  which  consisted 
of  a  review  of  a  total  of  41  patient  records, 
including  25  observational  home  visits.  Clinical 
record  reviews'  and  observational  home  visits 
were  conducted  at  the  parent  office  as  well  as  the 
two  branch  offices,  located  in  Oswego  and 
Auburn,  NevvYoric 

Deficient  practices  were  identified  at  condition ' 
level  non-compliance  in  the  following  5  Conditions 
of  Participation:  Organization,  Services  and 
Administration;  Group  of  Professional  Personnel; 
Acceptance  of  Patients,  Plan,  of  Care,  and 
Medical  Supervision;  Skilled  Nursing  Services; 
and  Evaluation  of  .the  Agency's  Program. 
Negative  outcomes  were  identified  for  a  total  of 
seven  patients:  #1,  2,  6,  26,  27,  30,  37,  and  the 
potential  for  negative  outcomes  for  the  agency's 
entire  patient  population. 


Interviews  were, conducted  with  the  Administrator 
(hired  10/30/08  and  reassigned  on  02/04/09},  . 
acting  Administrator.  Director  of  Clinical . 
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G  000  INITIAL  COMMENTS 

The  following  statement  of  deficiencies  is  the 
result  of  a  recertification  survey  and  an  onsite 
investigation  of  4  complaints:  NY0Q066934, 
NY00066961,  NY00066182,  NY00069327. 


A  post  certification  survey  of  the  agency  was 
commenced  on  1/13/09.  The  post  certification 
survey  was  initiated  as  a  follow  up  to  the 
recertification  survey  completed  on  August  13, 
200,8,  event  SG7Q11.  ■ 

On  January  21,  2009,  it  was  determined  that 
none,  of  the  citations  identified  on  the  August  13, 
2008  survey  had  been  corrected,  and  additional 
deficiencies  were  identified..  The  survey  was 
converted  to  an  extended  survey,  which  consisted 
of  a  review  of  a  total  of  41  patient  records, 
including  25  observational  home  visits.  Clinical 
record  reviews  and  observational  home  visits 
were  conducted  at  the  parent  office  as  well  as  the 
two  branch  offices,  located  in  Oswego  and 
Auburn,  New  York. 

Deficient  practices  were  identified  at  condition 
level  non-compliance  in  the  following  5  Conditions 
of  Participation:  Organization,  Services  and 
Administration;  Group  of  Professional  Personnel; 
Acceptance  of  Patients,  Plan  of  Care,  and 
Medical  Supervision;  Skilled  Nursing  Services; 
and  Evaluation  of  .the  Agency's  Program. 
Negative  outcomes  were  identified  for  a  totaf  of 
seven  patients:  #1,  2,  6,  26,  27,  30,  37,  and  the 
potential  for  negative  outcomes  for  the  agency's 
entire  patient  population. 


Interviews  were  conducted  with  the  Administrator 
(hired  10/30/08  and  reassigned  on  02/04/09),  . 
acting  Administrator,  Director  of  Clinical . 
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y  de^ciency  statement  ending  with  an  asterisk  O  denotes  a  deficiency  which  the  institution  may  be  excused  from  correcting  providing  it  is  determined  that 
ier  safeguards  provide  sufficient  protection  to  the  patients.  (See  instructions.)  Except  for  nursing  homes,  the  findings  stated  above  are  disclosabie  90  days 
□wing  the  date  of  survey  whether  or  not  a  plan  of  correction  is  provided.  For  nursing  homes,  the  above  findings  and  plans  of  correction  are  disclosabie  14 
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Management,  acting  Director  of  Clinical 
Management,  Director  of  Performance 
Improvement,  Supervising  Nurses  and  staff 
members  throughout  the  survey. 


The  following  agency  records  were  requested  and 
reviewed  during  the  extended  survey: 
administrative  and  clinical  policies  and 
procedures,  Professional  Advisory  Committee 
meeting  minutes  for  2007  and  2008,  Governing 
Body  meeting  minutes  for  2008,  the  agency's 
Annual  Program  Evaluation  for  2007,  Quality 
Improvement  Program,  the  agency's  Adverse. 
Event  Outcome  Report  for  the  period  8/08  to 
10/08,  Emergency  Preparedness  Plan,  on-cafl 
log,  and  complaint  log  for  the  parent  and  each 
branch  office. 

Additionally,  33  personnel  records  were  reviewed' 
for  professional  and  para-prqfessional  staff. 

Throughout  the  survey,  each  clinical  record 
chosen  as  part  of  the  sample  was  reviewed  with 
the  acting  Administrator,  acting  Director  of  Clinical 
Management  and  Supervising  Nurses. 
484.12(a)  COMPLIANCE  WITH  FED,  STATE,  . 
LOCAL  LAWS 


G000 


G118 


The  HHA  and  its  staff  must  operate  and  furnish  ■ 
services  in  compliance  with  all  applicable  Federal, 
State,  and  local  laws  and  regulations.  If  State  or 
applicable  local  law  provides  for  the  licensure  of 
HHAs,  an  agency  not  subject  to  licensure  is 
approved  by  the  licensing  authority  as  meeting 
the  standards  established  for  licensure. 


This  STANDARD  is  not  met  as  evidenced  by: 
Evidence  is  lacking  that  the  agency  is  in 


G1 18  484.12(a)  CompHance-with  Federal, 
State  and  Local  laws  and  Regulations 

The  two  registered  nurses  N  and  Z  have 
obtained  a  written  document/clearance  from 
their  physician  stating  that  they  are  not 
actively  infected  with  TB.  Date:  N  has  the  ; 
S§   documentation  4/21/09  and  Z  4/01/09.  This  ; 

'  "^c?d0cumentatI0n  has  been  pIacecl  in  the'r 
V> '        personnel  files.  In  addition  a  position  was 

added  to  the  branches  to  perform  all 

personnel  activities  and  ensure  compliance. 
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compliance  with  all  applicable  Federal,  State,  and 
local  laws  and  regulations.  Specifically,  the 
agency  failed  to  ensure  that  Title  10  of  NYCRR 
Part  763.1 3  (4)  are  implemented  as  follows: 

Based  on  review  of  2  of  2  registered  nurses  with 
a  history  of  testing  positive  during  a  ppd  skin  test 
for  tuberculosis,  and. interviews  with  the  acting 
Administrator,  evidence  is  lacking  that  appropriate 
clinical  follow-up  was  complete.  Employees  N,  Z 

Failure  to  conduct  appropriate  clinical  follow-up  to 
positive  tuberculosis  findings  has  the  potential  for 
exposure  of  patients  and  employees  to 
tuberculosis.  . 

Specifically: 

Employee  N  had  a  history  of  a  positive  PPD  in 
1978. .  Evidence  of  a  chest  x-ray  on  1 1/6/06 
showed  negative  results.  Another  chest  x-ray 
was  completed  4/21/08,  stating  "negative  PA 
chest."  Evidence  was  lacking  that  the  employee's 
primary  physician  reviewed  the  x-ray  results  and 
either  made  recommendations  for  follow-up,  if 
necessary,  or  cleared  the  employee  to  work. 

Employee  Z  had  a  chest  x-ray  completed  on  . 
4/1/08  due  to  history  of  a  cough,  with  stated 
results  of  "no  acute  disease  of  the  chest." 
Evidence  was  lacking  that  the  employee's  primary 
physician  reviewed  the  x-ray  results  and  either 
made  recommendations  for  follow-up,  if 
necessary,  or  cleared  the  employee  to  work.  . 

This  was  reviewed  with  the  acting  Administrator  ' 
on  02/09/09.  No  further  evidence  was  provided. 
484.14  ORGANIZATION,  SERVICES  & 
ADMINISTRATION 


G  118 


G  122 


10  Personnel  Files  will  be  audited  by  the  RC 
2  (records  coordinator)  each  quarter  to 
ensure  required  documentation  is  present  in 
the  files.  A  summary  of  this  audit  will  be 
provided  to  administrator  and  this  audit  will 
be  incorporated  in  the  PAC  meetings. 
This  will  begin  May  11, 2009. 

In  addition  the  RC2  will  run  employee 
compliance  report  that  has  all  employees 
listed  and  attend  the  morning  meetings 
biweekly  to  inform  the  MCP  staff  of: 
Status  of  CPR/TB  renewals 
License  renewals 
Performance  evaluations 
Supervised  visits  required.  This  will 
monitored  by  the  employee  compliance 
report  and  those  areas  not  completed  by  the 
due  date,  the  RC2  will  complete  a  report  for 
the  Administrator,  monthly  as  the  process 
will  be  proactively  identifying  compliance 
requirements  a  month  previous  to  the 
expiration.  The  Administrator/DPS  will  follow- 
up  with  the  MCP. 

The  administrator  is  responsible  for 
compliance  with  this  standard.  Lack  of 
compliance  will  lead  to  disciplinary  activities. 
Disciplinary  actions  will  be  documented  and 
placed  in  their  personnel  files. 
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This  CONDITION  is  not  met  as  evidenced  by: 
o  Failure  to  identify  patients  who  have  the 
potential  to  develop  negative  outcomes  and 
failure  to  implement  systems  and  interventions 
designated  to  the  prevention  of  those  negative 
outcomes.  G 140, 143, 168 

o  Failure  of  the  governing  body  to  assume 
responsibility  for  the  overall  management  of  the 
agency.  G128 

o  Failure  of  the  governing  body  to  ensure  that  < 
individuals  appointed  to  the  position  of 
Administrator  receive  adequate  orientation  and 
training  and  that  clear  and  consistent  lines  of 
authority  within  the  agency,  from  the  administrator 
down  to  the  delivery  of  patient  care  are 
established.  G  128,  G133 

o  Failure  to  ensure  that  all  staff  hired  at  various 
levels  within  the  agency  are  qualified  for  the 
assigned  positions  and  that  they  receive  sufficient 
orientation,  training,  and  supervision  to  perform 
their  job  responsibilities  G128,  G140 

o  Failure  of  the  governing  body  to  ensure  that  the 
individual  appointed  to  the  position  responsible  for 
supervision  of  nursing  and  therapy  staff  (Director 
of  Clinical  Management)  possesses  the 
necessary  qualifications  for  the  position  and  that 
the  employee  received  adequate  orientation, 
training  and  supervision  G138 

o  Failure  to  ensure  administrative  and 
supervisory  functions  are  performed  effectively 


G  122 


G122  484.14  Organization,  Services  and 
Administration  Condition 

Failure  to  identify  patients  who  have  the 
potential  to  develop  negative  outcomes  and 
failure  to  implement  systems  and 

interventions  designated  to  the  prevention  of 
those  negative  outcomes.  G140, 143. 168 

With  respect  to  G1 40  supervision  of  a 
professional  nurse,  G143  coordination  of 
care  to  meet  the  objectives  of  the  plan  of 
treatment  and  G168  skilled  nursing  services 
following  systemic  issues  have  been 
addressed  and  corrected  to  improve 
accountability  of  the  MCP  staff  and  clinical 
staff: 

1 .  )       The  implementation  of  area  teams 
in  each  branch  so  that  it  is  clear  to  the  MCP 
and  to  their  staff  who  is  the  MCP  they  report 
to  and  to  the  MCP  who  they  supervise 

2.  )       To  improve  supervision  a  team  was 
added  to  the  Liverpool,  Oswego  and  Auburn 
branch,  so  that  each  MCP  has  a  smaller 
group  of  clinicians  to  supervise/manage  and 
a  smaller  patient  census  per  team. 

3.  )       Reduced  case  manager  caseloads 
to  promote  quality  in  patient  care  and 
documentation.  This  was  done  by  hiring 
additional  RN  staff.  The  RN  staff  will  be 
case  managing  between  25-30  patients. 

■  4.)       1 00%  review  by  the  MCP  of  at! 
SOC  assessments  and  the  POT. 
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and  that  agency  policies  and  procedures  are 
appropriate  and  implemented  consistently 
G1 33,140 

o  Failure  to  develop  and  implement  a  system 
which  ensures  that  changes  in  patient  condition 
are  promptly  identified  and  reported  to  the 
physician,  and  that  priority  needs  are  addressed, 
both  of  which  are  necessary  to  the  prevention  of 
negative  patient  outcomes. 

o  Failure  to  ensure  effective  communication  and 
coordination  between  all  disciplines  including 
supervisory  staff  as  outlined  in  agency  policy. 
G143.144  . 

o  Failure  to  ensure  internal  quality 
assurance/improvement  audits  are  of  sufficient 
scope  to  identify  quality  of  care  issues,  that 
results  are  trended,  and  that  adequate  plans  are 
being  developed  and  revised  for  the  resolution  of 
identified  problems.  G250 

The  cumulative  effect  of  these  systemic  problems 
resulted  in  the  home  care  agency's  failure  to 
ensure  the  provision  of  quality  health  care. 
Additionally,  this  failure  to  provide  oversight 
resulted  in  negative  outcomes  for  seven  patients: 
#1,  2,  6,  26,  27,  30,  37  and  potential  negative 
outcomes  for  the  agency's  entire  patient 
population. . 

On  December  26,  2006  a  recertification  survey 
was  completed  and  determined  4  Conditions 
were  not  in  compliance.  Although  all  4  conditions 
were  back  in  compliance  during  re-visits 
completed  on  03/19/07  and  08/13/08,  the  agency 
failed  to  maintain  compliance  in  the  following 
areas:  supervision  of  professional  and 


G  122 


5.  )        SOC  case  conference  within  the 
first  week  of  care  to  review^he  POC  is 
appropriate  to  meet  the  patient's  needs 

6.  )       The  case  conference  process  is  as 
follows:   It  will  be  held  weekly,  patients  will 
be  selected  by  that  have  just  been  open  to 
services  (SOC);  resumption  of  care, 
recertification  and/or  discharge;  if  the 
patients  condition  is  unstable,  fragile  or 
requires  frequent  changes  in  the  POC  or 
multidisciplinary.  Wound  care  conferences 
will  occur  per  policy. 

Case  conferences  will  consist  of  a  review  of 
patient  care  and  coordination  including  but 
not  limited  to  services  provided;  progress 
within  the  care  plan;  progress  towards  goals 
should  the  patient  be  discharged  or 
recertified.  The  medical  record  will  be 
utilized  to  facilitate  the  case  conference. 

7.)       The  MCP  will  ensure  follow-up 
visits  are  assigned  as  needed  with  changes 
in  patient  condition  The  MCP  will  ensure  the  . 
RN/PT  assess  the  patient  and  that  the 
RN/PT,  LPN/PTA  practice  within  their  scope 
of  practice  (observe  and  report). 
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paraprofessiona!  staff;  supervision  of  patient  care; 
coordination  of  care;  identification  of  changes  in 
patient  condition;  skilled  nursing  care;  and 
evaluation  of  the  agency's  program. 
484.14(b)  GOVERNING  BODY 

A  governing  body  (or  designated  persons  so 
functioning)  assumes  full  legal  authority  and 
responsibility  for  the  operation  of  the  agency. 


This  STANDARD  is  nofmet  as  evidenced  by: 
Based  on  a  review  of  41  clinical  records,  25 
observational  home  visits,  Governing  Body 
meeting  minutes  dated  October  21,  2008, 
Professional  Advisory  Meeting  Minutes  dated 
September  23,  2008  and  December  2,  2008,  the 
Annual  Program  Evaluation  dated  June  3,  2008 
for  the  year  2007,  and  interviews  with  the  agency 
Administrator,  the  Director  of  Performance 
Improvement,  and  staff  at  all  levels  within  the 
agency,  evidence  is  lacking  in  39  clinical  records 
and  25  observational  home  visits  that  the 
Governing  Body  effectively  oversees  the 
operation  and  management  of  the  agency. 
Patients  #1-11,  14-41. 

Failure  of  the  Governing  Body  to  provide 
adequate  oversight  and  direction  of  the  agency 
resulted  in  negative  outcomes  for  seven  patients: 
#  1,  2,  6,  26,  27,  30,  37,  multiple  repeat  standard 
level  deficiencies  and  multiple  repeat  condition 
level  deficiencies  as  outlined  in  the  body  of  this 
report.  . 

Specifically,  evidence  is  lacking  that  the  following 
Governing  Body  responsibilities  are  being 
performed: 


J 


G  1 22  ^8.)       Due  to  accountability/performance 
issues  the  scheduling  staff  has  been 


5 


replaced  (with  the  exception  of  two)  to  assist  962 
in  the  coordination  of  patient  visits  within  the  V6Z 
teams  and  case  managers.  The  RN 
identifies  the  LPN  visits  and  provides  to  the 
scheduler  a  schedule  of  RN  and  LPN  visits 
at  the  SOC  for  that  episode  of  care.  PT 
identifies  their  visits  and  the  visits  the  PTA 
will  be  making.  The  LPN/PTA  will 
communicate  with  the  RN/PT  on  a  daily 
basis.  This  will  be  documented  on  the 
bottom  of  the  visit  note. 

9)       The  Governing  Body  will  monitor    T~  ,  i   j  I 
the  implementation  of  the  Plan  of  Correction 
through  weekly  and  then  monthly  calls  with       1 '  I 
the  AVP  of  Regulatory  Affairs,  the  RVP  and  M 
the  VP  of  Clinical  Operations.  The  status  of  \L^\^ 
compliance  will  be  measured  through  chart 
audit  results  shared  with  the  members  of  the  ;^  OJ> 
call  along  with  orientation  and  personnel  file 
audits.  The  monitoring  and  current  status  of 
case  manager  case  loads  will  also  be 
presented  for  input  and  recommendations. 


LZ 
;93 


1 0.)      As  issues  are  identified  field 
supervision  will  occur  by  the  MCP/designee  m 
with  the  clinicians.  These  include  but  are  not  !g2  °> 
limited  to:  with  lack  of  quality  documentation  gz 
and  care  issues;  patients  who  have  92  0  ^ 

verbalized  a  compliant  with  services;  New  92 
staff  within  60  -90  days  and  existing  staff  will  32 
have  their  yearly  supervisory  visits  per  93 

policy.  92 
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paraprofessional  staff;  supervision  of  patient  care; 
coordination  of  care;  identification  of  changes  in 
patient  condition;  skilled  nursing  care;  and 
evaluation,  of  the  agency's  program. 
484.14(b)  GOVERNING  BODY 

A  governing  body  for  designated  persons  so 
functioning)  assumes  full  legal  authority  and 
responsibility  for  the  operation  of  the  agency. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  41  clinical  records,  25 
observational  home  visits,  Governing  Body 
meeting  minutes  dated  October  21,  2008, 
Professional  Advisory  Meeting  Minutes  dated 
September  23,  2008  and  December  2,  2008,  the 
Annual  Program  Evaluation  dated  June  3,  2008 . 
for  the  year  2007,  and  interviews  with  the  agency 
Administrator,  the  Director  of  Performance 
Improvement,  and  staff  at  all  levels  within  the 
agency,  evidence  is  lacking  in  39  clinical  records 
and  25  observational  home  visits  that  the 
Governing  Body  effectively  oversees  the 
operation  and  management  of  the  agency. 
Patients  #  1-11,  14-41. 

Failure  of  the  Governing  Body  to  provide 
adequate  oversight  and  direction  of  the  agency 
resulted  in  negative  outcomes  for  seven  patients: 
#  1,  2,  6,  26,  27,  30,  37,  multiple  repeat  standard 
level  deficiencies  and  multiple  repeat  condition 
level  deficiencies  as  outlined  in  the  body  of  this 
report. 

Specifically,  evidence  is  lacking  that  the  following 
Governing  Body  responsibilities  are  being 
performed: 


G  122 
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1 1 .)  The  Administrator/DPS  will  meeL  $i 
with  the  MCP  staff  bi-weekly  and  hold  MCP  6Z 
conference  calls  weekly  in-  between.  These  6^ 


meetings  will  address  care  and 
documentation  issues;  staffing  needs; 

these  meetings  in  addition  to  the  morning 
meetings.  These  meetings  will  be 
documented. 

1 2.)      Revamped  orientation  program  to 
ensure  that  new  clinicians  have  the  time  to 
adapt  to  homecare  before  given  a  full 
assignment.  They  will  gradually  increase 
their  case  load  based  on  their  ability  to 
complete  quality  documentation  and  care. 
Their  skills  are  verified  by  the  educator  and 
their  preceptor  in  the  field.  The  MCP  will 
meet  with  the  orientee  weekly  once  on  her 
team. 

Revised  PI  program  and  PAC  to  include  the, 
following  measures: 


a) 
b.) 
c) 

d.  ) 

e.  ) 

reports 

f.  ) 

g) 

h.) 


Clinical  Record  Review  results 
New  orientation  chart  audits 
Personnel  file  audits 
Quarterly  policy  reviews 
RN  case  management  case  load 


62 

,62 

t62 
C62 
682 
882 
IQZ^ 

282 
12Z 
C82 

ez2 

£Z2 
LLZ. 

szr 
nz 

CIZ  ^ 


;  I  I 


Results  of  the  monthly  team  audits  €  92 
Adverse  events  €  9Z 

Trends  of  complaints,  incidents  and  1§Z 


infections 

i.)  Inclusion  of  the  AVP  of  Regulatory  C-9Z 
Affairs  as  a  member  of  the  PAC  committe,e.  1 9 Z 

Governing  Body  weekly  calls  with  the  VP  of  = 92 
Clinical  Operations;  the  AVP  of  Regulatory  1 9Z 
Affairs;  the  RVP  of  operations  will  be  held  ■i9Z- 
with  the  Administrator  until  the  conditions  are  5^ge  f  of 
lifted  and  then  become  monthly.  The  392 
members  of  the  calls  will  be  sent  Chart  audit  Lgz 
results;  orientation  chart  audit  results  and  992 
case  manager  case  load  reports. 

The  Administrator  is  responsible  for  all  of  the 
above  outcomes. 
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Continued  From  page  6 
o  Exercising  its  ability  for  the  overall 
management  and  supervision  of  the  agency. 
Evidence  is  lacking  that  the  Governing  Body 
understood  it's  responsibility  to  provide  oversight 
and  direction  specific  to  the  agency.  Specifically, 
the  Governing  Body  minutes  dated  October  21, 
2008  for  a  meeting  at  the  corporate  level  lack  a 
specific  reference  to  the  CHHA  located  in 
Liverpool,  New  York  and  and  its  two  branches 
located  in  Oswego,  New  York  and  Auburn,  New 
York.  The  minutes  contain  a  general  statement: 
"No  substantive  recommendations  had  been 
made  for  Governing  Body  consideration.  Where 
noted,  office  administrators  and  staff  will  respond 
to  recommendations  within  their  respective 
markets". 

o  Ensuring  that  supervision  of  all  patient  care  is 
provided  and  readily  available.  Specifically,  that 
supervisors  are  ensuring  that:  case  coordination 
and  case  management  are  being  performed; 
patients  receive  the  necessary  services  based  on 
a  professional  assessment  of  the  patient's  needs; 
plans  of  care  are  completed  and  followed; 
changes  in  patient  condition  are  identified  and 
reported  to  the  physician;  nursing  assessments 
are  complete  and  accurate;  and  nurses  are 
qualified,  trained,  and  supervised.  G140,  143, 
144,158,  159,  171,  172 

Evidence  is  lacking  that  the  administrator  was 
given  the  authority  to  provide  oversight  of  the 
entire  agency  operations  and  the  Director  of 
Clinical  Management  lacked  the  clinical 
experience  to  oversee  the  clinical  operations  of 
the  agency. 

Specifically,  on  02/09/09  the  surveyor  interviewed 
the  individual  who  was  functioning  as  the 


G  128 


FORM  CMS-2567 (02-99)  Previous  Versions  Obsolete 


Event  ID:STEN11 


Factlfr 


G  Tag  #128  484.14(b)  Governing  Body 
assumes  full  legal  authority  and 
responsibility  for  the  operations  of  the 
agency. 

Governing  Body  Calls:  theAVPof 
Regulatory  Affairs  and  the  VP  of  Clinical 
Operations  along  with  the  RVP  of 
Operations  and  the  Administrator  are 
conducting  weekly  conference  calls.  The 
calls  will  review  progress  with  the  plan  of 
correction.  The  calls  will  review  the  plan 
of  correction.  The  governing  body  will 
assist  in  providing  any  support  needed  to 
the  ensure  quality  documentation,  care 
and  services  for  our  patients.  The  calls 
will  begin  on  April  21, 2009.  Governing 
body  calls  will  continue  weekly  until  the 
conditions  are  lifted.  They  will  then 
become  monthly  through  2009. 

Monthly  chart  audit  results,  orientation 
audits  and  case  manager  case  load  status! 
will  be  shared  with  the  governing  body 
calls  for  their  input  and  recommendations. 
The  governing  body  will  review  and 
approve  action  plans.  The  Governing 
Body  calls  are  documented  by  the 
Governing  Body  and  sent  to  the 
Administrator. 

All  aspects/staff  within  the  three  branches 
report  through  a  MCP/designee  to  the 
Administator/DPS  who  has  the 
responstD^^dTrect  and  organize  the 
branches'  on  going  functions.  The  PPg 
will  report  directly  to  the  Administrator. 
The  administrator  is  a  liaison  to  the 
governing  body  and  reports  through 
weekly/monthly  conference  calls. 


'AW 


et?e 
st?e 
m 
si?e 
ci?e 
t?t?e 

™-  \ , 

ZP£  ' 

cfre. 
ee 
see 
^ee 
see 
cee 
tee 
see 
see 
Lee 
cee 

LZZ  W 

C2e 
eie 

e  ie 
tie 
sie 

ii£  


sqt^ge  7  of  87 

oie 
6oe 
9oe 
zoe 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  &  MEDICAID  SERVICES 


PRINTED:  05/06/2009 
FORM  APPROVED 
OMB  NO.  0938-0391 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPLIER/CL1A 
IDENTIFICATION  NUMBER: 


337255 


(X2)  MULTIPLE  CONSTRUCTION 
A  BUILDING 


b:  WING. 


(X3)  DATE  SURVEY 
COMPLETED  ■ 

c 

04/15/2009 


NAME  OF  PROVIDER  OR  SUPPLIER    ■       ■  '■  ' 

GENTIVA  HEALTH  SERVICES  LIVERPOOL 


STREET  ADDRESS,  CITY,  STATE,  ZIP  CODE 
200  ELWOOD  DAVIS  ROAD 
LIVERPOOL,  NY  13088 


(X4)ID 
PREFIX 
TAG 


.    SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


ID 
PREFIX 
TAG 


PROVIDER'S  PLAN  OF  CORRECTION  . 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO-THE  APPROPRIATE 
DEFICIENCY) 


(X5) 
COMPLETION 
DATE ' 


G  128  Continued  From  page  7 

Administrator  from  October  30,  2008  until  • 
February. 4,  2009.  She  stated  that  al!  clinical, 
services  were  being  supervised  by  a. Corporate 
Vice  President,  and  that  she  had  no  role  for 
clinical  oversight  of  the  agency.  The  Corporate 
Vice  President  was  located  in  Binghamton,  NY 
and  had  oversight  of  multiple  agencies  within 
New  York  State.  The  Administrator  stated  that 
until  December  18,  2008  she  did  not  supervise 
the  Director  of  Clinical  Management  (DCM),  but 
instead,  the  DCM  was  supervised  by  a  corporate 
Vice  President.  The  Administrator  further  stated 
that  the  Director  of  Clinical  Management 
implemented  several  changes,  autonomously, 
and  failed  to  follow  established  agency  policy; 
and  that  the  Administrator  had  no  authority  over 
the  DCM.  This  reporting  structure  was  changed 
on  December  1 8,  2008,  at  which  time  the  DCM. 
reported  to  the  Administrator.  Furthermore,  the 
surveyor  determined  through  a  review  of  the 
resume  for  the  Director  of  Clinical  Services,  that 
she  lacked  the  required  experience  for  the 
position.  The  corporation  terminated  the  DCM  on 
January  19,  2009.  The  surveyor  was  notified  in 
writingon  February  9,  2009  that  the  agency's 
Director  of  Performance  Improvement  was 
reassigned  to  the  position  of  DCM,  designated  in 
an  acting  capacity  because  she,  too,  lacked  the 
qualifications  for  the  position.      ■  .  • 


The  Governing  Body  also  failed  to  ensure 
continuity  with  respect  to  administration  of  the 
agency.  Specifically,  four  different  Administrators 
and  three  different  Directors  of  Clinical 
Management  were  appointed,  to  these  positions 
since  August  13,  2008,  the  date  of  the  prior  New 
York  State  Department  of  Health  recertification 
survey.  On  February  9,  2009,  the  agency 
provided  written  notification  to  the  New  York  State 
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"The  AVP  of  Regulatory  Affairs  will  become  of 
member  of  the  PAC  committee.  He  will  join 
either  via  conference  call  or  in  person.  He 
will  receive  a  copy  of  the  PkC  meeting 
minutes.   &t  ju&  'Hul  Qh^AJU  Jxj^ 

Any  Governing  Body  recommendations  will 
be  integrated  into  the  action  plan  developed 
with  the  PAC. 


Hiring  for  management  roles  (DCM,  MCP, 
and  Administrator)  will  follow  the  company 
and  state  guidelines  and  experience 
/education  requirements.  It  will  be  the 
I  AVP/designee  responsibility  to  ensure  only 
\  qualified  professionals  are  hired.  This  will  be 
^evident  by  the  AVP  signature  within  the 
interview  process. 
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Continued  From  page  8 
Department  of  Health  that  a  new  Administrator, 
who  is  the  Regional  Director  of  Clinical. 
Operations/was  reassigned  to  the  CHHA.  The 
Administrator  from  October  30,  2008  until 
February  4,  2009  was  reassigned  to  the  position 
of  Business  Manager. 

o  Ensuring  internal  agency  audits  are  of  sufficient 
scope  to  identify  quality  of  care  issues  and 
deficient  practices,  and  that  resolutions  are 
developed  and  implemented.  G250 

o  Ensuring  that  the  agency's  Professional 
Advisory  Committee  reviews  and  revises  agency 
policies  and  procedures,  as  needed  and  at  least, 
annually.  G153,  248 

o  Ensuring  that  the  agency  is  consistently 
functioning  in  full  compliance  with  all  applicable 
rules  and  regulations  as  outlined  in  this  report. 
484.14(b)  GOVERNING  BODY 

The  governing  body  oversees  the  management 
and  fiscal  affairs  of  the  agency. 


This  STANDARD  is  not  met  as  evidenced  by: 
See  G 128 

484.14(c)  ADMINISTRATOR 

The  administrator,  who  may  also  be  the 
supervising  physician  or  registered  nurse  required 
under  paragraph  (d)  of  this  section,  organizes  and 
directs  the  agency's  ongoing  functions;  maintains 
ongoing  liaison  among  the  governing  body,  the 
group  of  professional  personnel,  and  the  staff. 


This  STANDARD  is  not  met  as  evidenced  by: 
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Implementation  of  the  Plan  of 
Correction  will  be  monitored  through  weekly 
and  then  monthly  calls  with  the  AVP  of 
Regulatory  Affairs,  the  RVP  and  the  VP  of 
Clinical  Operations.  The  status  of 
compliance  will  be  measured  through  chart 
audit  results  shared  with  the  members  of  the 
call  along  with  orientation  and  personnel  file 
audits.  The  monitoring  and  cujrrent  status  of 
case  manager  case  loads  will  aos  be 
presented  for  input  and  recommendations. 


Revised  PI  program  and  PAC  to 
include  the  following  measures: 

a.  )       Clinical  Record  Review  results 

b.  )       New  orientation  chart  audits 

c.  )       Personnel  file  audits 

d.  )       Quarterly  policy  reviews 

e.  )       RN  case  management  case  load 
reports 

f.  )       Results  of  the  monthly  team  audits 

g.  )       Adverse  events 

h.  )  Trends  of  complaints,  incidents  and 
infections 

i.  )  Inclusion  of  the  AVP  of  Regulatory 
Affairs  as  a  member  of  the  PAC  committee. 


The  administrator  is  responsible  for 
compliance  with  this  standard.  Lack  of 
compliance  will  lead  to  disciplinary  activities. 
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Continued  From  page  9 
Based  on  a  review  of  41  clinical  records,  and 
interviews  with  the  present  and  previous  agency 
Administrators,  interviews  with  the  previous  and 
acting  Director  of  Clinical  Management, 
interviews  with  agency  staff,  review  of  personnel  , 
records  and  agency. policies  and  procedures,  and 
review  of  Professional  Advisory  Committee  and 
Governing  Body  minutes,  evidence  is  lacking  in 
39  records  that  the  Administrator  effectively 
oversees  the  operation  and  management  of  the 
agency.  . 

Patients  #1-11,  14-41. 

Failure  of  the  agency  Administrator  to  provide 
adequate  oversight  and  direction  of  the  agency 
resulted  in  negative  patient  outcomes  for  seven 
patients:  #1,  2," 6,  26,  27,  30,  37,  multiple  repeat 
standard  and  condition  level  deficiencies,  and 
creates  the  potential  for  agency  wide  negative 
patient  outcomes. 

Specifically,  evidence  is  lacking  the  following 
responsibilities  of  the  Administrator  are  being 
performed: 

o  Ensuring  the  Professional  Advisory  Committee 
annually  reviews  the  agency's  administrative  and 
clinical  policies  G1 53 

o  Ensuring  an  effective  plan  is  implemented  to 
maintain  compliance  with  42  CFR  484. 
Specifically,  during  a  recertification  survey  dated 
12/28/06,  the  agency  was  found  out  of 
compliance  with  the  following  four  Conditions  of 
Participation:  Organization,  Services,  and 
Administration;  Acceptance  of  Patients,  Plan  of . 
Care,  and  Medical  Supervision;  Skilled  Nursing 
Services;  and  Evaluation  of  the  Agency's  . 
Program.  Although  the  agency  was  able  to 
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Continued  From  page  9 
Based  on  a  review  of  41  clinical  records,  and 
interviews  with  the  present  and  previous  agency 
Administrators,  interviews  with  the  previous  and 
acting  Director  of  Clinical  Management, 
interviews  with  agency  staff,  review  of  personnel  . 
records  and  agency  policies  and  procedures,  arid 
review  of  Professional  Advisory  Committee  and 
Governing  Body  minutes,  evidence  is  lacking  in 
39  records  that  the  Administrator  effectively 
oversees  the  operation  and  management  of  the 
agency. 

Patients  #1-11,  14-41. 

Failure  of  the  agency  Administrator  to  provide 
adequate  oversight  and  direction  of  the  agency 
resulted  in  negative  patient  outcomes  for  seven 
patients:  #1,  2,  6,  26,  27,  30,  37,  multiple  repeat 
standard  and  condition  level  deficiencies,  and 
creates  the  potential  for  agency  wide  negative  ■ 
patient  outcomes. 

Specifically,  evidence  is  lacking  the  following 
responsibilities  of  the  Administrator  are  being 
performed: 

o  Ensuring  the  Professional  Advisory  Committee 
annually  reviews  the  agency's  administrative  and 
clinical  policies  G153 

o  Ensuring  an  effective  plan  is  implemented  to 
maintain  compliance  with  42  CFR  484. 
Specifically,  during  a  recertification  survey  dated 
12/28/06,  the  agency  was  found  out  of 
compliance  with  the  following  four  Conditions  of 
Participation:  Organization,  Services,  and 
Administration;  Acceptance  of  Patients,  Plan  of 
Care,  and  Medical  Supervision;  Skilled  Nursing. 
Services;  and  Evaluation  of  the  Agency's 
Program.  Although  the  agency  was  able  to. 
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Department  of  Health  that  a  new  Administrator, 
who  is  the  Regional  Director  of  Clinical. 
Operations,  was  reassigned  to  the  CHHA.  The 
Administrator  from  October  30,  2008  until 
February  4,  2009  was  reassigned  to  the  position 
of  Business  Manager. 


o  Ensuring  internal  agency  audits  are  of  sufficient 
scope  to  identify  quality  of  care  issues  and 
deficient  practices,  and  that  resolutions  are 
developed  and  implemented.  G250 

o  Ensuring  that  the  agency's  Professional 
Advisory  Committee  reviews  and  revises  agency 
policies  and  procedures,  as  needed  and  at  least, 
annually .  G153,  248 

o  Ensuring  that  the  agency  is  consistently 
functioning  in  full  compliance  with  all  applicable 
rules  and  regulations  as  outlined  in  this  report.. 
484.14(b)  GOVERNING  BODY 

The  governing  body  oversees  the  management 
and  fiscal  affairs  of  the  agency. 


G  128 
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G  132 


G133 


This  STANDARD  is  not  met  as  evidenced  by: 
See  G 128 

484.14(c)  ADMINISTRATOR 

The  administrator,  who-may  also  be  the 
supervising  physician  or  registered  nurse  required 
under  paragraph  (d)  of  this  section,  organizes  and 
directs  the  agency's  ongoing  functions;  maintains 
ongoing  liaison  among  the  governing  body,  the 
group  of  professional  personnel,  and  the  staff. 


This  STANDARD  is  not  met  as  evidenced  by: 
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Based  on  a  review  of  41  clinical  records,  and 
interviews  with  the  present  and  previous  agency 
Administrators,  interviews  with  the  previous  and 
'  acting  Director  of  Clinica)  Management; 
interviews  with  agency  staff,  review  of  personnel 
records  and  agency  policies  and  procedures,  arid 
review  of  Professional  Advisory  Committee  and 
Governing  Body  minutes,  evidence  is  lacking  in 
39  records  that  the  Administrator  effectively 
oversees  the  operation  and  management  of  the 
agency. 

Patients  #1-11,  14-41. 


Failure  of-  the  agency  Administrator  to  provide 
adequate  oversight  and  direction  of  the  agency 
resulted  in  negative  patient  outcomes  for  seven 
patients:  #1,  2,' 6,  26,  27,  30,  37,  multiple  repeat 
standard  and  condition  level  deficiencies,  and 
creates  the  potential  for  agency  wide  negative 
patient  outcomes. 

Specifically,  evidence  is  lacking  the  following 
responsibilities  of  the  Administrator  are  being 
performed: 

o  Ensuring  the  Professional  Advisory  Committee 
annually  reviews  the  agency's  administrative  and 
clinical  policies  G153 

o  Ensuring  an  effective  plan  is  implemented  to 
maintain  compliance  with  42  CFR  484. 
Specifically,  during  a  recertification  survey  dated 
12/28/06,  the  agency  was  found  out  of 
compliance  with  the  following  four  Conditions  of 
Participation;  Organization,  Services,  and 
Administration;  Acceptance  of  Patients,  Plan  of . 
Care,  and  Medical  Supervision;  Skilled  Nursing 
Services;  and  Evaluation  of  the  Agency's  , 
Program.  Although  the  agency  was  able  to . 


G133 


Implementation  of  the  Plan  of 
Correction  will  be  monitored  through  weekly 
and  then  monthly  calls  with  the  AVP  of 
Regulatory  Affairs,  the  RVP  and  the  VP  of 
Clinical  Operations.  The  status  of 
compliance  will  be  measured  through  chart 
audit  results  shared  with  the  members  of  the 
call  along  with  orientation  and  personnel  file 
audits.  The  monitoring  and  current  status  of 
case  manager  case  loads  will  aos  be 
presented  for  input  and  recommendations. 


Revised  PI  program  and  PAC  to 
include  the  following  measures: 
.  a.)       Clinical  Record  Review  results 
b.)       New  orientation  chart  audits 
c)       Personnel  file  audits 

d.  )       Quarterly  policy  reviews 

e.  )       RN  case  management  case  toad 
reports 

f.  )       Results  of  the  monthly  team  audits 

g.  )      Adverse  events 

h.  )  Trends  of  complaints,  incidents  and 
infections 

i.  )  Inclusion  of  the  AVP  of  Regulatory 
Affairs  as  a  member  of  the  PAC  committee. 


The  administrator  is  responsible  for 
compliance  with  this  standard.  Lack  of 
compliance  will  lead  to  disciplinary  activities. 
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demonstrate  correction  of  the  four  Condition  level 
deficiencies  on  3/19/07,  repeat  standard  level 
deficiencies  were  cited  on  8/13/08.  Multiple 
repeat  standard  and  condition  level  deficiencies 
are  cited  within  the  body  of  this  report.  The  same 
four  Conditions  cited  on  12/28/06  recertification 
survey  are  out  of  compliance  which  demonstrates 
the  failure  to  maintain  compliance.  Evidence  is 
lacking  that  the  Administrator  ensured  that  the 
agency  continued  to  implement  the  plans  of 
correction  submitted  to  the  New  York  State 
Department  of  Health  in  response  to  these 
respective  surveys. 

o  Ensuring  internal  quality  assurance  audits  are 
provided  to  the  governing  body  and  that  an 
effective  plan  is  developed  to  resolve  areas  in 
need  of  improvement.  G250 

o  Ensuring  the  provision  of  adequate  supervision 
of  patient  care  and  skilled  nursing  staff. 
Specifically,  that  supervisors  are  ensuring  that: 
case  coordination  is  being  performed;  plans  of 
care  are  complete  and  being  implemented; 
changes  in  patient  condition  are  being  reported  to 
the  physician;  nursing  assessments  are  complete 
and  accurate;  and  nurses  are  oriented,  trained 
and  evaluated  as  clinically  competent.  G134 

On  February  9,  2009,  the  surveyor  interviewed 
the  employee  who  was  functioning  as  the 
Administrator  from  10/30/08  until  02/04/09.  The 
Administrator  stated  that  she  did  not  supervise 
the  Director  of  Clinical  Management  (DCM)  until 
12/18/08.  The  DCM  reported  to  a  corporate  Vice 
President  during  this  time  period.  The 
Administrator  stated  that  until  12/18/08,  she  had 
no  role  in  the  clinical  oversight  of  the  agency. 
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1 .  )       The  implementation  of  area  teams 
in  each  branch  so  that  it  is  clear  to  the  MCP 
and  to  their  staff  who  is  the  MCP  they  report 
to  and  to  the  MCP  who  they  supervise 

2.  )  To  improve  supervision  a  team  was 
added  to  the  Liverpool,  Oswego  and  Auburn 
branch,  so  that  each  MCP  has  a  smaller 
group  of  clinicians  to  supervise/manage  and 
a  smaller  patient  census  per  team.  As  team 
census  grows  over  1 25-1 50  a  OA 
coordinator  will  be  added  to  the  team. 

3.  )       Reduced  case  manager  caseloads 
to  promote  quality  in  patient  care  and 
documentation.  This  was  done  by  hiring 
additional  RN  staff.  The  RN  staff  will  be 
case  managing  between  25-30  patients. 

4.  )       1 00%  review  by  the  MCP  of  all 
SOC  assessments  and  the  POT  to  ensure 
accuracy  and  that  the  POT  is  appropriate 
based  on  the  assessment.  This  will  be 
documented  on  the  SOC  tool. 

5.  )       SOC  case  conference  within  the 
first  week  of  care  to  review  the  POC  is 
appropriate  to  meet  the  patients  needs 

6.  )       The  case  conference  process  is  as 
follows:  It  will  be  held  weekly,  patients  will 
be  selected  by  that  have  just  been  open  to 
services  (SOC);  resumption  of  care, 
recertification  and/or  discharge;  if  the 
patients  condition  is  unstable,  fragile  or 
requires  frequent  changes  in  the  POC  or 
multidiscipfinary.  Wound  care  conferences 
will  occur  per  policy. 

Case  conferences  will  consist  of  a  review  of 
patient  care  and  coordination  including  but 
not  limited  to  services  provided;  progress 
within  the  care  plan;  progress  towards  goals 
should  the  patient  be  discharged  or 
recertified.  The  medical  record  will  be 
utilized  to  facilitate  the  case  conference. 
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o  Ensuring  that  safe  discharge  pians  are  being 
developed  and  approved  by  the  physician,  prior 
to  patient  discharge. 
G134  484.14(c)  ADMINISTRATOR 

The  administrator;  who  may  also  be  the 
supervising  physician  or  registered  nurse  required 
under  paragraph  (d)  of  this  section,  employs 
qualified  personnel  and  ensures  adequate  staff 
education  and  evaluations. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  review  of  24  personnel  records  of 
skilled  nurses  (RNs  and  LPNs),  review  of  the 
agency's  Orientation  policy,  and  interviews  with  6 
skilled  nurses,  the  Area  Staff  Development 
Specialist  and  acting  Administrator,  evidence  is 
lacking  in  11  records  that  the  administrator  has 
ensured  that  staff  complete  the  agency 
orientation  process.  (Employees  B,  D,  F,  G,  J,  K, 
N,  X,  Y,  BB,  DD) 

In  addition,  7  of  24  skilled  nursing  personnel, 
records  lacked  a  complete  assessment  of  skills 
■  prior  to  the  provision  of  patient  care.  (Employees 
A,  C,  J,  AA,  EE,  FF,  GG)  . 

Failure  to  provide  a  complete  orientation  process 
and  adequately  assess  nursing  skills  prior  to 
patient  contact  has  the  potential  for  negative 
patient  outcomes. 

Specifically,  the  lack  of  orientation  is  as  follows: 

-  Personnel  .records  for  3  registered  nurses 
lacked  any  evidence  of  orientation.  Employees  Y, 
BB  and  DD. 
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The  Administrator/DPS  will  meet 
with  the  MCP  staff  bi-weekly  and  hold  MCP 
conference  calls  weekly  in-  between.  These 
meetings  will  address  care  and 
documentation  issues;  staffing  needs; 
educational  needs  of  the  team  and  audit  and 
employee  compliance  outcomes. 
Complaints  and  Incidents  will  be  reviewed  at 
these  meetings  in  addition  to  the  morning 
meetings. 


Orientation  has  been  evaluated  and 
the  changes  to  this  process  are  as  follows: 

Orientation  has  three 
phases:  didactic  instructions/  revisits  with  a 
preceptor;  OASIS  training  and  completion  of 
OASIS  assessments  with  their  preceptor; 
case  management  and  MCP  managed  case 
loads  to  be  specific  to  the  clinicians  ability  to 
manage  patients. 

Effectiveness  of 
orientation  will  be  measured  through  a  chart 
audit  of  5  records  once  they  begin  case 
management  The  DCM/designee  will  be 
responsible  to  perform  these  audits.  The 
DCM  will  work  with  the  MCP  to  ensure 
continued  mentoring  or  a  decision  will  be 
made  as  the  clinician's  ability  to  perform  and 
document  homecare  services. 

The  MCP  is  the  over-all 
"preceptor*  and  will  review  the 
documentation  and  meet  with  the  clinicians 
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-  Evidence  of  any  orientation  was  lacking  for  the 
Director  of  Clinical  Management  (hired  08/13/08 
to  01/19/09).  Specifically,  the  personnel  record 
only  contained  documentation  of  meeting  other 
employees  throughout  the  organization.  There 
was  no  documentation  of  orientation  to  her  role 
as  Director  of  Clinical  Management.  Employee  M 

-  In  3  of  6  personnel  records  for  employees 
assigned  as  Managers  of  Clinical  Practice 
(Supervising  Nurses),  evidence  is  lacking  of  a 
complete  orientation.  Specifically,  there  is  no  . 
evidence  that  each  employee  was  oriented  to 
their  role  as  Managers  of  Clinical  Practice. 
Employees  G,  J,  K. 

In  4  of  10  personnel  records  reviewed  for 
registered  nurses,  evidence  is  lacking  that  the 
orientation  was  completed  and  documented. 
Employees  B,  D,  N,  andX. 

In  6  of  16  personnel  records  reviewed  for  RNs 
and  LPNs,  evidence  is  lacking  that  the  following 
skills  competencies  were  assessed  prior  to 
patient  assignment: 

-  Employee  A  (an  LPN)-  lacked  competency  in  ' 
Gastrointestinal/Nutrition  and  Urinary  Care  and 
Pediatric  Procedures  these  sections, were  left 
blank. 

-  Employee  FF  (an  LPN)  -  lacked  competency  in 
Gastrointestinal/Nutrition,  Endocrine,  Urinary 
Care,  Pediatric  Procedures  these  sections  were 
left  blank. 

-  Employee  GG,  (an  LPN)  lacked  competency  in 
Dressing  and  Wound  Care,  Cardiopulmonary 
Care;  Gastrointestinal/Nutrition;  Endocrine; 

G  134 

0 

-»  ^ 

^  1 
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si 

4.  )      A  clinical  skills  fair  is  being 
scheduled  will  take  place  by  May  22,  2009. 
The  fair  will  be  provided  by  the  educator. 
New  skills  demonstrated  will  be  signed  and 
updated  on  the  skills  checklist  The  skills 
checklist  will  be  kept  in  a  binder  with  the 
MCP  so  that  as  patient  needs  are  identified 
the  MCP  can  match  the  nurse  with  those 
skills  to  the  patient 

5.  )       Outcomes  of  the 
orientation  chart  audits  performed  by  the 
MCP/Designee  will  be  reviewed  monthly  by 
the  Administrator/DPS  and  discussed  with 
the  educator  and  also  at  the  weekly  MCP 
meetings.  The  results  will  be  presented  at 
the  quarterly  PAC  meetings  for  additional 
recommendation  for  improvement  as 
necessary. 

The  following  employees  have  had  the 
following  corrected: 

Employee  Y  and  BB  have  resigned 
Employee  DD:  the  educator 
She  Will  need  to  recreate  her  orientation 
materials.  To  be  completed  by  fljay15, 2009 . 

The  DCM  was  termed. 

Employee  K  completed  checklist  is  in  the  file 

Employee  D  checklist  completed 

Employee  G  covering  DCM  role  presently,  is 

not  remaining  in  the  role. 

Employee  B  checklist  was  completed,  just 

not  in  folder,  present  currently. 

Employee  B  check  list  in. folder  from  2000 

Employee  N  checklist  was  in  file 

Employee  X  resigned  j 
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Continued  From  page  1 3 
Medication  Administration;  Pain  Management; 
Urinary  Care;  and  Fall  Prevention  Management, 
these  sections  were  left  blank.  Additionally,  the 
competency  evaluation  for  fingerstick  PT/INR  and 
glucometer  was  completed  an  LPN. 

-  Employee  AA,  (an  RN)  lacked  competency  in 
Gastrointestinal/Nutrition  and  Urinary  Care  these 
sections  were  left  blank. 

-  Employee  EE,  (an  RN),  lacked  competency  in 
Gastrointestinal/Nutrition  and  Urinary  Care,  and 
Infusion  Therapy  these  sections  were  left  blank. 

-  Employee  C,  (an  RN),  lacked  competency  in 
Gastrointestinal/Nutrition  and  Urinary  care. 
Infusion  Therapy  and  Pediatric  Procedures,  these 
sections  were  left  blank. 

Additionally,  evidence  is  lacking  that  the 
administrator  is  ensures  that  annual  performance 
evaluations  are  complete. 

Based  on  review  of  16  personnel  records  of 
professional  and  para- profess  ion  a  I  staff  who  have 
been  employed  for  12  or  more  months,  and 
interviews  with  the  Area  Staff  Development 
Specialist  and  acting  Administrator,  evidence  is 
lacking  in  6  records  of  an  annual  performance 
assessment.  (Employees  D,  E,  P,  Q,  R,  T) 

Failure  to  conduct  an  annual  assessment  of  each 
employees'  performance  and  effectiveness  may 
lead  to  unmet  patient  needs  and/or  negative 
patient  outcomes. 

Specifically: 

Employee  D  is  a  Clinical  Account  Executive 


G  134 


Employee  A  nutritional  assessment  was 
signed  off  8/26/08  No  other  competencies 
were  required. 

Employee  FF  Nutritional  assessment  was 
signed  off  8/26/08.  Intermittent 
catheterizations  signed  off  8/26/08. 
Employee  GG  skills  observed  by  ASDS  on 
supervisory  visit  1/19/09.  Skills  list  updated. 
Employee  AA  no  completions  were  required. 
Employee  EE  No  completions  were  required, 
does  not  perform  infusion. 

Employee  C  No  competencies  were 
required,  does  not  perform  infusion. 
Employee  D  evaluation  to  be  completed  by 
May  15, 2009 
Employee  E  resigned 
Employee  P  completed  12/26/08 
Employee  Q  completed  12/18/08 
Employee  R  completed  1/30/09 
Employee  T  completed  5/6/08 

A  RC  2  position  has  been  hired  whose 
responsibilities  are  the  personnel  files.  A 
monthly  report  will  be  run  of  all  upcoming 
performance  evaluations  and  tracked  by  the 
RC  2.  Reviews  not  completed  timely  will  be 
shared  with  the  Administrator  who  will 
ensure  the  evaluations  are  completed. 
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whose  date  of  hire  was  5/1/00.  The  most  recent 
performance  assessment  in  this  personnel  record 
was  completed  in  2005. 

Employee  E  is  a  Registered  Nurse  whose  date  of 
hire  was  1/8/07.  The  most  recent  performance 
assessment  in  this  personnel  record  was  dated 
1/8/08.  The  record  lacked  a  performance 
assessment  for  2009. 

Employee  P  is  a  Speech-Language  Pathologist 
whose  date  of  hire  was  12/16/07.  ^"he  personnel 
record  lacked  evidence  of  any  performance 
assessments  completed  since  the  date  of  hire. . 

This  information  was  reviewed  with  the  acting 
Administrator  on  02/1 1/09.  No  further  information 
was  provided. 
G  138  4.84.14(d)  SUPERVISING  PHYSICIAN  OR 
REGIS.  NURSE 

The  skilled  nursing  and  other  therapeutic  services 
furnished  are  under  the  supervision  and  direction 
of  a  physician  or,  a  registered  nurse  (who 
preferably  has  at  least  1  year  of  nursing 
experience  and  is  apublic  health  nurse). 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  the  personnel  file  for  the 
employee  functioning  as  Director  of  Clinical 
Management  (DCM)  from  September  15,  2008 
until  January  19,  2009  and  the  employee  "acting" 
in  the  role  of  Director  of  Clinical  Management  as 
of  February  4,  2009,  and  interviews  with  the 
previous  and  current  Administrators,  evidence  is 
lacking  that  the  agency  appointed  a  qualified, 
experienced  registered  nurse  to  be  responsible 


G'134 


G138  484.14(d) 

Supervising  Physician  or  Registered  Nurse 

Hiring  for  management  roles  (DCM,  MCP, 
and  Administrator)  will  follow  the  company 
and  state  guidelines  and  experience 
/education  requirements,  ft  will  be  the 
AVP/designee  responsibility  to  ensure  only 

qualified  professionals  are  hired.   ~ 

To  address  the  needs  of  the  new  MCP  staff 
a  clinical  management  course  has  been 
scheduled  for  the  week  of  May  1 1 .2009.  It  is 
a  three  day  course.  This  course  includes  but 
not  limited  to: 

1 .)  Concepts  of  PI:  adverse  events; 
Medicare  outcome  reports;  how  to  complete 
a. chart  audit;  how  to  handle  a  complaint, 
incidents;  billing  compliance  audits;  how  to 
run  arid  analyze  patient  management 
reports;  how  to  review  an  OASIS  and  POT. 
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for  supervision  of  all  skilled  nursing  and 

therapeutic  services. 

Specifically,  both  the  previous  and  acting  DCM 
lack  evidence  of  home  care  experience. 
Furthermore,  evidence  is  lacking  that  the  agency 
ensured  that  each  of  these  candidates  were 
oriented  to  the  responsibilities  of  the  position.  . 

Failure  to  ensure  that  the  supervising  nurse 
meets' the  qualifications  of  the  position  resulted  in 
negative  outcomes  for  seven  patients:  #  1 ,  2,  6, 
26,  27,  30,  37  and  the  potential  for  negative 
outcomes  for  the  entire  patient  population. 
484.14(d)  SUPERVISING  PHYSICIAN  OR 
REGIS.  NURSE 

Services  furnished  are  under. the  supervision  and 
direction  of  a  physician  or  a  registered  nurse  (who 
preferably  has  at  least  one  year  of  nursing 
experience  and  is  a  public  health  nurse). 

This  person,  or  similarly  qualified  alternate, 
participates  in  all  activities  relevant  to  the 
professional  services  furnished,  including  the 
development  of  qualifications  and  the  assignment 
of  personnel.. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  41  clinical  records, 
interviews  with  the  previous  and  current 
Administrator,  interviews  with  the  previous  and 
acting  Director  of  Clinical  Management  (DCM), 
review  of  agency  policies  and  procedures,  and 
review  of  personnel  files,  evidence  is  lacking  in  39 
records  that  the  following  supervisory 
responsibilities  are  being  performed: 


.  G  138 


_.,  ■     Outcomes  of  the 
orientation  chart  audits  performed  by  the 
MCP/Designee  will  be  reviewed  monthly  b> 
the  Administrator/DPS  and  discussed  with 
the  educator  and  also  at  the  weekly  MCP 
meetings.  The  results  will  be  presented  at 
the  quarterly  PAC  meetings  for  additional 
recommendation  for  improvement  as 
necessary. 

The  current  Administratof/DPS  meets  the 
criteria  for  the  position. 
The  search  continues  and  was  elevated  to 
the  AVP  of  Recruiting  level  for  a  qualified 
DPS.  The  company  has  even  approved 
paying  for  relocation  if  necessary  to  find  the 
right  qualified  candidate  for  this  position. 
The  candidate  when  identified  will  be 
interviewed  not  only  by  the  Administrator  but 
also  the  VP  of  Clinical  Operations. 


The  Administrator/DPS  is  responsible  for 
compliance  with  the  orientation  process, 

+Ka^  nu£t  +h£ 
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o  Ensuring  that  nurses  providing  care  are  ■ 
qualified,  oriented  to  the  position,  and  have  been 
evaluated  as  competent  in  the  skids  they  are  . 
assigned  to  perform  independently.  Specifically, 
6  out  of  6  skilled  nurses  hired  within  6  months 
prior  to  the  survey  jack  evidence  of  either  a 
completed  orientation  program  or  a  skills 
competency  evaluation.  See  G  134 

o  Ensuring  that  nurses  are  assigned  tasks  that ; 
are  only  within  their  allowable  scope  of  practice 
per  New  York  State  Education  Department 
Licensure  requirements.  Specifically,  the  agency 
is  routinely  assigning  Licensed  Practical  Nurses 
(LPN)  to  visit  patients  who  have  reported 
changes  in  condition  and  who  require 
assessment.  Patient  assessment  is  beyond  the 
LPN  scope  of  practice.  As  outlined  in  Title  VIII 
Education  Law,  Article  139  -  Nursing 

o  Ensuring  that  Supervising  Nurses  are  aware  of 
the  current  status  of  each  patient;  that  skilled 
nurses  are  providing  comprehensive  patient 
assessments  and  reassessments;  that  the  plan  of 
care  developed  is  comprehensive  and  meets  alj 
patient  needs;  that  the  physician  is  consulted 
when  changes  in  the  patient's  condition  occur. 
G144,  159,-  164,  171,  172 


o  Ensuring  that  coordination/case  management 
is  being  performed  consistently  and  that  all  ' 
pertinent  patient  information  is  communicated  to 
all  individuals  providing  care  G 143,  144 

o  Ensuring  that  the  plan  of  care  is  being  followed 
and  that  patients  are  not  discharged  from  service 
prior -to- physician  consultation/approval  and  prior 
to  the  development  of  a  safe  and  adequate 


140 


All  new  clinical  staff  will  be  trained  through 
the  newly  revised  clinician  associate 
orientation  and  follow  the  checklist  of  their 
discipline  specific  skill  and  requirements  in 
their  entirely. 

With  joint  visits  with  their  preceptor  skills  will 
be  validated  as  observed  by  the  preceptor. 
In  addition  as  new  skills  need  to  be 
observed,  it  will  be  scheduled  with  a  like 
discipline  already  providing  the  skilled  care 
for  demonstrated  competency  and  ability  to 
perform  that  skill  set  The  skills  checklist  will 
be  updated  as  new  skills  are  verified..  In 
addition  a  skill  fair  is  being  scheduled  by 
May  22,  2009.  Cur rern"  ^ferPF  > S 

Staff  was  in-serviced  on  care  coordination 
on: 

Liverpool:  3/31/09 
Auburn:  3/24/09 
Oswego:  4/7/09 

An  in-service  on  scope  of  practice  is 
scheduled  for 
Liverpool:  5/21/09 
Oswego:  5/19/09 
Auburn:  5/20/09 

OASIS  training  classes  are  provided 
monthly;  This  is  training  in  how  to  assess  the 
patient  and  complete  an  OASIS  assessment 
From  this  assessment  how  to  identify  patient 
needs  and  create  a  POC. 
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Continued  From  page  17 
discharge  plan;  G158,'  159,  164 

Failure  to  provide  adequate  supervision  has  led  to 
unmet  patient  needs,  negative  outcomes  for 
seven  patients:  #1,  2,  6,  26,  27,  30,  37  and  the 
potential  for  negative  outcomes  for  the  agency 
patient  population. 

484.14(g)  COORDINATION  OF  PATIENT 
SERVICES  , 

All  personnel  furnishing  services  maintain  liaison 
to  ensure  that  their  efforts  are  coordinated 
effectively  and  support  the  objectives  outlined  in 
the  plan  of  care; 


This  STANDARD  is  not  met  as  evidenced  by:  . 
Based  on  a  review  of  37  clinical  records  (patients 
1-10,  .12-28,  30-41)  for  patients  receiving  skilled 
nursing  and  at  least  one  other  service,  agency 
policies  and  procedures,,  and  interviews  with  the 
acting  Administrator  and  Supervising  Nurses, 
evidence  is  lacking  in  17  clinical  records,  that 
skilled  nurses  are  functioning  in  the  role  of  case 
management/coordination.  Patients  #  1^4,  6,  8, 
11,  15,  19,  23,  24,  27,  30,  31,  34,  36,  37. 

Although  each  patient  is  assigned  an  RN  case 
manager  who  is  responsible  for  patient  care  and 
supervision,  the  case  manager  failed  to  ensure 
the  following: 

-  significant  information  is  being  exchanged 
between  all  individuals  responsible  for  developing 
and  implementing  the  plan  of  care. 

-  physicians  are  alerted  promptly  to  changes  in 
the  patient's  condition  which  may  warrant 
mmediate  action  or  a  modification  in  the  plan  of 


G  140 


G  143 


Discharge  Planning  In-service  is 
scheduled  for 
Liverpool:  5/21/09 
Auburn:  5/20/09 
Oswego:  5/19/09 


The  MCP  reviews  1 00%  of  the  SOC 
Assessment  and  the  POC.  in  addition 
case  conferences  occur  at  the  SOC, 
resumption  of  care,  recertifjcation,  and 
prior  to  discharge.  Case  conferences 
occur  with  wound  care  patients  and  with 
changes  in  the  patient's  condition. 
Evidence  of  these  conferences  will  be 
present  in  the  medical  record. 

In  order  to  facilitate  care  coordination  field 
staffs  were  assigned  to  teams.  In  this 
team  each  2RN  staff  has  an  assigned  LPN  ( 
to  be  a  part  of  the  care  team  providing 
care  to  the  patient.  The  PT  staff  is 
assigned  a  PTA  in  the  same  model.  The 
RN  and  PT  are  responsible  to  assign  visits 
to  the  LPN/PTA  staff.  The  LPN/PTA  will 
call  and  update  the  case  manager  with  the 
visits  made  daily.  This  will  be  documented 
in  the  medical  record.  The  MCP  of  the 
team  is  responsible  to  facilitate  this  model. 
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Continued  From  page  18 
care. 

-  case  managers  are  providing  communication 
and  oversight  to  Licensed  Practical  Nurses 
(LPNs)  to  ensure  that.the  plan  of  care  is 
implemented  and  changes  in  the  patient's  status 
is  reported  to  the  physician. 

Failure  to  ensure  that  skilled  nurses  are 
functioning  in  the  role  of  case 
management/coordination  has  resulted  in 
negative  outcomes  for  patients  #  2,  26  and  the 
potential  for  negative  outcomes  for  the  agency's 
entire  patient  population. 

1 .   Patient  #26  was  admitted  to  the  agency  on 
12/10/2004  with  diagnoses  of  Alzheimer's  disease 
and  urinary  incontinence'requiring  an  indwelling 
urinary  catheter.  The  plan  of  care  for  the 
certification  period  1 1/19/08  to  01/1.7/09  stated 
skilled  nursing  visits  one  (1)  time  a  month  for  2 
months  to  assess  the  patientt:and  change  the 
urinary  catheter;  home  health  aide  visits  3  times  a 
week  for  1  week,  then  5  times  a  week  for  7 
weeks. 

Evidence  is  lacking  the  RN  case  manager 
recognized  changes  in  the  patient's  condition,  ■ 
reported  these  changes  to  the  physician,  and 
provided  adequate  supervision  and  oversight  of 
the  LPN.  As  a  result  of  the  RN's  failure  to  provide 
adequate  case  coordination,  the  patient's 
condition  deteriorated,  and  the  patient  was 
transported  by  ambulance  to  the  hospital  and 
subsequently  died. 

Specifically,  the  RN  case  manager  visited  the 
patient  twice  weekly  from  1 1/28/08  to  12/12/08. 
During  these  visits  the  skilled  nurse  documented 


G  143 


The  MCP  and  RN/PT  case  manager  is  to 
be  contacted  for  changes  in  patient 
condition.  The  MCP  will  ensure  that  a 
follow-up  visit  for  assessment  has  been 
scheduled  by  the  case  manager.  The 
case  manager  is  to  contact  the  MCP  with 
the  outcome  of  that  visit.    The  MCP  or . 
patient  case  manager  will  contact  the  MD. 

Coordination  of  care  in-services  were 
completed  on: 
Liverpool:  3/31/09 
Auburn:  3/24/09 
Oswego:  5/19/09 

The  Administrator/DPS  is  responsible  for 
the  above  coordination  of  care.  This  will 
be  monitored  for  continued  compliance 
with  the  Clinical  Record  Review. 
Disciplinary  action  will  take  place  up  to 
and  including  termination  for  staff  not 
compliant  with  this  regulation. 
Documentation  of  this  disciplinary  process 
will  be  filed  in  the  personnel  file. 


5m  et 


FORM  CMS-2567(02-99)  Previous  Versions  Obsolete 


Event  ID: STEN11 


Facility  ID:  3972 


If  continuation  sheet  Page  1 9  of  '87 


DEPARTMENT  "OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  &  MEDICAID  SERVICES 


PRINTED:  05/06/2009 
FORM  APPROVED 
OMB  NO.  0938-0391 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


337255 


(X2)  MULTIPLE  CONSTRUCTION 
A.  BUILDING 


B.  WING 


(X3)  DATE  SURVEY 
COMPLETED 

c 

04/15/2009 


NAME  OF  PROVIDER  OR  SUPPLIER 

GENTIVA  HEALTH  SERVICES  LIVERPOOL 


STREET  ADDRESS,  CITY.  STATE,  ZIP  CODE 
200  ELWOOD  DAVIS  ROAD 
LIVERPOOL,  NY  13088 


(X4)  ID 
PREFIX 
TAG 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


ID 
PREFIX 
TAG 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(X5) 
COMPLETION 
DATE 


G  143 


Continued  From  page  19 
the  following  changes  in  the  patient's  condition 
that  were  not  reported  to  the  physician  or 
communicated  to  all  staff  responsible  for 
providing  care. 

On  1 1/28/08,  1 1 :05  am,  the  RN  case  manager 
visited  the  patient  to  complete  her  monthly  skilled 
nursing  assessment  and  documented  the 
following  change  in  condition:  heart  rate  was 
elevated  to  100  beats  per  minute  {bpm)  (the 
patient's  heart  rate  documented  during  monthly 
assessment  visits  from  07/2/08  to  1 1/1 4/08 
ranged  from  64  to  88  bpm);  the  patient's 
husband  was  having  difficulty  feeding  the  patient 
and  the  patient's  urine  was  "more  amber  than 
usual".  The  RN  failed  to  report  the  patient's 
increased  heart  rate  and  decreased  ability  to 
consume  food  to  the  physician. 

-  on  12/01/08,  the  RN  case  manager 
documented  that  the  patient's  heart  rate  was  was 
now  elevated  to  108  bpm  and  respiratory  rate  was 
increased  to  24.  The  RN  case  manager  again 
documented  that  the  patient  had  "darker"  amber 
urine.  The  RN  case  manager  failed  to 
communicate  the  elevated  heart  rate  and 
increased  respiratory  rate  to  the  physician. 

On  12/01/08,  at  7:30  pm  the  RN  case  manager 
(who  was  on-call)  received  a  call  from  the 
patient's  husband  stating  that  the  patient  would 
not  wake  up.  The  RN  case  manager  visited  the 
patient  arid  documented  that  the  patient's  heart 
rate  was. 104. bpm.  and  she  was  no  longer  alert  as 
per  the  1 1/14/08  assessment.  Specifically,  the 
RN  case  manager  documented  that  the  patient 
was  responsive  only  to  tactile  stimuli  by  opening 
her  eyes.  The  RN  case  manager  also 
documented  that  the  patient's  urine  output  was 
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Continued  From  page  20 
very  low  at  150  cc  amber  urine  since  11am.  The 
skilled  nurse  documented  that  she  attempted  to 
contact  the  physician  but  was  unable  to  reach 
him.  .At  the  bottom  of  the  12/01/08  skilled  nursing 
visit  note,  the  skilled  nurse  documented  that  on 
12/02/08  that  she  called  the  physician  and  spoke, 
to  a  nurse,  however,  the  skilled  nurse  faiied  to 
document  the  details  of  what  was  discussed  with 
the  physician's  nurse.  The  RN  case  manager 
failed  to  conduct  a  visit  until  3  days  later. 

On  12/04/08,  the  RN  case  manager  documented 
a  blood  pressure  of  74/64;  that  the  biood  pressure 
was  low  because  of  a  poor  blood  pressure  cuff  fit; 
that  the  urine  output  was  200  cc,  and  contained 
flecks  of  red.  Although  the  skilled  nurse 
documented  that  she  reported  the  patient's  blood 
pressure,  blood  in  urine  and  urine  output  to  the 
physician,  there  was  no  documented  response 
from  the  physician,  and  no  evidence  that  the 
skilled  nurse  recognized  the  need  to  reassess  the 
patient's  blood  pressure  with  a  different  blood 
pressure  cuff  to  ensure  accuracy  of  the  blood 
pressure. 

An  interview  with  the  nurse  at  physician's. office  . 
was  completed  by  the  surveyor  on  02/25/09  at 
2:30  pm  to  determine  the  extent  of  the 
information  provided  to  the  physician  regarding 
the  patient's  condition.  The  physician's  nurse  told 
the  surveyor  that  she  looked  in  the  patient's  . 
record  and  in  the  computerized  phone  log  for  a 
record  of  calls  from  the  home  care  nurse.  The 
only  documented  information  was  on  12/04/08 
was  an  "FYI"  regarding  the  patient's  decreased 
urine  output,  the  physician's  nurse  stated  that 
they  were  not  informed  about  the  decreased 
blood  pressure. 
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Continued  From  page  21 
The  patient  was  not  reassessed  until  4  days  later 
on  12/08/08.  On  12/08/08  a  different  RN  visited 
the  patient  and  documented  the  following 
inconsistent  findings:  the  nurse  documented  that 
the  patient  was  unresponsive  arid  that  she  was 
being  fed  by  her  husband. 

There  was  no  evidence  that  the  RN  case 
manager  communicated  with  the  skilled  nurse 
before  or  after  the  visit  to  discuss  the  patient's 
deteriorating  condition.  As  a  result  of  the  lack  of 
communication,  the  skilled  nurse  failed  to  assess 
the  following:  the  patient's  intake,  skin  turgor, 
mucous  membranes  and  urine  output  to 
determine  if  the  patient  had  increased  symptoms 
of  dehydration.  Additionally,  the  skilled  nurse 
failed  to  report  the  patient's  decrease  in 
responsiveness  to  the  RN  case  manager  or 
physician.  The  patient  was  never  reassessed  by 
an  RN  .and  was  not  visited  by  the.LPN  until  4  days 
later  on  12/12/08. 

On  12/12/08,  at  4:45  pm,  the  LPN  visited  the 
patient  and  documented  that  the  patient  was 
unresponsive,  urine  was  dark  amber,  had  a 
temperature  of  99.1  and  that  she  was  "unable  to 
hear"  the  patient's  blood  pressure.  There  was  no 
evidence  that  the  LPN  reported  the  inability  to 
hear  the  patient's  blood  pressure  and  low  grade 
fever  to  the  RN  case  manager  or  the  physician. 

On  12/16/08,  the  patient  was  transported  to  the 
emergency  department  by  ambulance  and  died. 

Although  there  is  a. document  labeled  a  "late 
entry"  note  dated  12/17/08  which  stated  the 
following:  "spoke  to  the  nurse  at  MD. office, 
unable  to  hear  blood  pressure  at  this  time  VS  . 
(vital  signs)  otherwise  stable  no  change  in  orders 
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Continued^ From  page  22 
given",  the  surveyor  contacted  the  physician's 
office  on  02/25/09  at  2:30  pm  to  verify  the 
information  documented  by  the  LPN  in  the  late 
entry  note.  The  nurse  at  the  physician's  office 
informed  the  surveyor. that  they  had  no  record  of 
a  call  from  this  agency  on  12/12/08  and  told  the 
surveyor  that  "if  they  (the  MD  office)  had  received 
that  information  (unable  to  hear  a  blood  pressure) 
they  would  have  requested  another  visit  be 
completed  and  that  they  would  have 
documentation  of  the  call". 

This  record  was  reviewed  with  the  Director  of 
Clinical  Management  and  Administrator  01/14/09 
and  with  the  acting  Administrator  and  the  acting 
Director  of  Clinical  Management  on  03/16/09.  No 
further  information  was  provided.  .  The  Director 
of  Clinical  Management  stated  that  the  agency 
reviewed  the  circumstances  surrounding  the 
patient's  death  and  found  no'significant  issues 
with  the  nursing  care.  The  Director  of  Clinical 
Management  did  not  address  the  issues  . 
regarding  assignment  of  an  LPN  to  provide 
assessments  and  the  lack  of  LPN  communication 
with  the  Supervising  Nurse  to  report  the  inability 
to  hear  a  blood  pressure.  The  Director  of  Clinical 
Management  also  stated  that  the  LPN  did  report 
the  blood  pressure  issues  to  the  physician  and 
referred  to  the  late  entry  note  dated  12/17/08. 

2.  Patient  #2  was  admitted  to  the  agency  : 
11/22/08  following  an  open  reduction  internal 
fixation  of  a  hip  fracture  and  a  history  of  type  II 
diabetes,  hypertension,  and  pernicious  anemia. 
The  plan  of  care  included:  skilled  nursing  services 
for  3  times  a  week  for  1  week  and  2  times  a  week 
for  1  week  to  assess  and  instruct  in  medication 
management  and  compliance;  physical  therapy 
services  4  times  a  week  for  1  week  and  3  times  a 


G  143 


PT/INR:  each  visit  note  should  reflect  that 
the  values  were  communicated  via  T.C.  at 
the  time  of  the  visit  to  the  MCP  in  the  office. 

The  MCP  will  document  the  levels  and  the 
Coumadin  dose  the  patient  is  on  and  then 
call  in  the  levels  to  the  MD  office  and  fax  in 
the  results  to  the  physician.  The  MCP  will 
document  all  of  this  information  on  a 
separate  form. 


Patient  #2  Due  to  the  care  coordination 
issues  identified  with  this  patient,  the 
PT/INR  process  has  been  updated. 
A  conference  call  was  completed  with  the 
branches  on  the  new  process  on;  Aprill7 
2009.        cUsCh^rQecL  .  ' 
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Continued  From  page  23 
week  for  2  weeks  to  provide  therapeutic 
exercises,  and  obtain  a  PT/INR  (blood  test  to 
monitor  the  effectiveness  of  anticoagulant 
therapy)  on  Mondays  and  Thursdays. 

There  is  no  evidence  that  the  RN  case  manager 
coordinated  with  the  physical  therapist  in  the 
development  of  the  plan  of  care  and  discussed 
possible  changes  in  the  plan  of  care  related  to  the 
patient's  medication  non-compliance.  This  lack  of 
communication  among  the  physical  therapist, 
physical  therapy  assistant  and  the  RN  case 
manager;  resulted  in  a  negative  outcome  for  the 
patient  and  admission  to  the  hospital  for 
emergent  care. 

Specifically,  the  failure  to  communicate  findings 
include  the  following: 

o  Both  the  RN  case  manager  and  the  physical 
therapist  completed  initial  assessments  on 
1 1/22/08.  During  the  initial  physical  therapy, 
assessment  visit  conducted,  the  physical 
therapist  documented  that  the  patient  had  a 
language  barrier  and  that  the  daughter  assists 
with  interpretation.  The  RN  case  manager  failed 
to  identify  this  crucial  patient  need  and  the 
physical  therapist  did  not  discuss  the  initial 
assessment  findings  with  the  nurse.  The  lack  of 
communication  between  the  RN  case  manager 
and  the  physical  therapist  resulted  in  failure  to 
develop  a  coordinated  plan  which  included 
assurance  that  an  interpreter  was  available  during 
patient  visits  conducted  by  agency  staff. 

o  on  1 1/24/08,  at  2  pm,  the  physical  therapy 
assistant  (PTA)  visited  the  patient  to  obtain  a 
PT/INR.  The  PTA  documented  that  she  reported 
to  the  physician  that  the  "patient  was  not  taking 
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Coumadin  (anticoagulant)"  and  that  the  physician 
wanted  to  increase  the  patient's  Coumadin 
dosage.  The  clinical  record  contained  a  case 
communication  note  dated  1 1/24/08  from  the 
physical  therapist  documenting  receipt  of  a  cal! 
from  the  PTA  that  she  did  not  see  Coumadin  in 
the  pill  box,  and  could  not  determine  from  the 
patient  or  caregiver  if  the  patient  was  taking  her 
medication  correctly.  The  physical  therapist  also 
documented  calling  the  RN  case  manager  to 
notify  her  of  the  medication  issue.  There  is  no 
evidence  that  the  RN  case  manager  developed  a 
coordinated  plan  to  ensure  that  the  patient  was 
correctly  taking  her  medication  and  that  the 
physician  was  updated. 

Specifically,  although  the  PTA  visited  the  patient 
on  1 1/25/08,  evidence  is  lacking  that  the  skilled 
nurse  visited  the  patient  until  1 1/26/08  to  assess 
the  patient's  medication  compliance. 

o  on  1 1/26/08  a  different  RN  visited  the  patient 
and  documented  that  the  medications  were 
discussed  with  the  patient's  daughter  and  family. 
This  skilled  nurse  documented  that  she  discussed 
the  patients  incorrect  use  of  Coumadin  with  the 
physical  therapist.  Evidence  is  lacking,  however 
that  a  plan  was  coordinated  with  the  physical' 
therapist,  physician,  the  RN  case  manager  and 
the  primary  care  giver  that  addresses  the 
patient/caregivers  need  for  increased  supervision 
of  medications  including  Coumadin  changes. . 

o  on  1 1/28/08,  the  PTA  visited  the  patient  to 
obtain  the  results  of  the  patient's  blood  test.  The 
PTA  documented  that  the  patient's  blood 
pressure  was  elevated  and  that  she  woke  up  with 
a  headache.  On  her  visit  note,  the  PTA 
documented  that  she  contacted  the  physician  to 
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Continued  From  page  25 
report  that  the  patient  was  not  given  her 
Coumadin  since  admission  to  the  agency  and  that 
the  physician  requested  changes  in  the 
Coumadin  dosages.  The  PTA  also  wrote  a  case 
conference  note  dated  1 1/28/08,  that  she  spoke 
to  the  Supervising  Nurse,  physical  therapist  and 
the  RN  case  manager  about  the  patient's 
headache,  blood  pressure  and  non-compliance 
with  Coumadin.  There  was  no  documentation 
that  the  PTA  informed  the  skilled  nurse  about  the 
physican's  request  for  changes  in  Coumadin 
dose.  The  RN  case  manager  again  failed 
develop  a  coordinated  plan  to  ensure" that  the 
patient's  now  elevated  blood  pressure  and 
medication  compliance  was  monitored. 

Despite  being  informed  about  the  patient's 
elevated  blood  pressure  and  medication 
non-compliance,  the  RN  case  manager  failed  to 
recognize  the  importance  of  conducting  an 
assessment  visit  until  3  days  later  on  12/01/08. 

On  12/01/08,  the  RN  case  manager  documented 
"compliant  with  medication  regimen  per  daughter" 
and  that  there  were  no  medication  changes  since 
the  last  nursing,  visit  on  1 1/26/08. 

Evidence  is  lacking  that  the  skilled  nurse  ever 
assessed  the  dose  and  frequency  with  which  the 
patient  was  taking  Coumadin  and  the  patient's 
compliance  with  Coumadin  dose  changes 
documented  during  the  PTA  visit  on  1 1/28/08. 

The  skilled  nurse  failed  ensure  a  coordinated  plan 
was  developed  to  evaluate  the  patient's  continued 
need  for  monitoring  of  blood  pressure  medication 
compliance  and  teaching  prior  to  the.  RN  case 
manager  discharging  the  patient  on  12/04/08. 
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Continued  From  page  26 
Specifically,  the  RN  case  manager  visited  the 
patient  on  12/04/08  and  documented  that  she 
instructed  the  patient  to  continue  taking  her 
medications  as  ordered.  Despite  the  patient's 
history  of  medication  non-compiiance,  the  RN 
case  manager  failed  to  document  a  review  of 
medications  with  the  patient/caregiver,  and  failed 
to  communicate  with  the  physical  therapist  or 
physical  therapy  assistant  to  ensure  that  the 
patient's  on-going  blood  pressure  assessment, . 
medication  monitoring  and  teaching  needs  were 
met. 

Physical  therapy  visits  were  continued  twice 
weekly  from  12/04/08  to  01712/09.  During  these 
visits,  the  patient  experienced  episodes  of 
elevated  blood  pressure  and  medication 
non-compliance  as  follows: 

-  on  12/22/08  the  PTA  documented  a  blood 
pressure  of  194/86. 

-  on  12/26/08  the  PTA  documented  a  blood 
pressure  of  190/90 

During  these  visits  the  PTA  either  failed  to 
document  the  patient's  compliance  with  blood 
pressure  meds  or  documented  that  the  patient  . 
was  non  compliant. 

Although  the  physical  therapist  visited  the  patient 
on  12/29/08,  and  assessed  the  patient's  blood 
pressure  was  normal,  the  physical  therapist  failed 
to  recognize  that  the  patient  continued  to  be  non 
compliant  with  medications  and  failed  to  assess 
the  need  for  the  reinstatement  of  skilled  nursing 
services  for  teaching  and  assessment. 

o  on  01/05/09,  the  PTA  visited  the  patient  and 
again  documented  an  elevated  blood  pressure  of 
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170/1 00.  The  PTA  documented  that  again  the 
patient  had  not  taken  her  blood  pressure 
medications  and  failed  to  report  the  patient's 
non-compiiance  with  the  physical  therapist. , 

The  PTA  also  visited  the  patient  on  1/07/09  and 
01/09/09,  and  documented  that  the  patient's 
blood  pressure  was  within  normal  limits,  no 
review  of  medication  compliance  or 
communication  with  the  physical  therapist 

o  on  01/12/09,  the  PTA  attempted  to  visit  the 
patient  and  told  by  the  patient's  caregiver  that  the 
patient  was  seen  in  the  emergency  room  on 
01/1 1/09  because  she  started  to  "pass  out".  The 
PTA  documented  in  a  case  communication  note 
dated  01/1 2/08,  that  the  emergency  room 
physician  told  her  that  patient  was  being 
over-medicated  for  blood  pressure. 

Failure  to  communicate  changes  in  the  patient's 
blood  pressure  and  medication  non-compliance 
between  the  PTA  and  physical  therapist  and 
failure  of  the  therapist  to  assess  the  patient  for 
continues  nursing  services,  resulted  in  an 
incomplete  plan  to  address  the  patient's 
medication  compliance. 

This  record  was  reviewed  with  the  acting 
Administrator  and  the  Supervising  Nurses  on 
02/03/09.  An  interview  with  the  Director  of 
Physical  Therapy  was  conducted  on  03/1 1/09. 
No  further  information  was  provided  regarding  the 
lack  of  communication. 

3.  Patient  #19  was  admitted  to  the  agency  on 
09/1 9/08  with  a  primary  diagnosis  late  effect 
cerebral  vascular  accident  with  cognitive  deficits 
and  secondary  diagnoses  of  type  II  diabetes, 
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hypertension,  aphasia  and  a  pressure  ulcer  of  the 
heel.  During  the  initial  nursing  assessment,  the 
skilled  nurse  documented  that  the  patient  has 
expressive  aphasia;  dysphagia  (swallowing 
difficulties)  requiring  a  gastric  feeding  tube;tube 
feeding  to  be  administered  by  the  patient's  wife 
and  nothing  by  mouth  (NPO). 

The  lack  of  case  management/coordination  by 
the  RN  case  manager  and  the  lack  of 
communication  between  the  disciplines  resulted 
in: 


-  failure  to  develop  a  plan  to  ensure  that  the 
patient  is  safely  managed  at  home 

-  failure  to  report  changes  in  the  patient's  status 
to  the  physician  including  changes  in  diet  and 
medication. compliance  which  may  have  resulted 
in  aspiration  pneumonia. 

During  skilled  nursing  visits  conducted  between 
10/15  and  10/23/08,  the  skilled  nurse 
documented  that  the  patient  was  eating  and 
drinking.  This  is  against  the  physician's  orders 
dated  09/18/08  which  stated  nothing  by  mouth. 
The  RN  case  manager  failed  to  communicate  the 
patient's  non-compliance  to  the  speech  therapist . 
(ST),  occupational  therapist  (OT).arid  the 
physician  or  develop  a  plan,  to  ensure  that  all 
disciplines  providing  care  could  assess  the 
patient's  safety  risk  regarding  the  potential  for 
aspiration  associated  with  eating. 

The  occupational  therapist  and  speech  therapist 
documented  during  visits  conducted  on  10/23/08 
that  the  patient  had  "failed  his  modified  barium 
swallow"  and  that  the  patient  continues  to  eat 
despite  the  risks  of  aspiration.  The  speech 
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Patient  #19  The  RN  case  manager  has 
been  placed  on  an  action  plan  and  on 
focused  review  of  her  documentation. 
She  has  been  counseled  that  if  a  patient  is 
non-compliant  with  the  POC  she  must 
contact  the  MD.  She  has  been  reminded 
that  as  a  case  manager  she  needs  to 
assess  the  patient  with  a  wound  weekly . 
and  anytime  the  patienf  s  condition 
changes.  She  is  in  the  middle  of  a  4  week 
plan  to  improve  her  documentation.  If  she 
does  not  improve  in  patient  care  and 
documentation,  she  will  be  terminated  at 
that  time.    t>-h  cX  'tS  c^m-o^ed- 


ORM  CMS-2567(02-99)  Previous  Versions  Obsolete 


Event  ID:STEN1 1  Facility  ID:  3972 


If  continuation  sheet  Page  29  of  87 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  &  MEDICAID  SERVICES 


PRINTED:  05/06/2009 
FORM  APPROVED 
OMB  NO.  0938-0391 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


337255 


(X2)  MULTIPLE  CONSTRUCTION 
A  BUILDING 


B.  WING 


(X3)  DATE  SURVEY 
COMPLETED 

c 

04/15/2009 


NAME  OF  PROVIDER  OR  SUPPLIER 

GENTIVA  HEALTH  SERVICES  LIVERPOOL 


STREET  ADDRESS,  CITY,  STATE,  ZIP  CODE 
200  ELWOOD  DAVIS  ROAD 
LIVERPOOL,  NY  13088 


(X4)  ID 
PREFIX 
TAG 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


ID 
PREFIX 
TAG 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(X5) 
COMPLETION 
DATE 


G  143 


Continued  From  page  29 

therapist  documented  that  she  spoke  to  the 
speech  therapist  at  the  hospital  who 
recommended  that  as  a  result  of  .the  modified 
.  barium  swallow  test  that  the  patient  should 
remain  NPO.  Both  the  ST  and  OT  documented 
that  they  discussed  the  risks  of  eating  and 
aspiration  with  the  patient  and  his  wife,  who 
informed  the  therapists  that  the  patient  is  going  to 
eat  and  drink  if  he  wants  to.  The  ST  and  OT 
failed  to  communicate  the  test  results  or  the 
patient's  plan  to  continue  to  eat  despite  the  test 
results  and  the  physician's  orders. 

An  LPN  visited  the  patient  at  5:30  pm  on  the 
same  day  and  failed  to  assess  the  patient's  oral 
intake.  It  is  unclear  that  the  LPN  was' aware  of 
the  events  of  the  day  regarding  the  patient's 
testing  results  and  non-compliance  and  the  risk 
for  aspiration  of  food  and  fluid.  No  subsequent 
skilled  nursing  visit  was  conducted  until  10/27/08, 
4  days  later. 

On  10/27/08,  the  RN  case  manager  visited  the 
patient  and  documented  that  the  patient  eats  by 
mouth  and  has  tube  feedings  3  times  a  day.,  {the 
plan  of  care  states  nothing  by  mouth  and  tube 
feedings  5  times  a  day).  Evidence  is  lacking  that 
the  RN  was  aware  that  the  patient  failed  the 
modified  barium  swallow  and  was  at  continued 
risk  for  aspiration  as  identified  by  the  OT  and  the 
ST  on  10/23/08.  The  RN  failed  to  inform  the 
physician  of  the  patient's  refusal  to  follow  the  plan' 
of  care. 

On  10/29/08,  the  occupational  therapist 
documented  that  the  patient  continues  to 
consume  oral  intake  even  with  the  risks  of 
aspiration,  and  there  was  discussion  with  the  RN 
case  manager  and  or  physician  consultation. 
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On  10/29/08,  the  RN  visited  the  patient  and  again 
failed  to  assess  the  patient's  oral  intake  or  the  ' 
amount,  frequency  or  type  of  tube  feedings 
administered  by  the  patient's  wife.  ■ 

On  10/31/08,  the  licensed  practical  nurse  (LPN) 
was  scheduled  to  visit  the  patient,  however,  was 
told  by  the  family  that  the  patient  was  taken  to  the 
hospital  for  "palpitations".  There  was  no  skilled 
nursing  follow-up  until  6  days  later  and  no  contact 
with  the  physician. or  the  hospital  to  determine  if 
there  was  a  change  in  the  plan  of  care. 

On  11/06/08,  a  different  LPN  visited  the  patient 
and  documented  that  the  patient  is  "eating  full 
meals,  against  what  the  physician  wants,  per  the 
wife".  Although  the  LPN  documented  that  she 
reported  her  visit  findings  to  the  RN  case 
manager,,  no  skilled  nursing  visit  was  conducted 
until  5  days  later  on  11/1 1/08  and  there  was  no 
communication  with  the  ST,  OT  or  the  physician 
regarding  the  patient's  non  compliance  and 
hospitalization  documented  on  10/31/08. 

Between  11/11/08  and  12/03/08,  skilled  nursing 
visits  were  conducted  2  to  3  times  a  week  by 
LPNs  and  RNs.  The  skilled  nurses  continued  to 
document  that  the  patient  was  consuming  oral 
intake.  There  is  no  evidence  of  communication 
between  the  RN  case  manager,  ST,  OT  and 
physician. 

On  12/03/0.8,  the  RN  visited  the  patient  and 
documented  a  change  in  the  patient's  lung 
sounds.  The  RN  documented  that  the  patient 
had  fine  crackles  at  the  lung  bases.  This  change 
in  the  patient's  condition,  a  possible  symptom  of 
aspiration,  was  not  reported  to  the  physician. 
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On  12/12/08,  an  LPN  visited  the  patient  and 
documented  that  the  patient  had  fine  crackles. 
The  LPN  documented  that  she  reported  these 
abnormal  lung  sounds  to  the  physician  and  as  a 
result  the  physician  requested  that  the  patient  go 
to  the  emergency  room  for  an  x-ray  to  rule  out 
aspiration  pneumonia.  The  patient  refused  to  go 
due  to  a  lack  of  transportation.  Although, 
transportation  was  arranged,  the  patient  refused 
to  go  to  the  emergency  room.  There  is  no 
evidence  that  the  LPN  discussed  the  above 
findings  with  the  RN  case  manager  and  no 
evidence  that  the  RN  case  manager  developed  a 
plan  to  ensure  that  the  patient  received  a  chest 
x-ray  to  rule  out  aspiration  pneumonia. 

On  12/16/08,  the  social  worker  visited  the  patient 
to  evaluate  the  need  for  transportation  assistance 
and  was  informed  by  the  patient's  wife  that  the 
patient  was  eating  and  drinking.  During  the  social 
work  visit,  the  patient's  physician  called  the 
patient  and  again  stated  that  the  patient  needed  a 
chest  x-ray.  Although  the  social  worker  reported 
this  to  the  RN  case  manager,  evidence  is  lacking 
that  she  develop  a  plan  in  collaboration  with  the 
physician  to  ensure  that  the  obtained  a  chest 
x-ray. 

Additionally,  although  the  skilled  nurse  visited  the 
patient  3  times  a  week  between  12/17/08  to 
01/14/09,  evidence  is  lacking  that  the  patient  ever 
had  the  chest  x-ray  done  to  rule  out  pneumonia  or 
the  the  RN  case  manager  communicated  this  to 
the  physician. 

On  1/14/09  however,  an  LPN  visited  the  patient 
and  documented  that  the  patient  had  diminished 
lung  sounds,  and  was  started  on  an  antibiotic  on 
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1/12/09.;  The  LPN  documented  on  a  case 
communication  note  dated  01/14/08  that  the 
patient  told  her:  "this  pneumonia  is  viral  related," 
not  aspiration".  Evidence  is  lacking  that  the.  RN 
case  manager  assessed  the  patient's  condition  or 
consulted  with  the  physician  to  determine  if  the 
antibiotics  were  started  due  to  aspiration 
pneumonia. 

This  record  was  reviewed  with  the  acting 
Administrator  and  Supervising  Nurses  on 
02/1 1/09.  No  further  information  was  provided. 

4.  Patient  #  33  was  admitted  to  the  agency  on 
12/03/08  with  diagnoses  of  dementia,  and  mental 
retardation.  The  lack  of  case 
management/coordination  by  the  skilled  nurse 
and  a  lack  of  communication  between  the 
disciplines  has  led  to  the  following: 

-  lack  of  specific  plan  to  ensure  that  the  patient's 
psycho/social  needs  are  met 

-  lack  of  a  plan  to  ensure  that  the  patient  is  safe 
in  his  home  when. the  caregiver  is  unavailable 


On  12/03/08  the  skilled  nurse  visited  the"  patient 
and  documented  that  the  patient  was  very 
forgetful,  his  mental  status  was  deteriorating,  he 
was  dependent  on  his  wife  for  everything,  he  had 
a  history  of  suicide  attempts,  and  his  wife  was 
overwhelmed.  The  12/03/08  plan  of  care 
specified  a  social  work  evaluation  was  to  be 
conducted  within  7  days  of  admission.  Evidence 
is  lacking,  however,  the  skilled  nurse  coordinated 
with  the  social  worker  and  identified  that  the 
social  work  evaluation  had  not  been  conducted 
until  12  days  after  admission  on  12/15/08. 
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Patient  #33  Patient  has  been  discharged. 
RN  and  MSW  have  been  counseled. 
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On  12/15/08  the  social  worker  conducted  an  initial 
assessment,  and  identified  that  the  wife  was 
"burned  out".  Additionally,  the  social  worker 
documented  that  the  patient  was. being  left  alone 
on  Tuesdays  and  Thursdays  when  the  wife 
attended  classes,  and  that  the  wife  was 
questioning  the  patient's  safety  during  these 
times.  Evidence  is  lacking  that  the  social  worker 
communicated  this  to  the  skilled  nurse,  and 
evidence  is  lacking  that  the  SN  or  the  social 
worker  ever  assessed  whether  the  patient  was 
safe  being  left  alone,  or  coordinated  a  plan  to 
address  the  caregiver's  stress. 

Additionally,  the  social  worker  documented  that 
she  would  refer  the  patient  to  the  Department  of 
Social  Services  (DSS)  Personal  Care  Aide 
program  for  the  Tuesdays  and  Thursdays  when 
the  patient  was  being  left  alone.  Evidence  is 
lacking:  that  this  plan  was  communicated  to  the 
skilled  nurse,  that  the  DSS  evaluation  ever 
occurred,  or  that  a  plan  was  coordinated  to 
ensure  the  patient  was  safe  until  the  DSS 
evaluation  was  conducted. 

On  01/07/08  the  skilled  nurse  documented  in  the 
Discharge  Summary  to  the  physician  that  "all ' 
possible  services  were  in  place".  Evidence  is 
lacking  however,  that  the  skilled  nurse  and  social 
worker  developed  a  safe  discharge  plan  for  the 
patient.  Specifically,  the  skilled  nurse  and  social 
worker  failed  to  identify  and  report  to  the 
physician,  that  the  patient  had  been  discharged 
from  home  care  services  prior  to  the  DSS 
services  being  in  place,  that  the  patient's  safety 
status  was  in  question,  and  that  the  primary 
caregiver  was  stressed. 

Additionally,  the  "Discharge  Summary"  which 
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was  sent  to  the  physician  indicated  the  patient 
was  compliant  with  his  diabetes  management 
plan  most  of  the  time,  which  included  finger  stick  . 
blood  sugar  testing  2  times  per  day,  and  insulin 
injections  on  a  sliding  scale  2  times  per  day.  The 
"Discharge  Assessment",  however,  which  was 
completed  on  the  same  day,  indicated  the  patient 
failed  to  perform  his. diabetic  regime  at  least  one 
time  per  week. 

G  143 

On  02/06/09  the  surveyor  interviewed  the  sociai 
worker.  The  social  worker  stated  that  it  was  a 
"hard  call"  to  determine  if  the  patient  was  safe  at 
home  alone,  but  that  she  did  not  feel  that  any 
additional  social  work  visits  were  needed. 

On  02/06/09  the  surveyor  interviewed  the 
Department  of  Social  Services  caseworker,  who 
confirmed  that  they  had  not  yet  assessed  the 
patient. 

G144 

The  patient  record  was  reviewed  with  the  acting 
Administrator  and  the  Supervising  Nurses  on 
02/09/09.  No  additional  information  was  provided. 
484.14(g)  COORDINATION  OF  PATIENT 
SERVICES 

The  clinical  record  or  minutes  of  case 
conferences  establish  that  effective  interchange, 
reporting,  and  coordination  of  patient  care  does 
occur. 

G  144 

This  STANDARD  -is  not  met  as  evidenced  by: 
Based  on  a  review  of  41  patient  records,  agency 
policies  and  interviews  with  the  acting 
Administrator  and  Supervising  Nurses,  evidence 
is  lacking  in  41  records,  that  case  conferences 
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are  consistently  being  conducted  as  outlined  in 

agency  policy  and  procedures  and  that  there  is  a 

mechanism  for  effectively  communicating 

changes  in  the  patient's  condition.  Patients  # 

1-41. 

The  agency's  Coordination  of  Care/Case 
Management  policy  indicates  that  case 
conferences  will  take  place:  at  the  time  of 
admission,  at  least  every  60  days  throughout  the 
course  of  care,  prior  to  discharge,  and  more 
frequently  if  necessary. 

Lack  of  adequate  coordination  of  care  and  case 
management  has  the  potential  for  unmet  patient 
heeds  and  possible  negative  patient  outcomes. 

During  interviews  conducted  with  the  acting 
Administrator  and  Supervising  Nurses  on 
02/04/09,  the  Supervising  Nurses  stated  that  until 
1/16/09,  the  case  conferences  were  completed  in 
a  group  setting  with  all  disciplines.  The 
documentation  of  the  case  conferences  contained 
in  the  clinical  records  for  all  patients  lacked  a 
discussion  of  the  patient's  progress  towards  goals 
and  was  more  of  a  report  of  the  patient's"  current 
status.  The  Supervising  Nurse  stated  that  as  of 
01/16/09,  the  case  conferences  are  being 
conducted  by  one  on  one  meetings  with  the 
skilled  nurse.  A  review  of  the  documentation  of 
"summary/case  conference  reports"  for  January 
2009,  identified  that  the  documentation  remained 
incomplete  and  the  case  conference  reports  were 
not  signed  by  the  Supervising  Nurse  who  met  with 
the  skilled  nurse. 

484.16  GROUP  OF  PROFESSIONAL 
PERSONNEL 
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This  CONDITION  is  not  met  as  evidenced  by: 
o  Failure  to  participate  in  an  annual  evaluation  of 
the  agency's  program,  including  a  review  of  the 
agency's  policies  and  procedures,  quality  of 
services  provided,  and  personnel  qualifications 
G153 

o  Failure  to  evaluate  if  agency  policy  and 
procedure  revision  is  necessary 

6  Failure  to  review  the  results  of  agency  clinical 
record  audits,  develop  appropriate  action  plans  to 
resolve  areas  in  need  of  improvement,  and 
evaluate  the  effectiveness  and  need  to  revise 
actions  plans  G153,  250 

o  Failure  to  advise  the  agency  on  professional 
issues.  G154 

o  Failure  to  evaluate  the  use  of  community 
resources  and  assist  the  agency  in  maintaining 
liaison  with  the  community  G154 

The  cumulative  effect  of  the  agency's  lack  of  a 
functional  Professional  Advisory  Committee. to 
advise  the  agency  on  quality  of  care  issues, 
resulted  in  negative  outcomes  for  seven  patients: 
#1,  2,  6,  26,  27,  30,  37  and  the. potential  for 
negative  outcomes  for  the  agency's  patient 
population  and  the  potential  for  unmet  patient 
needs. 

484.16  GROUP  OF  PROFESSIONAL  . 
PERSONNEL 

A  group  of  professional  personnel  includes  at 
least  one  physician  and  one  registered  nurse 
(preferably  a  public  health  nurse),  and 
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Revised  PI  program  and  PAC  to  include  the 
following  measures: 


a-) 
b-) 
c) 

d.  ) 

e.  )  ' 
reports 

f.  ) 

g) 
h.) 


Clinical  Record  Review  results 
New  orientation  chart  audits 
Personnel  file  audits 
Quarterly  policy  reviews 
RN  case  management  case  load 


Results  of  the  monthly  team  audits 
Adverse  events 

Trends  of  complaints,  incidents  and 
infections 

i.)       Inclusion  of  the  AVP  of  Regulatory  : 
Affairs  a  member  of  the  governing  body  is  a 
member  of  the  PAC  committee.  , 
j.)       Pac  meetings  are  held  quarterly. 
The  committee  will  make  recommendations  ' 
on  areas  requiring  improvement  that  are 
below  expected  performance/benchmark, 
k.)       The  Governing  body  will  review 
action  plans  to  determine  if  they  are 
appropriate  to  return  the  deficient  area  to 
compliance.  j 

Governing  Body  weekly  calls  with  the  VP  of  j  .  I 
Clinical  Operations;  the  AVP  of  Regulatory  i  H  f ' 
Affairs;  the  RVP  of  operations  will  be  held  I 
with  the  Administrator  until  the  conditions  are! 
lifted  and  then  become  monthly.  The  j 
members  of  the  calls  will  be  sent  Chart  audit  \ 
results;  orientation  chart  audit  results  and  ■ 
case  manager  case  load  reports.  These 

calls  will  be  documented  by  the  governing 
body. 

The  Administrator  is  responsible  for  all  of  the 
above  outcomes. 
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Continued  From  page  37 
appropriate  representation  from  other 
professional  disciplines. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  the  Agency's  June  3,  2008 
Annual  Program  Evaluation  for  2007  and  the 
minutes  of  the  Professional  Advisory  Committee 
(PAC)  meetings  for  2007  and  2008,  and 
interviews  with  the  agency  Administrator  and 
Acting  Director  of  Clinical  Management  (ADCM) 
on  February  5,  2009,  evidence  is  lacking  that  the 
agency's  PAC  conducts  an  annuai/ongoing 
review  of  the  services  provided  by  the  agency  and 
its  two  branches: 

During  an  interview  with  the  acting  Director  of 
Clinical  Management  on  February  5,  2009,  who 
was  functioning  as  the  agency  Quality 
Improvement  Director  up  until  February  4,  2009, 
the  ADCM  stated  that  the  agency  supervisors 
conduct  all  clinical  audits  and  develop  an  action  .■ 
plan  to  address  quality  issues.  She  stated  that 
this  information  is  then  shared  with  the 
Professional  Advisory  Committee  on  a  quarterly 
basis. 

Review  of  the  PAC  minutes'for  meetings  on 
March  3,  2008,  June  3,  2008,  September  23,  . 
2008,  and  December  2,  2008,  lacks  evidence 
that  the  committee  is  reviewing  results  of  the 
trended  data  and  following  a  consistent  process  . 
for  the  resolution  of  problem  areas.  Specifically: 

-  The  trended  data  report  for  the  3rd 
quarter  of  2008  identifies  unacceptable, 
percentages  in  the  following  areas  in  Liverpool 
and  its  two  branches:  clinical  notes  show 

G  152 

ft 

'x1  - 

G 151  484.16  Group  of  Professional 
Personnel 

This  includes  G  tags  152  153, 154. 

The  2008  annual  program  evaluation  will  be; 
completed  by  members  of  the  governing 
body  the  AVP  of  Regulatory  Affairs,  the  VP 
of  Clinical  Operations  and  the  Administrator. 
The  review  of  this  document  will  be  reflected 
in  the  minutes  of  the  first  quarter  2009  PAC 
meeting  which  will  be  held  May  19th.  . 

The  summary  of  the  quarterly  statistics  from 
the  chart  audits  will  be  presented  and  an 
action  plan  developed  to  improve  areas 
identified  as  needing  improvement.  The 
improvement  will  be  monitored  through 

comprehensive  monthly  chart  audit  results 
^are  the  quarterly  comprehensive  chart  audits 
(that  are  broken  down  into  monthly  audits  for 
each  quarter  so  that  auditing  is  continuous) 
^0^fbf  each  team's  patient  census  will  be 
reviewed  monthly.  The  RC  2  will  assign  the 

*i i  irlifo  tha  loom    Tha  rti  it^ftmo  f\t  thoco 
aUQIlo  U1S  lectin.    IMc  UUlUUlllc  Ui  Ulcoc 

audits  will  be  discussed  at  the 
multidiscipiinary  monthly  clinical  record 
review  meeting.  Areas  identified  needing 
improvement  will  have  an  action  plan  to 
improve  the  documentation.  The  meetings 
will  have  minutes  and  the  minutes  will  be 
reviewed  at  each  sequential  meeting  to 
ensure  the  actions  have  been  completed 
that  we  assigned  the  previous  month.  Each 
monthly  audit  score  will  be  combined  to 
provide  the  quarterly  audit  score. 
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evidence  of  following  the  plan  of  care  (68%); 
complete  wound  assessment  (75%): 
physician/supervisor  notified  of  changes  in  patient 
condition  (79%);  Home  Health  Aide  notes  follow 
the  personal  care  plan  (71%);  Home  Health  Aide 
is  supervised  every  14. days  (71  %). 

Minutes  of  the  PAC  meeting  for  the  3rd  quarter  . 
of  2008,  dated  December  2,  2008  state:  " 
Director  of  Performance  Improvement  reviewed 
and  discussed  the  Quarterly  audit  report  and.  ■ 
action  plan;  Plan  of  Treatment  being  followed 
remains  an  area  of  concern  for  all  branches. 
Plans  to  correct  the  areas  of  improvement 
reviewed  and  discussed".  However,  there  is  no 
evidence  that  each  of  the  areas  above  were 
discussed  and  an  appropriate  action  plan 
identified. 

-  The  trended  data  report  for  the  4th 
quarter  identified  unacceptable  percentages  in 
the  following  areas  for  Liverpool  and  its  two 
branches:  clinical  notes  show  evidence  of 
following  the  plan  of  care  (47%);  complete  wound 
assessment  (67%);  physician/supervisor  notified 
of  any  changes  in  patient  condition  (58%);  Home 
health  Aide  notes  follow  the  personal  care  plan 
(81%);  Home  Health  Aide  is  supervised  every  14 
days  (80%). 

The  Professional  Advisory  Meeting  minutes  were 
not  available  at  the  time  of  the  survey,  the 
performance  improvement  action  plan,  failed  to 
identify  that  there  had  been  a  significant  decline 
in:  clinical  notes  showing  evidence  of  following 
the  plan  of  care;  wound  assessments;  and 
physician/supervisor  notification  of  changes  in 
patient  condition  from  the  third  quarter.  The 
action  plan  also  lacked  reference  to  or  an 
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TheAcommittee  has  expanded  to  have 
representation  from  the  Therapy  Rehab 
Directors,  an  OT;  a  sales  team  member  so 
they  can  see  how  the  referral  process 
impacts  PI,  an  open  invitation  to  any  field 
staff  who  want  to  attend*  We  are  currently 
searching  for  a  community  representative. 

The  Administrator/DPS  is  responsible  for  the 
chart  audit  outcomes  and  improvement. 
Continued  non-compliance  will  result  in 
disciplinary  actions  up  to  and  including 
termination  and  the  documentation  of  this 
disciplinary  action  will  be  placed  in  the 
personnel  file. 
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evaluation  of  the  action  plan  from  the  previous 

quarter  to  determine  why  the  trended  data  was 

showing  no  improvement  in  the  agency's 

performance.. 

Failure  of  the  agency  to  ensure  that  the 
Professional  Advisory  Committee  reviews 
agency  polices  and. procedures  and  participates 
in  the  review  of  the  agency's  program,  may  result 
in  negative  outcomes  for  the  patient  population. 
484.16  GROUP  OF  PROFESSIONAL 
PERSONNEL. 

The  group  of  professional  personnel  establishes 
and  annually  reviews  the  agency's  policies 
governing  scope  of  services  offered,  admission 
and  discharge  policies,  medical  supervision  and 
plans  of  care,  emergency  care,  clinical  records, 
personnel  qualifications,  and  program  evaluation. 
At  least  one  member  of  the  group  is  neither  an 
owner  nor  an  employee  of  the  agency. 


This  STANDARD  is  not  met  as  evidenced  by: 
See  G 154 

Failure  of  the  agency  to  ensure  that  the 
Professional  Advisory  Committee  reviews 
agency  polices  and  procedures  and  participates 
in  the  review  of  the  agency's  program,  may  result 
in  negative  outcomes  for  the  patient  population. 
484.16(a)  ADVISORY  AND  EVALUATION 
FUNCTION 

The  group  of  professional  personnel  meets 
frequently  to  advise  the  agency  on  professional 
issues,  to  participate  in  the  evaluation  of  the 
agency's  program,  and  to  assist  the  agency  in 
maintaining  liaison  with  other  health  care 
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providers  in  the  community  and  in  the  agency's 

community,  information  program. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  the  Agency's  2008  Annual 
Program  Evaluation  for  2007  and  the  minutes  of 
the  Professional  Advisory  Committee  (PAC) 
meetings  for  2007  and  2008,  and  interviews  with 
the  agency  Administrator  and  Acting  Director  of 
Clinical  Management  on  February  5,  2009, 
evidence  is  lacking  that  the  agency's  PAC  ■ 
conducts  an  annual/ongoing  review  of  the 
services  provided  by  the  agency  and  its  two 
branches. 

Specifically, 

-  Minutes  of  the  PAC  meetings  and  the 
report  of  the  agency's  Annual  Program  Evaluation 
lack  evidence  that  the  PAC  committee  is 
reviewing  agency  policies  and  procedures. . 
There  is  no  evidence  the  PAC  reviews  all  of  the 
agency 's  policies  and  makes  a  determination  of 
the  effectiveness,  appropriateness,  and  adequacy 
of  those  policies.  Although  the  PAC  committee 
completes  a  corporate  form  for  the  annual  review, 
there  is  no  evidence  on  what  basis/information 
the  evaluation  is  performed.  Questions  such  as 
"were  patient  care  services  appropriate"  are 
checked  "yes"  and  "comments/ 
recommendations:"  are  typed  "none". 

-  Evidence  is  lacking  the  PAC  advises  the 
agency  on  ways  to  maintain  liaisons  with  the 
community.  The  Annual  Program  Evaluation 
includes  a  section  which  states:  "Comments 
regarding  service  patterns  and  location  responses 
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to  changing  community/client  care  needs" .  This 

area  is  left  blank; 

-  There  is  no  evidence  the  PAC  provides 
advise  to  the  agency  on  professional  and  clinical 
issues,  either  in  the  minutes  of  PAC  meetings  or 
in  the  body  of  the  Annual  Program  Evaluation 
report. 

Failure  of  the  agency  to  ensure  that  the 
Professional  Advisory  Committee  reviews  agency 
polices  and  procedures  and  participates  in  the 
review  of  the  agency's  program,  may  result  in 
negative  outcomes  for  the  patient  population. 
484.18  ACCEPTANCE  OF  PATIENTS,  POC, 
MED  SUPER 


This  CONDITION  is  not  met  as  evidenced  by: 
o  Failure  to  consistently  follow  a  written  plan  of 
care.  G1 58 

o  Failure  to  implement  a  system  which  ensures: 
that  plans  of  care  are  comprehensive  and 
address  each  patient's  needs.  This  survey 
identifies  the  agency's  failure  to  develop 
individualized  plans  of  care  which  include  specific 
interventions  necessary  to  adequately  assess  and 
treat  patient  conditions  and  address  significant 
patient  symptoms.  G1 59 

o  Failure  to  consistently  alert  the  physician  when 
changes  in  the  patient's  condition  suggest  a  need 
to  modify  the  plan  of  care.  G164 


The  cumulative  effect  of  these  systemic  problems 
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Revised  PI  program  and  quarterly  PAC  to 
include  the  following  measures: 


a.  ) 

b.  ) 
c) 

d.  ) 

e.  ) 

reports 

f.  ) 

g.  ) 

h.  ) 


Clinical  Record  Review  results 
New  orientation  chart  audits 
Personnel  file  audits 
Quarterly  policy  reviews 
RN  case  management  case  load 


Results  of  the  monthly  team  audits 
Adverse  events 

Trends  of  complaints,  incidents  and 
infections 

i.)       Inclusion  of  the  AVP  of  Regulatory 
Affairs  a  member  of  the  governing  body  is  a 
member  of  the  PAC  committee, 
j.)       PAC  meetings  are  held  quarterly. 
The  committee  will  make  recommendations 
on  areas  requiring  improvement  that  are 
below  expected  performance/benchmark, 
k.)       The  Governing  body  will  review 
action  plans  to  determine  if  they  are 
appropriate  to  return  the  deficient  area  to 
compliance. 

100%  review  by  the  MCP  ot  an 
SOC  assessments  and  the  POT  to  ensure 
accuracy  and  that  the  POT  is  appropriate 1 
based  on  the  assessment.  This  will  be 
documented  on  the  SOC  tool. 

SOC  case  conference  within  the 

first  week  of  care  to  review  the  POC  is 
appropriate  to  meet  the  patient's  needs 


(X5) 
COMPLETION 
DATE 


ft" 


*  him 


FORM  CMS-2567C02-99)  Previous  Versions  Obsolete 


Event  ID:STEN11 


Facility  ID:  3972 


If  continuation  sheet  Page  42  of  87 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  &  MEDICAID  SERVICES 


PRINTED:  05/06/2009 
FORM  APPROVED 
OMB  NO.  0938-0391 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


337255 


(X2)  MULTIPLE  CONSTRUCTION 

A.  BUILDING   

B.  WING  ■   


(X3)  DATE  SURVEY 
COMPLETED 

C 

04/15/2009 


NAME  OF  PROVIDER  OR  SUPPLIER 

GENTIVA  HEALTH  SERVICES  LIVERPOOL 


STREET  ADDRESS,  CITY.  STATE,  ZIP  CODE 
200  ELWOOD  DAVIS  ROAD 
LIVERPOOL,  NY  13088 


(X4)  ID 
PREFIX 
TAG 


G  156 


G  158 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


Continued  From  page  42 
in  the  development  and  implementation  of  the 
plan  of  care  resulted  in  a  negative  outcomes  for 
seven  patients:  #  1,  2,  6,  26,  27,  30,  37  arid  the 
potential  for  negative  outcomes  for  the  agency's 
entire  patient  population  and  the  potential  for 
unmet  patient  needs. 

484.18  ACCEPTANCE  OF  PATIENTS,  POC, 
MED  SUPER 

Care  follows  a  written  plan  of  care  established 
and  periodically  reviewed  by  a  doctor  of  medicine, 
osteopathy,  or  podiatric  medicine. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  41  clinical  records  and 
interviews  with  the  Supervising  Nurses  and  acting 
Administrator,  evidence  is.  lacking  in  18  records 
that  the  plan  of  care  developed  by  the  physician  is 
followed  by  all  disciplines  providing  care.  Patients 
#  1,  2,  5,  6,  9,  10,  16,  17,  19,  23,  29-33,  37,  40, 
41.  . 

Failure  to  to  ensure  that  the  plan  of  care  is 
followed  has  led  to  a  negative  outcome  for  patient 
#30  and  the  potential  for  negative  outcomes  for 
the  agency's  patient  population. 

1.  Patient  #30  was  admitted  to  the  agency  on 
1 1/29/08  with  a  primary  diagnosis  of  non-healing 
surgical  wound  and  secondary  diagnoses  of 
insulin  dependent  diabetes,  hypertension,  chronic 
bronchitis,  long  term  use  of  anticoagulant  and 
therapeutic  drug  monitoring.  The  plan  of  care 
stated  skilled  nursing  visits  1  to  3  times  a  week  . 
for  3  weeks  then  2-times  a  month. 

The  skilled  nurse  failed  to  assess  the 
effectiveness  of  the  patient's  pain  management 
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As  issues  are  identified  field 
supervision  will  occur  by  the  MCP/designee 
with  the  clinicians.  These  include  but  are  not 
limited  to:  with  lack  of  quality  documentation 
and  care  issues;  patients  who  have 
verbalized  a  compliant  with  services;  New 
staff  within  60  -90  days  and  existing  staff  will 
have  their  yearly  supervisory  visits  per 
policy. 


To  ensure  return  to  compliance  with 
following  the  plan  of  care  educational 
sessions  have  been  provided  to  the  field 
staff.  These  include  Care  coordination  and 
following  the  plan  of  care.  See  tag  #140 
Through  this  education  and  training 
evidence  of  the  knowledge  transfer  will  be 
identified  through  the  chart  audit  process. 
Clinicians  showing  trends  and  patterns  with 
following  the  plan  of  care  will  be  placed  on 
focus  review  by  their  MCP  and  will  meet  with 
the  MCP/designee  until  audit  scores  return 
to  benchmark. 

The  Administrator/DPS  will  place  clinicians 
with  continued  non-compliance  despite 
above  interventions  will  be  disciplined  up  to 
and  including  termination.  This  will  be 
documented  and  placed  in  the  personnel  file. 
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regimen  and  compliance  with  the  4  pain 
medications  ordered  including:  Fentanyl  patch, 
Methadone,  Lyrica,  and  a  Lidoderm  patch. 

Failure  of  the  skilled  nurse  to  adequatly  assess 
pain  management  as  outlined  in  the  plan  of  care 
resulted  in  the  patient  experiencing  upcontrolled 
pain  from  1 1/29/08  to  01/06/09. 

Specifically,  the  skilled  nurse  visited  the  patient  7 
times  between  1 1/29/08  and  01/06/09  and 
documented  that  the  patient  had  a  pain  intensity 
of  10  on  a  scale  of  0  to  10.  The  skilled  nurse 
failed  to  assess  the  patient's  use  of  each  pain 
medication  and  failed  to  contact  the  physician  to 
report  the  patient's  uncontrolled  pain. 

Additionally,  the  skilled  nurse  failed  to  follow  the 
plan  of  care  as  follows: 

During  the  initial  nursing  assessment  the.  skilled 
nurse  documented  that  the  patient  had  6  wounds: 
two  wounds  located  on  the  left  stump  and  4 
wounds  located  on  the  right  lower  extremity 
including  the  shin,  ankle  and  foot.  Evidence  is 
lacking  that  the  skilled  nurse  provided  treatments 
and  assessments  as  outlined  in  the  plan  of  care 
as  follows. . 

-  the  skilled  nurse  visited  the  patient  6  times 
between  12/03/08. and  1/06/09.  Evidence  is 
lacking  that  the. skilled  nurse  ever 
observed/assessed  the  4  wounds  located  on  the 
patient's  right  lower  extremity. 

-  the  plan  of  care  included  monitoring  of  the 
patient's  compliance  with  blood  sugar  testing  and 
administration  of  regular  insulin  coverage  4  times, 
a  day.  There  is  no  evidence  that  the  skilled  nurse 
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The  MCP  and  RN/PT  case  manager  is  to 
be  contacted  for  changes  in  patient 
condition.  The  MCP  will  ensure  that  a 
follow-up  visit  for  assessment  has  been 
scheduled  by  the  case  manager  The 
case  manager  is  to  contact  the  MCP  with 
the  outcome  of  that  visit.    The  MCP  or 
patient  case  manager  will  contact  the  MD. 

The  missed  visit  report  which  is  run  weekly 
by  the  scheduling  staff  will  identify  if  RN 
visits  were  not  completed  as  it  identifies 
the  clinician  that  missed  the  visits.  The 
MCP/designee  will  contact  the  clinician  to 
determine  why  the  visit  was  not 
completed. 

©    All  MD  orders  must  be  followed  or  rf  not 
able  to  a  written  note/case 
communication  must  be  completed  to 
^     state  why  the  POC  was  not  followed, 
o    The  POC  must  be  followed  exactly  as 
written 

•  The  POC  must  be  holistic  and  identify 
all  patients'  needs 

•  Changes  in  patient1  s  condition  must  be 
assessed  by  a  RN/PT  and  reported  to 
the  MD  for  any  changes  in  the  orders. 

This  will  be  monitored  through  the  chart 
audit  process.  See  G  tag  #250 

The  Administrator/DPS  is  responsible  for  the 
compliance  with  MD  orders.  Continued  non- 
compliance will  result  in  disciplinary  actions 
up  to  and  including  termination  and  the 
documentation  of  this  disciplinary  action  will 
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assessed  the  frequency  for  blood  sugar 
monitoring  or  that  the  patient  was  correctly 
administering  insulin  per  the  sliding  scale  as 
outlined  in  the  plan  of  care. 

-  the  plan  of  care  includes  measuring  of  the  right 
lower  extremity  edema  at  each  visit  and  reporting 
changes  to  the  physician.  The  skilled  nurse  failed 
to  measure  the  patient's  right  lower  extremity 
during  skilled  nursing  visits  between  12/03/08  to . 
01/06/09. 

This  record  was  reviewed  with  the  acting 
Administrator  and  the  Supervising  Nurses  on 
02/04/09.  No  further  information  was  provided. 

2.  Patient*  19  was  admitted  to  the  agency  on 
09/19/08  with  a  primary  diagnosis  of  late  effect 
cerebrovascular  accident  and  secondary 
diagnoses  of  type  II  diabetes,  hypertension  and 
peripheral  vascular  disease.  The  plan  of  care 
included:  skilled  nursing  visits  in  decreasing 
frequency  from  3  times  a  week  for  2  weeks  to  2 
times  a  week  for  2  weeks  and  once  a  week  for  1 
week;  physical  therapy,  speech  therapy,  and 
occupational  therapy  services.  The  plan  of  care 
also  included  enteral  feeding  with  5  cans  of 
feeding/day  via  a  percutaneous  endoscopic 
gastrostomy  (PEG)  and  nothing  by  mouth  (NPO); 
2  wounds/one  wound  requiring  daily  dressing 
changes  performed  by  the  patient's  caregiver. 

Skilled  nurse  failed  to  consistently  assess  the 
following  as  outlined  in  the  plan  of  care: 

-  nutritional  status  including  a  consistent 
assessment  of  the  enteral  feeding  status  and  the 
spouse's  ability  to  administer  feedings. 
Specifically,  during  skilled  nursing  visits 
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conducted  between  09/19/08  to  10/11/08,  the 
skilled  nurse  failed  to  assess  and  document  the 
type  and  amount  of  tube  feeding  administered  by 
the  patient's  spouse  or  if  the  patient  was 
remaining  NPO.  The  skilled  nurse  documented 
that  on  10/15/08,  the  patient  was  eating  solid 
food.  Evidence  is  lacking  that  this  was  reported 
to  the  physician  or  that  patient  was  educated 
regarding  the  risks  of  choking  or  aspiration. 

-  status  of  the  heel  wound  and  the  spouse's 
ability  perform  wound  care  to  the  right  heel  daily 

-  status  of  the  peg  tube  insertion  site.  The  skilled 
nurse  failed  to  assess, the  condition  of  the  skin 
surrounding  the  insertion  site  and  failed  to  assess 
if  the  patient's  spouse  is  consistently  providing 
"peg  tube  care" 

-  status  of  medication  administration/compliance. 
Specifically,  the  plan  of  care  states  that  patient's 
medications  are  to  be  taken  orally,  however,  the 
patient  is  NPO. 

-  compliance  with  the  twice  daily  blood  sugar 
monitoring  and  insulin  administration 

Failure  of  the  skilled  nurse  to  follow  the  plan  of 
care  and  provide  adequate  assessment  has 
placed  the  patient  at  risk  for  aspiration 
pneumonia.  Specifically,  on  12/12/08,  the  skilled 
nurse  documented  a  change  in  the  patient's  lung 
sounds  including  crackles  throughout  his  lungs, 
the  physician  requested  that  the  patient  go  to  .the 
emergency  room.  There  was  no  follow-up  by  the 
skilled  nurse  and  no  evidence  of  treatment  until 
one  month  later  on  01/14/09  when  the  skilled 
nurse  documented  that  the  patient  was  placed  on 
antibiotics.  Additionally,  evidence  is  lacking  that 
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the  skilled  nurse  ever  communicated  with  the 

physician. 

This  record  was  reviewed  with  the  acting. 
Administrator  and. the  Supervising  Nurses  on 
02/09/09.  No  further  information  was  provided. 

r 

3.  Patient  #  29  was  admitted  to  the  agency  on 
1 1/04/08  with  a  primary  diagnosis  of  physical 
therapy  and  secondary  diagnoses  of 
hypertension,  osteoarthritis  and  a  history  of  falls. 
The  plan  of  care  included  physical  therapy  visits  3 
times  a  week  for  4  weeks,  then  2  times  a  week 
for  2  weeks.  Evidence  is  lacking  that  the  physical 
therapist  visited  the  patient  at  the  frequency 
specified  in  the  plan  and  following  a  fall  in  which 
the  patient  sustained  a  laceration  to  the  hand  and 
a  black  eye. 

Specifically,  the  physical  therapist  only  visited  the 
patient  twice  a  week  between  1 1/08/08  to 
12/03/08  not  3  times  a  week  as  outlined  in"  the 
plan.  Additionally,  there  were  no  physical  therapy 
visits  in  the  clinical  record  after  the  12/03/08  visit 
and  the  plan  of  care  specified  that  physical 
therapy  visits  should  continue  until  12/16/08, 
which  was  6  weeks. 

The  clinical  record  did  contain  a  summary/case 
conference  report  note  dated.  1 2/1 0/08  written  by 
the  physical  therapy  assistant  (PTA).  In  the  case 
conference  note,  the  PTA  documented  that  she 
called  the  patient  on  12/05/08  to  schedule  a  visit 
and  was  told  by  the  patient  that  she  fell  the  day 
before,  suffered  a  laceration  to  the  right  hand 
requiring  stitches  and  a  black  eye.  Evidence  is 
lacking  that  the  physical  therapist  continued  to 
visit  the  patient  at  the  frequency  stated  in  the  plan 
of  care  or  assessed  the  need  to  update  the  plan 
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of  care  to  include  a  referral  to  skilled  nursing  to 
assess  the  patient's  hand  laceration. 

During  the  record  review  on  01/20/09,  the 
surveyor  could  find  no  further  documentation 
since  the  12/10/08  case  conference  document 
and  requested  the  additional  information  from  the 
Supervising  Nurse. 

On  01/21/09,  the  Supervising  Nurse  gave  the 
surveyor  a  document  which  stated  that  the  patient 
was  discharged  from  the  agency  on  12/05/08. 
The  surveyor  asked  the  Supervising  Nurse:  why 
the  document  was  not  in  the  clinical  record;  why 
documentation  of  a  case  conference  held  on 
12/10/08  was  in  the  record;  and  why  the  patient 
was  on  the  active  patient  roster  if  discharged  on 
12/05/08.  The  Supervising  Nurse  could  not 
answer. 

On  01/22708,  at  2:30  pm,  the  surveyor  interviewed 
the  physical  therapist  case  managing  the  patient. 
The  physical  therapist  stated  that  he  did  not  go 
back  to  see  the  patient  and  that  he  could  not 
explain  why  the  clinical  record  contained  a  case 
conference  note  dated  12710/08  which  states  that 
the  physical  therapist  will  revisit  the  patient. 

Additionally,  evidence  is  lacking  that  the  physical 
therapist  developed  a  safe  discharge  plan 
following  the  patient's  fall  on  1274/08. 
484.18(a)  PLAN  OF  CARE 

The  plan  of  care  developed  in  consultation  with 
the  agency  staff  covers  all  pertinent  diagnoses, 
including  mental  status,  types  of  services  and  . 
equipment  required,  frequency  of  visits, 
prognosis,  rehabilitation  potential,  functional 
limitations,  activities  permitted,  nutritional 
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Continued  From  page  48 
requirements,  medications  and  treatments,  any 
safety  measures  to  protect  against  injury, 
instructions  for  timely  discharge  or  referral,  and 
any  other  appropriate  items. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  41  clinical  records, 
interviews  with  the  Supervising  Nurses  and  acting 
Administrator,  evidence  is  lacking  in  23  records  . 
that  the  plan  of  care  is  of  sufficient  scope  to 
adequately  meet  the  needs  of  the  patient.  . 
Patients  #  1,  3-6,  8,  9,  10,  12,  14,  15,  21,  23,  24, 
25,  27,  28,  30,  32,  38,  39,  40,  41.  . 

Failure  to  ensure  that  an  adequate  plan  of  care  is 
developed  to  meet  the  needs  of  the  patient  has 
the  potential  for  negative  outcomes  for  the 
agency's  patient  population. 

Home  Visit 

1 .  Patient  #  1  was  admitted  to  the  agency  on 
1 1/26/08  with  a  primary  diagnosis  of  urinary  tract 
infection  and  secondary  diagnoses  of  C-5  -  C-  7 
quadriplegia  and  neurogenic  bladder  and  bowel. 
The  patient  has  a  history  of.emergent  care  due  to 
symptoms  related  to  autonomic  dysreflexia,  a  life 
threatening  condition  associated  with  a  spinal 
cord  injury.    The  plan  of  care  dated  1 1/26/08 
included  skilled  nursing  visits  1  time  a  week  for  1 
week,  3  times  week  for  3  weeks,  2  times  a  week 
for  2  weeks  then  1  time  a  week  for  2  weeks. 

The  plan  of  care  failed  to  include  the  following 
which  placed  the  patient  at  risk  for  negative 
outcomes  resulting  in  hospital  admissions  related 
to  the  spinal  cord  injury: 


G  159 


Comprehensive  OASIS  training  is  provided 
each  month  to  new  and  current  clinicians 
needing  reinforcement.  This  training 
includes  identification  of  patient  needs. 
Issues  will  be  identified  using  the  SOC  audit 
tool.  Deficient  practices  specific  to  a 
clinician  will  result  in  the  RN  meeting  with  the 
MCP/designee  to  do  the  corrections  required 
and  that  the  follow-up  is  complete 

The  Administrator/DPS  is  responsible  for  , 
compliance.  Continued  non-compliance  will 
result  in  disciplinary  actions  up  to  and 
including  termination  and  the  documentation 
of  this  disciplinary  action  will  be  placed  in  the 
personnel  file. 
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-  direction  for  the  skilled  nurse  to  observe  and 
report  symptoms  of  autonomic  dysreflexia  to  the 
physician.  The  symptoms  are  potentially  life 
threatening  and  include  the  following:  high  blood 
pressure,  blurred  vision,  pounding  headache, 
nasal  stuffiness,. flushed  face,  red  blotching  on 
chest,  sweating  above  level  of  injury.^goose 
bumps,  cool,  clammy  skin,  nausea,  and  feeling 
anxious. 

-  specific  interventions  regarding  the  patient's 
bowel  regimen  and  the  person  responsible  to 
perform  bowel  care 

-  specific  interventions  related  to  the  foley 
catheter  care  including  emptying  the  catheter 
bag,  washing  around  the  catheter. 

-  plan  to  irrigate  the  foley  catheter  to  keep  free  of 
obstruction 

-  plan  to' meet  patient's  needs  when  mother  is 
working  outside  the  home 

-  plan  for  the  application  and  removal  of  left  knee 
brace  including  the  person  responsible 

This  record  was  reviewed  with  the  Supervising 
Nurses  and  the  acting  Administrator  on  02/03/09. . 
No  further  information  was  provided  regarding  the 
plan  of  care. 

Home  Visit 

2.  Patient  #  15  was  admitted  to  the  agency  on 
12/22/08  with  diagnoses  of  Parkinson's  disease 
and  constipation.  The  plan  of  care  dated  12/22/08 
included  skilled  nursing  visits  twice  a  week  for  2 
weeks  and  once  a  week  for  2  weeks  to  assess 
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vital  signs  including  respirations,  pain, 
neurological  status  and  medication  set-up. 
Evidence  is  lacking  that  an  adequate  plan  of  care 
was  developed  to  meet  the  needs  of  the  patient 
as  follows: 

-  the  12/22/08  initial  nursing  assessment 
indicates  that  the  patient  had  not  had  a  bowel 
movement  in  6  days  since  12/16/08  while  in  the 
hospital.  Although  there  was  a  plan  to  relieve 
constipation,  there  is  no  plan  to  assess  the 
patient's  knowledge  deficit  regarding  symptoms  of 
constipation,  including  diet  and  fluid  intake. 

-  the  skilled  nurse  documented  during  the  initial 
nursing  assessment  that  the  patient  lived  alone, 
and  the  medications  are  pre-poured  by  the  skilled 
■nurse.  The  plan  of  care  failed  to  address  who  is 
responsible  for  the  following  intervention:  "an 
enema  or  suppository  if  no  BM  (bowel  movement) 
in  3  days".  Additionally,  there  is  no  plan  for  the 
patient  to  receive  twice  daily  laxative  that  is 
ordered  by  the  capful  and  can  not  be  pre-poured. 

-  the  skilled  nurse  documented  the  following 
personal  care  deficits  in  the  initial  nursing 
assessment  and  the  plan  of  care  failed  to  address 
these  needs: 

-  someone  must  assist  the  patient  to  don 
undergarments,  slacks,  socks  and  shoes 

-  unable  to  use  the  shower  or  tub  and  is  bathed 
in  bed  or  bedside  chair 

-  transfers  and  ambulates  with  an  assistive 
device 

-  unable  to  prepare  light  meals 

-  unable  to  do  any  laundry  and  housekeeping 
due  to  physical  limitations. 
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On  .01/27/09,  the  surveyor  conducted  an 
observational  home  visit  with  the  occupational 
therapist  at  1  pm.  During  the  visit,  the  patient 
informed  the  surveyor  that  she  was  receiving  aide 
service  5  days  a  week  from  a  Licensed  Home 
Care  Services  Agency  (LHCSA).  This  record  was 
reviewed  with  the  Supervising  Nurse  and 
Administrator  on  02/03/09,  as  of  this  date,  the  ' 
agency  was  unaware  that  the  patient  was 
receiving  aide  service  from  the  Office  for  the 
Aging. 

On  03/05/09,  the  surveyor  contacted  the  licensed 
agency  that  was  providing  aide  service  to  the 
patient  and  interviewed  the  Director  of  Patient 
Services  (DPS).  The  DPS  stated  that  this  patient 
is  receiving  personal  care  aide  service  from  the 
Office  of  the  Aging  5  days  a  week  and  has  been 
since  12/16/08  when  she  was  discharged  from 
the  hospital.  During  the  interview  with  the 
Supervising. Nurse  on  02/03/08,  she  stated  that 
she  would  look  into  the  issue  however,  no  further 
information  was  provided. 

3.  Patient  #  5  was  admitted  to  the  agency  on 
12/26/08  with  a  primary  diagnosis  of  acute  renal 
failure  and  secondary  diagnoses  of  insulin 
dependent  diabetes,  hypertension,; 
hypothyroidism,  diabetic  neuropathy  and  sleep 
apnea.  The  plan  of  care  dated  1 2/26/08  stated 
skilled  nursing.twice  a  week  for  2  weeks,  once  a 
week  for  1  week  then  twice  a  month  for  1  month 
to  assess  the  patient  fistula,  assess  vital  signs, 
assess  blood  sugar  monitoring.  Evidence  is 
lacking  that  the  plan  of  care  is  of  sufficient  scope 
to  ensure  that  the  patient's  needs  are  met  as 
follows: 

-  .the plan  of  care  failed  to  include  an  assessment 
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of  the  patient's  skin  and  a  plan  for  the  application 
and  removal  of  bilateral  leg  wraps  identified 
during  the  initial  nursing  assessment  dated 
12/26/08.  Specifically,  the  skilled  nurse 
documented  "client  states  she  no  longer  has 
ulcers  or  edema  on  her  legs  with  the  bilateral  leg 
wraps". 

-  the  skilled  nurse  documented  the  following 
personal  care  deficits  during  the  initial  nursing 
assessment  completed  .12/26/08  however,  the  . 
plan  of  care  failed  to  address  these  needs: 

-  totally  dependent  for  grooming 

-  totally  dependent  for  dressing  lower  body 

-  requires  assistance  or  supervision  . to  use  the 
shower  or  tub 

-  unable  to  transfer  self  but  is  able  to  bear 
weight  or.  pivot 

-  unable  to  plan  and  prepare  meals,  do  laundry, 
or  housekeeping 

The  skilled  nurse  documented  that  she  reviewed 
the  plan  of  care  with  the  physician  following  the 
initial  nursing  assessment.  The  physician 
ordered  home  health  aide  service  3  times  a  week, 
there  is  no  evidence  that  the  physician  was 
informed  that  the  patient  would  not  be  receiving, 
aide  service  as  discussed  during  the  initial 
nursing  assessment. 

The  above  findings  were  reviewed  with  the 
Supervising  Nurses  and  Administrator  on 
01/26/08.  During  the  review,  the  surveyor 
questioned  the  discrepancy  between  the  initial 
physician  verbal  order  and  the  subsequent  plan  of 
care  which  lacks  home  health  aide  service.  The 
Supervising  Nurse  stated  that  the  patient  was 
aware  that  "insurance  doesn't  cover  home  health 
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aide".  There  was  no  assessment  of  how  the 
patient's  needs  would  be  met  without  home  health 
aide  service.  ' 
G  164  484.18(b)  PERIODIC  REVIEW  .OF  PLAN  OF 
CARE 


Agency  professional  staff  promptly  alert  the 
physician  to  any  changes  that  suggest  a  need  to  - 
alter  the  plan  of  care.  ■ ' 


This  STANDARD  is  not  met  as  evidenced  by:: 
Based  on  a  review  of  41  clinical  records,  and 
interviews  with  the  acting  Administrator  and  the 
Supervising  Nurses,  evidence  was  lacking  in  22 
records  that  the  physician  is  consulted  when 
changes  in  the  patient's  condition  occur  that  may 
.require  a  change  "in  the  plan  of 'care.  Patients' #  1, 
2,  5-8,  14-16,  19,  22,  24-27,  29-33,  36,  40. 

Failure  to  ensure  that  the  physician  is  notffied  of 
changes  in  the  patient  condition  have  resulted  in. 
negative  outcomes  for  patient's  #1,  6,  26,  30  and 
the  potential  for  negative  outcomes  for  the 
agency  patient  population. 


1 .  Patient  #26  was  admitted  to  the  agency  on 
12/10/2004  with  diagnoses  of  Alzheimer's  disease 
and  urinary  incontinence  requiring  an  indwelling 
■urinary  catheter.  The  plan  of  care  for  the  ■ 
certification  period  11/19/08  to  01/17/09"  stated 
skilled  nursing  visits  one  (1)  time  a  month  for  2 
months  to  assess  the  patient,  and  change  the 
urinary  catheter;  home  health  aide  visits  3  times  a 
week  for  1  week,  then  5  times  a  week  for  7 
weeks. 

Evidence  is  lacking  the  RN  case  manager 
recognized  changes  in  the  patient's  condition  that 


G"159 


G  164 


The  MCP  reviews  100%  of  the  SOC 
Assessment  and  the  POC.  In  addition 
case  conferences  occur  at  the  SOC, 
resumption  of  care,  ^certification,  and 
prior  to  discharge.  Case  conferences 
occur  with  wound  care  patients  and  with 
changes  in  the  patient's  condition. 
Evidence  of  these  conferences  will  be 
present  in  the  medical  record. 


In  order  to  facilitate  care  coordination  field 
staffs  were  assigned  to  teams.  In  this 
team  each  2RN  staff  has  an  assigned  LPN 
.  to  be  a  part  of  the  care  team  providing 
care  to  the  patient  The  PT  staff  is 
assigned  a  PTA  in  the  same  model.  The 
RN  and  PT  are  responsible  to  assign  visits 
to  the  LPN/PTA  staff.  The  LPN/PTA  will 
call  and  update  the  case  manager  with  the 
visits  made  daily.  This  will  be  documented 
in  the  medical  record.  The  MCP  of  the 
team  is  responsible  to  facilitate  this  model. 

The  MCP,  MD  and  RN/PT  case  manager 
is  to  be  contacted  for  changes  in  patient 
condition.  The  MCP  will  ensure  that  a 
follow-up  visit  for  assessment  has  been 
scheduled.  The  case  manager  is  to 
contact  the  MCP  with  the  outcome  of  that 
visit  OA  J2Aj\'(pJUU^ 
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require  physician  consultation.  As  a  result  of  the 

RN's  failure  to  recognize  and  report  changes  in 

condition,  the  physician  was  not  notified  when  the 

patient's  condition  deteriorated;  was  transported 

by  ambulance  to  the  hospital  and  subsequently 

died. 

Specifically,  the  RN  case  manager  visited  the 
patient  twice  weekly  from  1 1/28/08  to  12/12/08. 
During  these  visits  the  skilled  nurse  documented 
the  following  changes  in  the  patient's  condition 
.that  were  not  reported  to  the  physician  . 

On  1 1/28/08  the  skilled  nurse  documented  an 
elevated  heart  rate  of  100  beats  per  minute 
(bpm);  the  patient's  husband  was  having  difficulty 
feeding  the  patient  and  the  patient's  urine  was 
"more  amber  than  usual". 

On  12/01/08,  the  skilled  nurse  documented  that 
the  patient's  heart  rate  was  was  now  elevated  to 
108  bpm  and  respiratory  rate  was  now  slightly, 
increased  to  24.  The  RN  case  manager  again 
documented  that  the  patient  had  "darker"  amber 
urine. 

On  12/01/08,  at  7:30  pm  the  skilled  nurse  on-cali 
visited  the  patient  at  the  husband's  request 
stating  that  the  patient  would  not  wake  up.  The 
skilled  nurse  visited  the  patient  and  documented 
that  the  patient's  heart  rate  remained  elevated  at, 
104  bpm,  she  was  less  alert  than  during  the 
11/14/08-assessment,  that  the  urine  output  was 
very  low  at  150  cc  amber  urine  since  1 1  am.  The 
skilled  nurse  documented  that  she  attempted  to 
contact  the  physician  but  was  unable  to  reach 
him.  At  the  bottom  of  the  12/01/08  skilled  nursing 
visit  note,  the  skilled  nurse  documented  that  on  ., 
12/02/08  that  she  called  the  physician  and  spoke 
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Changes  in  patient  condition  are  to  be 
reported  to: 

The  MD  with  documentation  stating  the  . 
MD  was  contacted  and  any  new 
interventions  or  changes  in  the  POC 
written  as  a  verbal  order.  If  a  LPN/PTA 
observes  a  change  in  condition  they  must 
report  this  to  the  RN/PT  case  manager 
andtheMCP.  The  MCP  is  to  contact  the 
case  manager  to  ensure  the  patients' 
needs  are  met  and  that  the  MD  is  aware. 
This  is  documented  on  a  case 
communication  form.  Failure  to  follow 

process  and  reporting  a  change  in 

condition  will  result  in  the  disciplinary 

process  for  the  clinician  and  the  MCP. 

The  DCM/designee  is  to  monitor  that  this 

occursrt^~u^ 

Evidence  in  the  chart  audits  that  this 

review  does  not  occur  or  has  improved  will 

be  monitored  as  part  of  the  audit  and 
reported  on  monthly. 

See  chart  audit  process  G  tag  #  250 

The  Administrator  has  the  over-all 
responsibility  to  ensure  this  is  compliant. 
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Continued  From  page  55 
to  a  nurse,  however,  the  skilled  nurse  failed  to. 
document  the  details  of  what  was  discussed  with 
the  physician's  nurse. 

On  12/04/08,  the  skilled  nurse  documented  a 
blood  pressure  of  74/64;  that  the  blood  pressure 
was  low  because  of  a  poor  blood  pressure  cuff  fit; 
that  the  urine  output  was  200  cc,  and  contained 
flecks  of  red.  Although  the  skilled  nurse 
documented  that  she  reported  the  patient's  blood 
pressure,  blood  in  urine  and  urine  output  to  the 
physician,  there  was  no  documented  response 
from  the  physician,  and  no  evidence  that  the  . 
skilled  nurse  recognized  the  need  to  reassess  the 
patient's  blood  pressure  with  a  different  blood  ■ 
pressure  cuff  to  ensure  accuracy  of  the  blood 
pressure. 

An  interview  with  the  nurse  at  physician's  office 
was  completed  by  the  surveyor  on  02/25/09  at 
2:30  pm  to  determine  the  extent  of  the 
information  provided  to  the  physician  regarding 
the  patient's  condition.  The  physician's  nurse  told 
the  surveyor  that  she  looked  in  the  patient's 
record  and  in  the  computerized  phone  log  for  a 
record  of  calls  from  the  home  care  nurse..  The 
only  documented  information  was  on  12/04/08 
was  an  "FY!"  regarding  the  patient's  decreased 
urine  output:  The  physician's  nurse  stated  that 
they  were  not  informed  about  the  patient's 
deteriorating  condition. 

On  12/12/08,  at  4:45  pm,  the  LPN  visited  the 
patient  and  documented  that  the  patient  was 
unresponsive,  urine  was  dark  amber,  had  a 
temperature  of  99.1  and  that  she  was  "unable  to 
hear"  the  patient's  blood  pressure.  There  was  no 
evidence  that  the  LPN  reported  the  inability  to 
hear  the  patient's  blood  pressure  and  low  grade 
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fever  to  the  RN  case  manager  or  the  physician. 

On  12/16/08,  the  patient  was  transported  to  the' 
emergency  department  by  ambulance  and  died. 

Although  there  is  a  document  labeled  a  "late 
entry"  note  dated  12/17/08  which  stated  the 
following:  "spoke  to  the  nurse  at  MD  office, 
unableto  hear  blood  pressure  at  this  time  VS 
(vital  signs)  otherwise  stable  no  change  in  orders 
given",  the  surveyor  contacted  the  physician's 
office  on  .02/25/09  at  2:30  pm  to  verify  the" 
information  documented  by  the  LPN  in  the  late 
entry  note.  The  nurse  at  the  physician's  office 
informed  the  surveyor  that  they  had  no  record  of 
a  call  from  this,  agency  on  12/12/08  and  toid  the  . 
surveyor  that  "if  they  (the  MD  office)  had  received 
that  information  (unable  to  hear  a  blood  pressure) 
they  would  have  requested  another  visit  be 
completed  and  that  they  would  have 
documentation  of  the  call". 

This  record  was  reviewed  with  the  Director  of 
Clinical  Management  and  Administrator  01/14/09 
and  with  the  acting  Administrator  and  the  acting 
Director  of  Clinical  Management  on  03/16/09.  No 
further  information  was  provided.  The  Director  of- 
Clinical  Management  stated  that  the  agency 
reviewed  the  circumstances  surrounding  the 
patient's  death  and  found  no  significant  issues 
with  the  nursing  care.  The  Director  of  Clinical 
Management  did  not  address  the  issues 
regarding  assignment  of  an  LPN  to  provide 
assessments  and  the  lack  of  LPN  communication 
with  the  Supervising  Nurse  to  report  the  inability 
to  hear  a  blood  pressure.'  The  Director  of  Clinical 
Management  also  stated  that  the  LPN  did  report 
the  blood  pressure  issues  to  the  physician  and  - 
referred  to  the  late  entry  note  dated  12/17/08. 
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2.  Patient  #  1  was  admitted  to  the  agency  on  . 
11/26/08  with  a  primary  diagnosis  of  urinary.tract 
infection  and  secondary  diagnoses  of  C-5  -  C-  7 
quadriplegia  and  neurogenic  bladder  and  bowel. 
Evidence  is  lacking  that  the  skilled  nurse  reported 
changes  in  the  patient's  condition  which  resulted 
in  an  emergency  room  visit  for  bronchitis  and  a 
urinary  tract  infection. 

Specifically: 

-  On  12/12/08,  the  LPN  documented  patient  had 
a  temperature  of  99.1,  and  had  a  blister  on  the 
left  heef  which  was  not  previously  noted  and  was 
covered  with  a  Band-Aid.  There  was  no  call  to  the 
physician  to  report  the  patient's  low  grade 
temperature  and  new  blister. 

-  On  12/20/08  the  skilled  nurse  again 
documented  that  the  patient  was  having  a  low 
grade  temperature,  dizziness  and  nausea  and 
vomiting.  According  to  the  patient's  mother,  the 
patient  was  in  the  emergency  room  on  12/17/08 
and  12/18/08.  The  skilled  nurse  failed  to  contact 
the  physician  to  discuss  any  changes  in  the  plan 
of  care  as  a  result  of  the  hospital  visits,  or  to 
report  the  low  grade  temperature,  nausea  and 
vomiting  and  dizziness. 

As  a  result,  the  hospital  records  show  that  the 
patient  was  also.seen  in  the  emergency  room  on 
12/22/08  which  resulted  in  the  patient  being 
placed  on  antibiotics  for  symptoms  of  a  urinary 
tract  infection  and  green  sputum  caused  by 
bronchitis. 

The  skilled  nurse  visited  the  patient  on  12/24/08 
and  documented  "patient  states  on. antibiotic  not 
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Continued  From  page  58 
sure  what".  The  skilled  nurse  then  wrote  out 
Vantin  200  mg  2  tabs  2  times  a  day.  The  skilled 
nurse  relied  on  the  patient's  information,  there  is 
no  evidence  that  the  skilled  nurse  reviewed  the 
prescription  bottle.  The  skilled  nurse  failed  to 
report  that  the  patient  had  been  seen  in  the 
emergency  room  and  confirm  the  medication  : 
change  or  discussed  an  updated  plan  of  care 
following  the  emergency  room  visit. 

This  record  was  reviewed  with  the  Supervising 
Nurses  and  the  acting  Administrator  on  02/03/09. 
No  further  information  was  provided  regarding  the 
plan  of  care. 

3.  Patient  #6  was  admitted  to  the  agency  on 
1 1/20/08  with  a  primary  diagnosis  of  after  care 
following  a  total  hip  replacement  arid  secondary 
diagnoses  of  type  II  diabetes,  ulcer  of  the  heel 
and  midfoot  and  hypertension.  Although  the 
skilled  nurse  documented  that  she.  contacted  the 
physician  following  the. initial  nursing  assessment 
on  1 1/20/08,  evidence  is  lacking  that  she 
informed  the  physician  of  the  following  abnormal 
findings: 

-  wheezing  throughout  his  lung  fields,  a  loose 
cough 

-  can  only  ambulate  1 0  feet  without  becoming 
fatigued  and  short  of  breath  with  ambulating  less 
than  20  feet. 

-  confusion  during  the  day  and  night  but  not 
constantly 

-  requires  assistance  to  groom,  dress,  upper  and 
lower  body,  bathe,  toilet,  and  ambulate 

-  patient's  wife  is  overwhelmed  with  the  patient's 
care 

Additionally,  evidence  is  lacking  that  the  skilled 


G  164 


ORM  CMS-2567(02-99)  Previous  Versions  Obsolete 


Event  ID:STEN11 


Facility  ID:  3972 


If  continuation  sheet  Page  59  of  87 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  &  MEDICAID  SERVICES 


PRINTED:  05/06/2009 
FORM  APPROVED 
OMB  NO.  0938-0391 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1) '  PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


337255 


(X2)  MULTIPLE  CONSTRUCTION 
A.  BUILDING 


B.  WING 


(X3)  DATE  SURVEY  ■ 
COMPLETED 

C 

04/15/2009 


NAME  OF  PROVIDER  OR  SUPPLIER 

GENTIVA  HEALTH  SERVICES  LIVERPOOL 


STREET  ADDRESS,  CITY,  STATE,  ZIP  CODE 
.  200  ELWOOD  DAVIS  ROAD 
LIVERPOOL,  NY  13088 


(X4)  ID 
PREFIX 
TAG 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


ID 
PREFIX 
TAG 


.PROVIDER'S  PLAN  OF  CORRECTION  ■ 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


:  (X5) 
COMPLETION 
DATE 


G  1.64  Continued  From  page  59 

nurse  reported  the  following  changes  in  the 
patient's  condition  as  documented  in  the  ■ 
11/26/08,  skilled  nursing  assessment  visit. 

-  weight  1 30  pounds  -  representative  of  a  6 
pound  weight  loss  in  6  days.  The  nurse  failed  to 
assess  the  patient's  appetite,  food  and/or  fluid 
intake  and  report  to  the  physician. 

-  abnormal  respiratory  assessment  which 
included  an  assessment  "rhonchi  right  and  left". 

-  if  the  care  giver  continued  to  be  overwhelmed 
with  the  patients  care: 


The  very  next  morning,  on  1 1/27/08,  the  patient's 
condition  deteriorated  to  the  point  that  the 
patient's  wife  contacted  the  on-call  nurse  who 
visited  the  patient  and  arranged  for  the  patient 
admission  to  the  hospital, 

A  review  of  the  hospital  record  documented  that . 
"the  patient  was  admitted  with  shortness  of  breath, 
wheezes  and  crackles  throughout  his  lung  fields. 
The  patient  also  reported  to  the  emergency  room 
physician  that  his  symptoms  started  2-3  days 
ago. 

This  record  was  reviewed  with  the  acting 
Administrator  and  Supervising  Nurses  on 
02/03/09.  No  further  information  was  provided. 

4.  Patient  #  30  was  admitted  to  the  agency  on 
1 1/29/08  with  a  primary  diagnosis  of  non-heaiing 
surgical  wound  and  secondary  diagnoses  of 
insulin  dependent  diabetes,  hypertension,  chronic 
bronchitis,  long  term  use  of  anticoagulant  and 
therapeutic  drug  monitoring.  The  plan  of  care 
dated  11/29/08,  stated  skilled  nursing  visits  1  to  3 
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times  a  week  for  3  weeks  then  2  times  a  month  to 
assess  pain  and  medication  effectiveness,  the 
plan  also  stated  that  the  physician  ordered  4  pain 
medications:  Fentanyl  patch,  Methadone,  Lyrica, 
and  a  Lidoderm  patch. 

The  skilled  nurse  failed  to  report  the  patient's 
ineffective  pain  management  regimen  to  the 
physician,  resulting  in  the  patient  experiencing  . 
uncontrolled  pain  from  1 1/29/08  to  01/06/09. 

Specifically,  the  skilled  nurse  visited  the  patient  7 
timesbetween  1 1/29/08  and  01/06/09  and 
documented  that  the  patient  had  a  pain  intensity 
of  1 0  on  a  scale  of  0  to  1 0.. 

Evidence  is  lacking  that  the  skilled  nurse 
assessed  the  patient's  consistent  use  of  pain 
medication  as  ordered  and  failed  to  report  the 
patient's  uncontrolled  pain  to  the  physician. 

This  record  was  reviewed  with  the  acting 
Administrator  and  Supervising  Nurses  on. 
02/04/09.  No  further  information  was  provided. 
484.30  SKILLED  NURSING.SERVICES 


This  CONDITION  is  not  met  as  evidenced  by: 
o  Failure  to  ensure  that  skilled  nurses  are 
instructed  and  adequately  trained  to  perform 
comprehensive  nursing  assessments  which 
identify  each  patient's  individual  needs.  Nursing 
assessments  are  incomplete  and  do  not 
consistently  reflect  the  patient's  baseline  status. 
SeeG171 

o  Failure  to  consistently  reevaluate  the  patient's 
condition.  See  G 172 
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o  Failure  to  coordinate  care  and  services.  See 
G143.G144 

o  Failure  to  ensure  that  skilled  nurses  receive 
adequate  training  to  ensure  competency  in  the 
skills  necessary  to  implement  each  patient's  plan 
of  care!  See  G 140 

The  cumulative  effect  of  these  systemic  issues 
related  to  the  assessment  process  resulted  in 
negative  outcomes  for  seven  patients:  #  1,  2,  6, 
26,  27,  30,  37  and  the  potential  for  negative 
outcomes  for  the  agency's  patient  population. 
484.30(a)  DUTIES  OF  THE  REGISTERED 
NURSE 

The  registered  nurse  makes  the  initial  evaluation 
visit. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  38  clinical  records  for 
patient's  admitted  to  the  agency  by  a  registered 
nurse  (Patients  #  1-10,  12-27,  30-41)  ,  and 
interviews  with  the  acting  Administrator 
Supervising  Nurses  and  agency  staff,  evidence  is 
lacking  in  19  records  that  the  initial  pursing 
assessment  is  of  sufficient  scope  that  it  identifies 
the  needs  of  the  patient.  Patients  #  1 ,  2,  5,  6,  7,  8, 
9,  12,  15,  19,  24,  27,  30,  31,  33,  37,  38,  39,  40. 

Failure  to  ensure  that  a  complete  and  accurate 
initial  nursing  assessment  is  developed  has  led  to 
the  failure  of  the  skilled  nurse  to  develop  a  plan  of 
care  to  meet  the  patient's  needs  has  the  potential, 
for  negative  outcomes  for  the  agency  patient 
population.  ■ 
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OASIS  training  classes  are  provided 
monthly;  this  is  training  in  how  to  assess 
the  patient  and  complete  an  OASIS 
assessment.  From  this  assessment  how 
to  identify  patient  needs  and  create  a 
POC.  It  is  provided  to  new  and  current 
;  clinicians  needing  to  review  the  OASIS 
assessment  and  creating  the  POT. 

Team  audit  process; 
As  part  of  the  quarterly  comprehensive 
record  audit  each  month  7TJ%  of  that  team's 
census  will  be  reviewed  by  a  MCP/designee. 
The  team's  audit  scores  will  be  reviewed  at 
the  monthly  record  review  meeting  and 
recommendations  for  improving  areas  below 
benchmark  will  be  discussed.  The  MCP  is 
on  the  committee  and  has  the  accountability 
that  her  teams  audit  scores  and 
documentation  is  compliant. 

Peer  review  process: 

The  MCP/designee  on  each  team  will 
assign  2  charts  to  be  reviewed  each  quarter 
by  each  RN/PT.  The  outcome  of  the  peer 
reviews  (part  of  the  comprehensive  chart 
audits  and  integrated  into  that  statistic)  will 
be  discussed  at  the  monthly  team  meetings. 

Each  monthly  statistics  are  compiled  into  the 
quarterly  statistic  presented  at  the  quarterly 
PAC  meetings. 


The  Administrator/DPS  is  responsible  for 
audits  to  be  completed  and  documentation 
shows:com'pliance. 
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Continued  From  page  62 
1 .  Patient  #  1  was  admitted  to  the  agency  on 
1 1/26/08  with  a  primary  diagnosis  of  urinary  tract 
infection  and  secondary  diagnoses  of  C-5  -  C-  7 
quadriplegia  and  neurogenic  bladder  and  bowel. 
The  initial  assessment  documented  that  the 
patient  had  a  history  of  emergent  care  due  to 
symptoms  related  to  autonomic  dysreflexia,  a  life 
threatening  condition  associated  with  a  his  spinal 
cord  injury,  which  includes: 

high  blood  pressure, blurred  visions,  pounding  . 
headache,  nasal  stuffiness, flushed  face,  red 
blotching  on  chest,  sweating  above  level  of  injury, 
goose  bumps,  cool,  clammy  skin,  nausea,  and 
feeling  anxious 

The  initial  nursing  assessment  failed  to  include  an 
assessment  of: 

-  the  patient/caregiver's  knowledge  and 
treatment  of  symptoms  of  autonomic  dysreflexia. 

-  how  care  would  be  provided  when  the  patient's 
mother  was  working. . 

-  assessment  patient's  actual  functional 
limitations.  Specifically,  the.skilled  nurse 
documented  that  the  patient  has  "upper  extremity 
strength",  however,  the  skilled  nurse  failed  to 
assess  the  patient's  use  of  a  wheelchair,  and  the 
patient's  ability  to  transfer. 

-  the  patient's  safety  related  to  the  ability  to  leave 
the  home  in  case  of  an  emergency.  The  skilled 
nurse  failed  to  assess  if  the  patient  had  an 
emergency  plan  and  if  the  patient  could  safely  get 
out  of  the  home  in  case  of  a  fire. 

-  who  is  responsible  for  emptying  the  urinary 
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PROVIDER'S  PLAN  OF  CORRECTION  , 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED"  TO  THE  APPROPRIATE 
'  DEFICIENCY) 


The  MCP  reviews  100%  of  the  SOC 
Assessment  and  the  POC.  In  addition 
case  conferences  occur  at  the  SOC, 
resumption  of  care,  recertification,  and 
prior  to  discharge.  Case  conferences 
occur  with  wound  care  patients  and  wit 
;  changes  in  the  patient's  condition. 
Evidence  of  these  conferences  will  be 
present  in  the  medical  record. 

In  addition  the  review  of  the  assessments 
and  POT  by  the  MCP  as  part  of  the 
supervision  of  their  field  staff  now  will  be 
measured  by  individual  team  audit  scores. 
The  MCP  will  be  measured  by  the  team's 
over-all  score.  They  will  meet  with  the 
DCM/designee  monthly  to  review  their 
audit  scores.  Those  MCP  teams  where 
documentation  needs  improvement  the 
MCP  will  be  responsible  to  work  with  their 
field  staff  to  make  sure  compliance  is 
obtained.  If  the  audits  continue  to  show 
non-compliance  the  clinician  and  the  MCP 
will  be  disciplined  by  the  DCM/designee 
up  to  and  including  termination.  The  audits 
will  be  on-going  to  ensure  on-going . 
compliance. 
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catheter  collection  bag  at  least  daily. 

-  specifics  related  to  the  implementation  of  the 
bowel  program  2-3  times  a  week  by  the  mother, 
including  the  mothers  ability  and  availability  to 
perform.  '"        '  . 

-  how  the  patient's  personal  care  needs  would  be 
met..  Specifically,  the  skilled  nurse  documented 
that  the  patient  was: 

-  totally  dependent  for  grooming 

-  totally  dependent  for  dressing  upper  and 
lower  body 

-  unable  to  use  the  shower  or  tub 

-  totally  dependent  for  toileting 

-  the  patient's  ability  to  transfer  was  unknown 
and  not  assessed 

-  unable  to  ambulate  uses  a  wheelchair  but  is 
able  to  wheel  self  independently 

-  unable  to  plan  and  prepare  meals,  do  laundry, 
or  housekeeping 

This  record  was  reviewed  with  the  Supervisory 
Nurse  and  the  Administrator  on  02/02/09.  No 
information  regarding  the  above  findings  was 
provided.. 

2.  Patient  #  1 5  was  admitted  to  the  agency  on 
12/22/08  with  diagnoses. of  Parkinson's  disease 
and  constipation.  Evidence  is  lacking  that  the 
initial  nursing  assessment  is  of  sufficient  scope  to 
identify  the  patient's  needs  as  follows: 


G  171 
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The  MCP  staff  will  increase  their  field 
supervision  with  their  field  staff  especially 
those  with  poor  quality  of  documentation 
care  coordination  and  difficult  to  serve 
patient,  patients/care  given;  who  hqve 
voiced  a  compliant.  4~%CjC 

The  Administratorwill  have  coSere^ce^ 
calls  with  the  MCP  bi-weekly  and  meet  in 
person  with  the  MCP  staff  the  other 
weeks.  This  will  be  to  review  progress  of 
the  plan  of  correction,  audit  scores, 
educational  needs,  outcome  of  orientation 
case  loads  and  complaints,  incidents  and  ' 
any  other  issues/concerns  or  needs  the 
MCP  staff  has. 

The  Administrator  has  the  over-all 
accountability  of  the  compliance  with 
these  standards. 


-  the  patient  has  an  admitting  diagnosis  of 
constipation  and  informed  the  skilled  nurse  during 
the  assessment  visit  that  she  did  not  have  a 
bowe!  movement  for  6  days  after  discharge  from 
the  hospital  on  12/16  to  12/22/08.  The  skilled 
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Continued  From  page  64  . 
nurse  failed  to  assess  the  patient's  usual  bowel 
pattern,  the  current  use  of  bowel  preparations  to 
ensure  regular  bowel  movements,  and  no 
evidence  of  teaching  regarding  when  to  notify  the 
nurse  and/or  physician.  . 

-  the  skilled  nurse  documented  that  the  patient 
should  use  an  enema  or  suppository  if  no  bowel 
movement  in  3  days.  The  plan  of  care  does  not 
include  orders  for  an  enema  or  any  type  of 
suppository.  Additionally,  the  skilled  nurse  failed 
to  assess  the  patient's  ability  to  self  administer 
the  enema  or  suppository. 

-  the  skilled  nurse  documented  that  the  patient 
lives  alone  and  has  the  following  deficits  in  the 
performance  of  activities  of  activities  of  daily 
living: 

-  someone  must  put  on  undergarments,  slacks, 
socks  and  shoes  ' 

-  unable  to  use  the  shower  or, tub  and  is  bathed 
in  bed  or  bedside  chair 

-  transfers  and  ambulates  with  an  assistive 
device 

-  unable  to  prepare  light  meals 

-  unable  to  do  any  laundry  and  housekeeping 
due  to  physical  limitations 

The  skilled  nurse  failed  to  recognize  the  need  for 
home  health  aide  assistance  and  did  not  develop 
a  plan  to  meet  the  patient's  personal  care  needs. 

The  record  was  reviewed  with  the  acting 
Administrator  on  02/03/09.  No  further  information 
was  provided. 

3.  Patient  #'5  was  admitted  to  the  agency  on 
12/26/08  with  a  primary  diagnosis  of  acute  renal 
failure  and  secondary  diagnoses  of  insulin 
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dependent  diabetes,  hypertension, 
hypothyroidism,  diabetic. neuropathy  and  sleep 
apnea.  Evidence  is  lacking  that  the  initial  nursing 
assessment  is  of  sufficient  scope  that  the 
patient's  current  needs  are  identified  and  an 
adequate  plan  of  care  is  developed  to  meet  those 
needs  as  follows: 

-  the  skilled  nurse  documented  that  the  patient 
had  decreased  mobility  and  endurance,  however, 
failed  to  assess  the  the  patient's  specific 
functional  deficits. 

-  the  skilled  nurse  failed  to  observe  the  patient's 
lower  extremities  for  skin  breakdown  and/or 
edema.  Specifically,  the  skilled  nurse 
documented  "client  states  she  no  longer  has 
ulcers  or  edema  on  her  legs  with  the  bilateral  leg  . 
wraps".. 

-  the  patient  has  a  left  upper  arm  fistula  for 
hemodialysis, .the  skilled  nurse  failed  to  ensure 
that  the  fistula  is  functional  by  auscultating  a  bruit 
or  palpating  a  thrill. 

-  the  skilled  nurse  documented  the  following 
deficits  in.  performing  personal  care: 

>  totally  dependent  for  grooming 

-  totally  dependent  for  dressing  lower  body 

-  requires  assistance  or  supervision  to  use  the 
shower  or  tub 

-  unable  to  transfer  self  but  is  able  to  bear 
weight  or  pivot 

-  unable  to  plan  and  prepare  meals,  do  laundry, 
or  housekeeping 

Although  the  skilled  nurse  identified  the  need  for 
a  home  health  aide  3  days  a  week.  Evidence  is 
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lacking  that 'patient  ever  received  home  health 
aide  services  to  meet  her  needs  and  there  was  no 
indication  in  the  initial  nursing  assessment  why 
services  would  not  be  provided. 

The  above  findings  were  reviewed  with  the 
Supervising  Nurses  and  Administrator  on 
01/26/08.  During  the  review,  the  surveyor 
questioned  the  discrepancy  between  the  initial 
assessment  and  the  subsequent  plan  of  care 
which  lacks  home  health  aide  service.  The 
Supervising  Nurse  stated  that  the  patient  was 
aware  that  "insurance  doesn't  cover  home  health 
aide".  There  was  no  assessment  of  how  the 
patient's  needs  would  be  met  without  home  health 
aide  service. 

484.30(a)  DUTIES  OF  THE  REGISTERED 
NURSE  ' 

The  registered  nurse  regularly  re-evaluates  the 
patients  nursing  needs. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  38  clinical  records  for 
patients  receiving  skilled  nursing. services 
(Patients*  1-10,  12-27,  30-41),  and  interviews 
with  the  acting  Administrator  and  Supervising 
Nurses,  evidence  is  lacking  in  20  records  that 
skilled  nursing  reassessments  are  of  sufficient 
scope  to  identify  changes  in  the  patient's 
condition  which  may  require  re-evaluation  and/or 
modification  in  the  plan  of  care.  Patients  #  1,2, 
5,  6,  8,  9,  10,  15,  16,  19,  20,  21,  22,  23,  26,  27,  . 
30,31,32,41. 

Failure  to  ensure  that  skilled  nursing 
reassessments  are  of  sufficient  scope  to  identify 
changes  in  the  patient's  condition  has  led  to 
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negative  patient  outcomes  for  patients  #  6,  26, 
30,  37  and  the  potential  for  negative  outcomes  for 
the  agency  patient  population. 


1 .  Patient  #26  was  admitted  to  the  agency  on 
12/10/2004  with  diagnoses  of  Alzheimer's  disease 
and  urinary  incontinence  requiring  an  indwelling 
urinary  catheter.  The  plan  of  care  for  the 
certification  period  11/1 9/08  to  01/17/09  stated 
skilled  nursing  visits  one  (1)  time  a  month  for  2 
months  to  assess  the  patient  and  change  the 
foiey  catheter,  and  home  health  aide  visits  3 
times  a  week  for  1  week,  then  5  times  a  week  for, 
7  weeks. 

Evidence  is  lacking  that  the  skilled  nurse 
recognized  changes  in  the  patient's  condition,  that 
required  immediate  medical  intervention,  and 
reported  these  changes  to  the  physician.  The 
patient's  condition  worsened  to  the  point  that  2 
days  following  a  skilled  nursing  visit,  the  patient 
was  transported  to  the  emergency  room  and  died. 

The  skilled  nurse  failed  to  recognize  that  the 
elevation  in  heart  rate  and  darker  urine  may  be 
related  to  dehydration  and  require  additional 
assessment  of  the  patient's  mucous  membranes 
and  skin  turgor. 

Specifically,  on  1 1/28/08  and  12/01/08;  the  skilled 
nurse  visited  the  patient  and  documented  that  the 
patient  had  an  increased  heart  rate  and  dark 
amber  urine,  there  is  no  evidence  that  the  skilled 
nurse  assessed  the  patient's  fluid  intake,  skin 
turgor  or  mucous  membranes  of  the  mouth 
related  to  dehydration. 

On  12/01/08,  at  7:30  pm  the  skilled  nurse  (who 
was  on-cali)  received  a  call  from  the  patient's 
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Continued  From  page  68 
husband  stating  that  the  patient  would  not  wake 
up.  The  skilled  nurse  visited  the  patient  and 
documented  that  the  patient's  heart  rate  was  1 04 
bpm.  and  she  was  responsive  only  to  tactile 
stimuli  by  opening  her  eyes,  (During  previous  . 
visits  from  07/02/08  to  1  i/14/08,  the.  patient  was 
alert  but  non-verbal).  The  skilled  nurse  also 
documented  that  the  patient's  urine  output  was 
very  low  at  150  cc  amber  urine  from  11  am  to 
7:30  pm.  The  skilled  nurse  documented  that  she 
attempted  to  contact  the  physician  but  was 
unable  to  reach  him.  At  the  bottom  of  the 
12/01708  skilled  nursing  visit  note,  the  skilled 
nurse  documented  that  on  12/02/08  she  called 
the  physician. and  spoke  to  a  nurse.  The  skilled 
nurse  failed  to  document  the  details  of  what  was 
.discussed  with  the  physician's  nurse. 

The  skilled  nurse  failed  to  conduct  a  visit  until  2 
days  later  on  12/04/08  at  9:00  am.  During  the 
visit,  the  skilled  nurse  documented  a  blood 
pressure  of  74/64,  noted  that  the  blood  pressure 
was  low  because  of  a  "poor  blood  pressure  cuff  fit 
and  that  the  patient's  urine  output  was  200  cc  and 
contained  flecks  of  red.  The  skilled  nurse  did  not 
identify  the  last  time  the  urine  collection  bag  was 
emptied.  The  skilled  nurse  documented  that  she 
reported  the  patient's  bipod  pressure,  blood  in 
urine  and  decreased  urine  output.  There  was  no 
-response  from  the  physician  documented  and  no 
evidence  that  the  skilled  nurse  recognized  the 
need  to  immediately  reassess  the  patient's  blood 
pressure  with  a  different  blood  pressure  cuff  to 
ensure  accuracy  of  the  blood  pressure  or  to  send 
the  patient  to  the  hospital  for  emergent  care.  The 
skilled  nursing  failed  to  reassess  the  patient  until 
4  days  later  on  12/08. 

On  12/08/08,  the  skilled  nurse  documented  the 
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following  inconsistent  findings:  the  nurse 
documented  that  the  patient  was  unresponsive, 
and  that  she  was  being  fed  by  her  husband.  The 
skilled  nurse  failed  to  assess  the  patient's  intake, 
skin  turgor,  mucous  membranes  or  urine  output 
related  to  determine  if  the  patient  had  increased 
symptoms  of  dehydration  and  failed  to  recognize 
the  seriousness  of  the  patient's  worsening 
symptoms.  Additionally,  the  skilled  nurse  failed  to 
report  the  patient's  decreased  responsiveness  to 
the  Supervising  Nurse  or  the  physician. 

The  skilled  nurse  failed  to  recognize  the  need  for 
an  assessment  by  a  registered  nurse  and 
assigned  a  licensed  practical  nurse  (LPN)  to 
reassess  the  patient.  This  resulted  in  the  patient 
never  being  assessed  by  an  RN  again  and  not 
being  visited  by  the  LPN  until  4  days  later  on 
12/12/08.  ' 

On  12/12/08,  at  4:45  pm,  the  LPN  visited  the 
patient  and  documented  that  the  patient  was 
unresponsive,  urine  was  dark  amber,  had  a 
temperature  of  99.1  and  that  she  was  "unable  to 
hear"  the  patient's  blood  pressure.  There  was  no 
evidence  that  the  skilled  nurse  contacted  the 
physician  during  the  visit  and  failed  to  report  the 
patient's  condition  to  the  RN  case  manager  or  the 
Supervising  Nurse  and  pursue  emergent  care  for 
the  patient. 

On  12/16/08,  the  home  health  aide  documented 
that  patient  was  transported  to  the  hospital 
ambulance  and  died. 

This  record  was  reviewed  with  the  Director  of 
Clinical  Management  and  Administrator  01/14/09.' 
The  Director  of  Clinical  Management  stated  that 
the  agency  reviewed  the  circumstances 
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surrounding  the  patient's  death  and  found  no 
significant  issues  with. the  nursing  care.  The 
Director  of  Clinical  Management  also  stated  that 
the  LPN  reported  the  blood  pressure  issues  to  the 
physician  and  referred  to  the  iate  entry  note  dated 
12/17/08.  The  skilled  nurse  documented  in  the 
late  entry  note  dated  12/17/08:  "spoke  to  the 
nurse  at  MD  office,  unable  to  hear  blood  pressure 
at  this  time  VS  otherwise  stable  no  change  in 
orders  given". 

As  a  follow-up  to  the  clinical  record  review,  the 
surveyor  contacted  the  physician's  office  on 
02/25/09  at  2:30  pm  to  verify  the  information 
provided  by  the  LPN  in  the  late  entry  note.  The 
nurse  at  the  physician's  office  informed  the 
surveyor  that  they  had  no  record  of  a  call  from 
this  agency  on  12/12/08  and  told  the  surveyor  that 
"if  they  (the  MD  office)  had  received  that 
information  (unable  to  hear  a  blood  pressure) 
they  would  have  requested  another  visit  be 
completed  and  that  they  would  have 
documentation  of  the  call". 

This  information  was  shared  with  the  acting 
Administrator  on  03/1 6/09.  No  further  information 
was  provided. 

2.  Patient  #6  was  admitted  to  the  agency  on 
1 1/20/08  with  a  primary  diagnosis  of  after  care 
following  a  total  hip  replacement  and  secondary 
diagnoses  of  type  II  diabetes,  ulcer  of  the  heel 
and  midfoot  and  hypertension.  The  plan  of  care 
dated  1 1/20/08  to  01/28/09  stated  skilled  nursing 
visits  twice  a  week  to  perform  PT/INRs,  (a  blood 
test  to  determine  blood  clotting  time),  make 
Coumadin  adjustments,  check  pedal  pulses  every 
visit,  assess  wound  care  to  the  left  heel  that  the 
spouse  is  to  perform  daily,  monitor  glucometer 
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readings,  that  the  patient  independently  records 

twice  a  day. 

Failure  to  recognize  the  needs  of  the  patient  and 
provide,  an  adequate  skilled  nursing  assessment 
resulted  in  patient  hospitalization  as  follows. 

During  the  skilled  nursing  visit  completed  on 
1 1/26/08,  at  9:25  am  the  skilled  nurse  failed  to 
perform  an  adequate  assessment  of  the  patient. 
Specifically,  the  skilled  nurse  documented  the 
following: 
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-  weight  130  pounds  -  representative  of  a  6 
pound  weight  loss  in  6  days.  The  nurse  failed  to 
assess  the  patient's  appetite,  food  and/or  fluid 
intake  or  signs  and  symptoms  of  dehydration 
such  as  skin  turgor  or  dry  lips. 

-  respiratory  assessment  included  an 
assessment  of  breath.sounds  of  rhonchi  right  and 
left  -  the  nurse  failed  to  document  if  the 
assessment  includes  ail  lung  fields.  The  skilled 
nurse  documented  that  the  patient  "denies 
shortness  of  breath"  however,  failed  to  assess  the 
patient's  respiratory  status  on  exertion. 

-  assessment  the  caregivers  ability  to  provide 
care  for  the  patient  following  the  initial  caregiver 
assessment  which  states  that  the  caregiver  is 
overwhelmed. 

At  06:42  am  on  1 1/27/08,  the  patients  condition 
deteriorated  to  the  point  that  the  patient's  wife 
contacted  the  on-call  nurse  who  made  a  home 
visit  and  documented  the  following  assessment 
resulting  in  the  patient's  hospitalization: 

-  elevated  heart  rate  of  1 12  and  a  rapid 
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respiratory  rate  of  40  with  exertion 

-  shortness  of  breath  with  minimal  exertion 

-  thick  yellow  sputum  from  a  productive  cough 

-  that  the  patient's  iips  were  dry, cracked  and  his 
mouth  was  dry 

-  poor  skin  turgor,  patient  not  drinking  adequately 

Based  on  this,  assessment  the  patient  was  sent  to 
the  emergency  room.  A  review  of  the  hospital 
admission  record  confirmed  that  the  patient  was 
admitted  with  shortness  of  breath  and  wheezes 
and  crackles  throughout  his  lung  fields,  and  that 
these  symptoms  began  2  to  3  days  earlier. 

The  patient  was  discharged  from  the  hospital  on 
12/19/08  with  a  new  diagnosis  of  aspiration 
pneumonia  requiring  a  percutaneous  endoscopic 
gastric  (PEG)  tube  for  enteral  feeding  and  biood 
sugar  testing. 

On  12/20/08,  the  skilled  nurse  visited  the  patient, 
however  failed  to  provide  an  adequate 
assessment  of  the  patient  post  hospitalization: 
Specifically:  - 

-  the  skilled  nurse  documented  that  the  patient  • 
has  a  PEG  tube  there  is  no  assessment^  the 
skin  at  the  insertion  site  of  the  PEG  tube  or  the 
interventions  to  clean  the  PEG  tube  insertion  site. 

-  the  skilled  nurse  failed  to  assess  who.would 
perform  blood  sugar  testing.  Specifically,  the    . . 
skilled  nurse  documented  that  the  patient's  blood 
sugar  should  be  tested  twice  a  day,  however,  .the 
patient  could  not  test  his  blood  sugars  and  the 
patient's. wife  refused. 

-  the  skilled  nurse  documented  that  the  patient's  . 
medications  are  administered  by  the  spouse  via 
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the  PEG  tube  however,  there  is  no  evidence  of 
medication  review  to  ensure  that  all  of  the 
patient's  medications  can  be  administered  . 
through  the  PEG  tube,  that  the  patient's  wife  was 
observed  administering  the  medications  or 
flushing  the  PEG  tube. 

This  record  was  reviewed  with  the  acting 
Administrator  and  the  Supervising  Nurses  on 
02/03/08.  The  Supervising  Nurses  were  unaware 
that  the  assessment  and  subsequent  plan  of  care 
were  incomplete. 

.3.  Patient  #37  was  admitted  to  the  agency  on 
1 1/06/08  with  a  primary  diagnosis  of  congestive 
heart  failure  and  secondary  diagnoses  of  type  II 
diabetes  and  hypertension.  The  patient  resided  in 
an  aduit  home  where  she  received  24  hour 
supervision  and  assistance  with  medications. 
The  plan  of  care  includes:  skilled  nursing  visits 
twice  a  week  the  first  week;  3  times  a  week  for  1 
week  2  times  a  week  for  2  weeks  then  1  time  a 
week  for  5  weeks  to  assess  cardiovascular  status 
every  visit,  including  VS  (vital  signs)  and  edema 
measurements.  The  plan  of  care  also  included  a 
Physical  Therapy  evaluation. 

The  skilled  nurse  documented  changes  in  the 
patient's  condition  between  11/06/08  and 
01/02/09  including  reports  of  chest  pain, 
medication  changes,  and  weight  fluctuations 
related  to  fluid  retention.  Despite  these  significant 
changes  in  condition,  the  skilled  nurse  made  a 
decision  to  discharge  this  medically  unstable 
patient  from  the  agency  and  the  patient  expired  8 
days  later. 

The  following  documentation  is  evidence  of  the 
skilled  nurse's  failure  to  recognize  and  assess 
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changes  in  the  patient's  condition  during  skilled 

nursing  visits. 

On  1 1/18/08,  the  skilled  nurse  documented  that 
the  patient  had  an  increase  in  lower  extremity 
edema  and  that  she  left  a  message  at  the 
physician's  office  to  report  this.  There  is  no 
evidence  of  a  response  received  from  the 
physician's  office  and  a  no  subsequent  skilled 
nursing  visit  was  planned  or  completed  until  8 
days  later  on  11/26/08. 

During  the  skilled  nursing  assessment  visit  on 
1 1/26/08,  the  skilled  nurse  failed  to  assess  the . 
patient's  weight,  edema  and  current  medications. 
The  surveyor  reviewed  the  aduit  home  case 
management  notes  dated  1 1/24/08,  which  stated 
that  the  physician  had  ordered  an  extra  diuretic 
(Lasix)  to  be  given  for  3  days.  There  is  no 
evidence  that  the  skilled  nurse  assessed  the 
patient's  medication  regimen,  and  identified  this 
change  in  the  patient's  medication. 

The  next  skilled  nursing  visit,  was  conducted  on 
1.1/28/08.  The  skilled  nurse  noted  a  weight  gain 
of  9  pounds  and  significant  increases  in  the  leg 
measurements.  Again  the  skilled  nurse 
documented  that  she  notified  the  physician  of  the 
patient's  increased  weight  however,  there  was  no 
follow-up  by  the  RN  until  5  days  later  on  12/03/08 
and  no  response  from  the  physician  was  noted. 

On  12/03/08,  the  skilled  nurse  visited  the  patient 
and  documented  that  the  patient  complained  of 
urinary  frequency  and  left  shoulder  pain.  There  is 
no  evidence  that  this  was  reported  to  the 
physician  and  no  foilow-up  of  the  patient's 
symptoms  during  the  next  skilled  nursing  visit  7 
days  later  on  12/10/08. 
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On  12/10/08,  the  skilled  nurse  visited  the  patient, 
and  failed  to  adequately  assess  the  patient's 
urinary  symptoms  which  were  documented,  during 
the  12/03/08  visit.  The  skilled  nurse  also  failed  to 
review  the  patient's  medications  and  identify  that 
the  patient  was  started  on  an  antibiotic  for 
symptoms  of  a  urinary  tract  infection  on  12/04/08. 
This  information  was  documented  in  a  case 
management  note  written  by  Adult  Home  staff 
and  dated  12/04/08. 

On  12/10,  12,  17,  21  /08,  the  skilled  nurse  visited 
the  patient  and  documented  changes  in  the 
patient's  condition  including  increased  weights 
and  edema  measurements  requiring  the  addition 
of  diuretics. 

Additionally,  during  the  1 2/24/08  the  skilled 
nursing  visit,  the  skilled  nurse  documented  patient 
complaints  of  chest  pain  radiating  down  the  left 
arm  2  days  earlier.  There  was  no  subsequent 
assessments  the  patient  until  9  days  later  on 
01/02/09. 

On  01/02/09  the  skilled  nurse  visited  the  patient 
and  failed  to  assess  the  following,  which- had 
previously  been  identified  as  patient  problems: 

-  an  edema  measurement. 

-  a  weight  measurement 

-  symptoms  of  chest  pain 

-  a  review  of  the  patient's  medications  and 
changes  that  have  occurred  prior  to  discharge. 

The  skilled  nurse  discharged  the  patient  without 
assessing  if  the  patient  was  stable  and  failed  to 
discuss  the  patient's,  discharge  with  the  physician 
and  or  the  Adult  Home  staff.  A  review  of  the 
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Additionally,  the  skilled  nurse  failed  to  assess  the 
following: 

-  skin  integrity.  Specifically,  during  the  initial 
nursing  assessment  dated  1 1/29/08,  the  skilled 
nurse  documented  that  the^patient  had  6  wounds: 
two  wounds  located  on  the  left  stump  and  4 
wounds  located  on  the  right  lower  extremity 
including  the  shin,  ankle  and  foot.  During  6  skilled 
nursing  visits  completed  between  12/03/08  and 
1/06/09  there  is  no  assessment  of  the  4  wounds 
located  on  the  right  lower  extremity: 

-  edema  of  the  right  lower  extremity.  The  initial 
nursing  assessment  indicates  that  the  patient  has 
a  history  of  right  lower  extremity  edema,  during 
skilled  nursing  visits  completed  between  12/03/08 
to  01/06/09,  there  is  no  assessment  of  the 
patients  right  lower  extremity  edema. 

This  record  was  reviewed  with  the  acting 
Administrator  and  the  Supervising  Nurses  on 
02/04/09. .  No  further  information  was  provided. 
484.52  EVALUATION  OF  THE  AGENCY'S 
PROGRAM 


This  CONDITION  is  not  met  as  evidenced  by: 
The  agency  failed  to  implement  a  program  which 
identifies  and  resolves  problems  associated  with 
quality  patient  care.  The  06/03/2008  Annual 
Program  Evaluation  for  2007  is  not  of  sufficient 
scope  to  identify  problem  areas  in  patient  care 
and  develop  mechanisms  for  resolutions. 
Specifically,  the  Annual  Program  Evaluation  failed 
to  ensure  and  evaluate  the  following: 

o  The  appropriateness,  effectiveness,  and 


G  172 


G242 


C3 


The  2008  annual  program  evaluation  will  be 
completed  by  members  of  the  governing 
body  the  AVP  of  Regulatory  Affairs,  the  VP 
of  Clinical  Operations  and  the  Administrator. 
This  will  be  reflected  in  the  minutes  of  the 
first  quarter  2009  PAC  meeting  which  will  be 
held  May  19th.  . 
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adequacy  of  agency  policies  and  procedures. 

G153 

o  The  adequacy  of  nursing  supervision  and 
supervision  of  paraprofessiona!  staff.  G140  . 

o  Qualifications  and  training  for  skilled  nursing 
staff  G140. 

o  The  effectiveness  of  case  management  and 
physician  notification/consultation.   G 143, 144  " 

o  The  accuracy  and  completeness  of  patient 
assessments  and  reassessments  G 171 

o  The  agency's  ability  to  develop  and  implement 
plans  of  care  which  address  each  patient's  needs 
and  assist  the  patient  in  reaching  established 
goals  G158,  159 

o  Quality  of  patient  care  G250 


The  cumulative  effect  of  these  systemic  problems 
related  to  the  agency's  annual  evaluation  resulted 
in  the  home  care- agency's  inability  to  ensure  the 
provision  of  quality  care  and  a  negative  outcome 
for  seven  patients:  #  1,  2,  6,  26,  27,  30,  37  and 
the  potential  for  negative  outcomes  for  the 
agency's  entire  patient  population. 
484.52  EVALUATION  OF  THE  AGENCY'S 
PROGRAM 

The  evaluation  assesses  the  extent  to  which  the 
agency's  program  is  appropriate,  adequate, 
effective  and 
efficient. 
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This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of:  the  agency's  06/03/08  • 
Annual  Program  Evaluation  for  2007  , 
Professional  Advisory  Committee  meeting 
minutes  for  2008,  and. trended  data  reports  from 
quarterly  clinical  record  reviews  for  2007  and 
2008,  evidence  is  lacking  the  Annual  Evaluation  is 
of  sufficient  scope  to  determine  the  extent  that 
the  agency's  services  and  policies  are 
appropriate,  adequate,  effective,  and  efficient. 


Evidence  is  lacking  the  Annual  Program 
Evaluation  for  2007  included  a  review  of  trended 
data  and  identified  specific  areas  in  need  of 
improvement..  Despite  the  fact  that  the  agency 
was  cited  by  the  New  York  State  Department  of 
Health  at  Condition  level  deficiencies,  including  a 
determination  of  Immediate  Jeopardy,  during  the 
1st  quarter  of  2007;  the  report,  which  is 
documented  on  a  Gentiva  corporate  form,  states 
services  are  appropriate,  adequate/effective  and 
efficient,  and  further  states  under  each  section 
"recommendations  None".  Page  9  of  the  Annual 
Evaluation  reads  as  follows:  "After  a  New  York 
State  Department  of  Health  Certified  Agency 
survey  in  the  1st  quarter  2007  which  found  this 
location  out  of  compliance  with  4  Conditions  of 
Participation,  referrals  were  slowed  down  in  order 
to  meet  the  Plan  of  correction  requirements  and 
staffing  needs.  We  need  to  slowly  and  carefully 
build  up  trained  staff  to  meet  the  needs  of  the 
patients  and  the  agency".  Page  12  states  "  1295 
+  100%  Start  of  Care  and  80%  ongoing  charts 
were  audited  until  7/07".  There  is  no  evidence 
that  the  results  of  these  audits  were  reviewed  or 
discussed  to  identify  areas  in  need  of. 
improvement  or  that  a  focused  action  plan  was 
developed  to  resolve  specific  problem  areas. 
There  is  no  basis  on,  or  process  by,  which  the 
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Continued  From,  page  80 
committee  made  a  determination  regarding  the 
adequacy,  effectiveness,  efficiency  and 
appropriateness  of  agency  services  and  policies. 

Failure  of  the  agency's  annual  evaluation  to 
accurately  determine  the  extent  that  the  program 
is  appropriate,  adequate,  effective  and  efficient 
has  resulted  in  negative  outcomes  for  seven 
patients:  #  1,  2,  6,  26,  27,  30,  37  and  has  the 
potential  for  agency  wide  unmet  patient  needs 
and  negative  patient  outcomes. 
484.52(a)  POLICY  AND  ADMINISTRATIVE 
REVIEW 

As  part  of  the  evaluation  process  the  policies  and 
administrative  practices  of  the  agency  are 
reviewed  to 

determine  the  extent  to  which  they  promote 
patient  care  that  is  appropriate,  adequate, 
effective  and  efficient. 


This  STANDARD  is  not  met  as  evidenced  by: 
See  G  245 

484.52(b)  CLINICAL  RECORD  REVIEW 

At  least  quarterly,  appropriate  health 
professionals,  representing  at  least  the  scope  of 
the  program,  review  a  sample  of  both  active  and 
closed  clinical  records  to  determine  whether 
established  policies  are  followed  in  furnishing 
services  directly  or  under  arrangement. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  the  agency's  Quality 
Improvement  Program,  Professional  Advisory 
Committee  (PAC)  meeting  minutes,  Governing 
Body  meeting  minutes  and  interviews  with. the 
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Policy  review  will  be  done  quarterly  as 
evidenced  on  the  minutes  of  the  quarterly 
PAC  meeting  minutes. 


Team  audit  process:  jt^/0 
As  part  of  the  quarterly  comprehensive 
record  audit  each  month  gf^jTof  that  team's 
census  will  be  reviewed  by  a  MCP/designee. 
The  team's  audit  scores  will  be  reviewed  at 
the  monthly  record  review  meeting  and 
recommendations  for  improving  areas  below 
benchmark  will  be  discussed.  TheMCPis 
on  the  committee  and  has  the  accountability 
that  her  teams  audit  scores  and 
documentation  is  compliant. 

Peer  review  process. 

The  MCP/designee  on  each  team  will 
assign  2  charts  to  be  reviewed  each  quarter 
byeachRN/PT.  The  outcome  of  the  peer 
reviews  (part  of  the  comprehensive  chart 
audits  and  integrated  into  that  statistic)  will 
be  discussed  at  the  monthly  team  meetings. 

Each  monthly  statistics  are  compiled  into  the 
quarterly  statistic  presented  at  the  quarterly 
PAC  meetings. 

The  Administrator/DPS  is  responsible  for 
audits  to  be  completed  and  documentation  , 
shows  compliance. 
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Agency  acting  Administrator  and  acting  Director 
of  Clinical  Services  (DOCS/DPS),  evidence  is 
lacking  the  agency's  Quality  Improvement  . 
program  identified  and  corrected  recurring 
systemic  agency  problems. 
Specifically:  .. 


-   There  is  no,  evidence  clinicians  representing 
all  services  provided  by  the  agency  have  been 
participating  in  the  record  review  process.  An 
interview  on  02/05/09'with  the  employee 
functioning  as  the  Quality  Improvement  Specialist 
until  02/04/09,  'confirmed  that  the  monthly  record 
audits  were  performed  by  the  clinical 
managers/supervisors.  She  stated  that  the 
agency  will  begin  integrating  therapy  and  social 
work  staff  into  the' process.  She  also  stated  the 
managers  develop  an  action  plan  and  present  it 
to  the  PAC  committee  quarterly. ' 

-■  There  is  no  evidence  that  monthly  clinical 
record  audits  include  both  open  and  closed 
clinical  records.  A  review  of  the  audit  tool  and 
the  trending  graphs  in  use  during  all  quarters  in  . 
2008  lack  evidence  of  an  audit  of  discharged 
records. 


-  Evidence  is  lacking  that  the  audit  tool  currently 
in  use  evaluates  quality  issues  with  respect  to 
comprehensive  assessment  and  case 
management  The  tool  evaluates  the  presence 
or  absence  of  forms. 

-  Evidence  is  lacking  that  the  agency  is 
developing  an  action  plan  to  address  and  resolve 
identified  areas  in  need  of  improvement  and  that 
the  action- plan  is  reviewed  and  revised  quarterly 
based  upon  the  agency's  response.  Specifically, 
quarterly  trending  reports  identify  percentages  of 
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In  addition  two  Gentiva  auditors  are  here 
assisting  with  the  audits  and  working  with 
the  MCP  and  clinical  staff  on 
documentation  improvements.  As  part  of 
this  review  the  auditors  will  provide  an 
educational  in-service  to  the  MCP  staff  in  1 
how  to  audit  the  clinical  record.  This  will 
be  completed  the  week  of  May  1 8, 2009. 

The  Rehab  Directors  are  reviewing  1 0%  of 
the  therapy  charts  and  working  with  the  ' 
therapy  staff  on  their  documentation. 

The  Gentiva  audit  tool  is  used  and  entered 
in  UNITY.  Reports  are  run  with  the  trend 
and  outcomes  of  where  we  need 
improvement  and  drives  the  action  plans. 

5  orientation  charts  are  being  audited  by 
the  MCP  staff  for  each  one  of  their  new 
clinical  staff.  Feedback  will  then  be 
provided  to  the  clinician  and  the  educator 
on  any  trends  or  patterns  discovered. 

All  of  the  above  clinical  record  audits  are  a 
part  of  the  20%  comprehensive  quarterly 
chart  reviews,  just  broken  out  and  used 
monthly  as  appropriate  to  be  identifying 
and  correcting  documentation  issues  on 
an  ongoing  basis. 

The  RC2  is  auditing  10  personnel  files  per 
quarter,  this  will  include  performance  evals 
and  supervisory  visits. 
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completion  for  quality  indicators  based  on 
monthly  clinical  record  audits.  The  3rd  quarter 
trending  report  identified  67%  compliance  in  the 
area  of  "clinical  notes  show  evidence'of  following 
the  plan  of  care",  75%  compliance  "complete 
wound  assessment".  The  4th  quarter  trending 
report  identified  47%  compliance  in  the  area  of 
"clinical  notes  show  evidence  of  following  the  plan 
of  care,  67%  compliance  "complete  wound 
assessment". 

There  is  no  evidence  the  agency's  Quality 
Improvement  program:  identified  the  decreased 
compliance  in  both  areas:  reviewed' the  previous 
quarter  action  plan  to  determine  .why 
improvement  did  not  occur;  or  develop  a  specific 
action  plan  to  resolve  the  problems.  Action  plans 
are  general  and  include  inservice  education  and 
case  conferences  with  supervisors,  however 
there  is  no  mechanism  in  place  to  review  and 
revise  these  plans. 

There  is  no  evidence  in  any  of  the  Professional' 
Advisory  meeting  minutes  for  all  quarters  in  2008 
that  action  plans  from  the  previous  quarter  are 
being  reviewed  and  revised  based  on  new 
trended  data. 

484.55(c)  DRUG  REGIMEN  REVIEW 

The  comprehensive  assessment  must  include  a 
review  of  all  medications  the  patient  is  currently 
using  in  order  to  identify  any  potential  adverse 
effects  and  drug  reactions,  including  ineffective 
drug  therapy,  significant  side  effects,  significant 
drug  interactions,  duplicate  drug  therapy,  and  . 
noncompliance  with  drug  therapy. 

This  STANDARD  is  not  met  as  evidenced  by: 
in  13  of  13  observational  home  visits  (100%) 
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Complaints,  infections  and  incidents  are 
discussed  at  the  morning  meetings  and 
also  trended  for  PAC  quarterly 

Dr.  Bishop  will  be  reviewing  with  the  PAC 
meeting  a  patient  who  had  a  potential 
negative  outcome  with  the  PAC 
committee. 

Dr.  Bishop  will  be  providing  in-services  on 
geriatric  care. 

She  is  also  available  to  give  a  physician 
perspective  on  difficult  to  serve  patients  as 
needed  to  the  branch. 

Through  monthly  team  meetings,  medical 
record  committee  meetings  and  the 
Administrator/DPS  meeting  with  the  MCP 
staff,  the  focus  will  remain  on  compliant 
documentation.  This  will  be  monitored 
through  the  abeve  m&\\s.luXick- 

The  areas  being  monitored  through  PAC 
are: 

•  Chart  audit  results 

•  Orientation  chart  audit  results 
o    Personnel  files  and  skill 

checklists 
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conducted  by  the  surveyor  with  the  skilled  nurse, 
and  interviews  with  agency  staff,  the  acting 
Administrator  and  Supervising  Nurses,  evidence 
is  lacking  that  the  skilled  nurse  is  assessing  the 
patient's  current  medication  regime  and 
maintaining  an  accurate  medication  list  as 
outlined  in  the  agency's  policy  manual. 


Specifically,  the  agency's  policy  labeled  "3-5 
Assessment  -  Review  of  patients'  medications" 
states  that  the  patient's  medications  will  be 
reviewed  during  the  initial  assessment  and  each 
subsequent  assessment.  The  review  will  include 
viewing  the  bottles  and  labels  of  drugs  the  patient 
has. 

Patient#  1,  2,  4,  6,  7,  8,  9,  14,  16,  17,  19,  21,  28, 
30,  37. 

Failure  to  ensure  complete  and  accurate 
medication  reviews  by  the  skilled  nurse  has  the 
potential  for  unmet  patient  needs  and  the 
potential  for  negative  outcomes. 

Examples  are  as  follows: 

Home  Visit 

1 .  Patient  #  9  was  admitted  to  the  agency  on 
1 1/28/08  with  a  primary  diagnosis  of  end  stage 
renal  disease  and  a  history  of  peripheral  vascular 
disease,  status  post  kidney  transplant,  an 
esophogeal  biopsy,  and  insertion  of  a 
jejun ostomy  feeding  tube.  Evidence  is  lacking 
that  the  skilled  nurse  provided  an  adequate 
assessment  of  the  patient's  current  medications 
as  specified  in  the  agency's  policy  manual. 

Specifically,  an  observational  home  visit  was 
conducted  on  01/23/09  by  the  surveyor  with  the 
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•  RN  case  management  case 
loads 

o    Review  of  the  quarterly  policy 
updates  and  revisions  sent  out 
each  quarter.  This  will  ensure  al  I 
policies  are  reviewed  annually 

•  Incidents,  complaints  and 
infection  trends 

•  Adverse  events 

•  1 00%  SOC/POT  reviews  to 
ensure  accurate  assessments 
and  holistic  POT  are  being 
completed,  by  the  MCP  staff 

The  governing  body  will  participate  in  PAC 
with  the  attendance  via  conference  call  or  in 
person  of  the  AVP  of  Regulatory  Affairs. 


Policy  review  will  be  done  quarterly  as 
evidenced  on  the  minutes  of  the  quarterly 
PAC  meeting  minutes. 

As  part  of  the  initial  assessment  visit  and  in 
subsequent  visits  the  clinician  will  ask  the 
patient  and  will  review  the  prescription 
bottles  for  any  changes  in  medications. 
Changes  will  be  incorporated  into  the 
medication  profile  and  a  case 
communication  sent  to  the  MD. 

This  will  be  audited  as  part  of  the 
comprehensive  chart  audit. 
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skilled  nurse  at  3  pm.  The  skilled  nurse  ■ 
conducted  a  re-certification  visit.  During  the  visit, 
the  surveyor  observed  the  skilled  nurse  rewriting 
the  patient's  medication  list  dated  12/30/08.  The 
skilled  nurse  failed  to  look  at  the  patient's - 
medication  bottles  or  review  the  specific 
medications  the  patient.was  taking  with  the 
caregiver  as  outlined  in  the  agency's  policy. 
During  the  visit,  the  surveyor  asked  the  skilled 
nurse  why  she  was  recopying  the  medication  list? 
The  skilled  nurse  stated  that  it  was  the  agency's  " 
policy  to.  "recopy  the  medication  list  with 
recertification".  The  skilled  nurse  was  unaware 
that  the  agency  policy  included  a  review  of  the 
medication  bottles.  As  a  result,  the  following 
medication  discrepancies  were  found  during 
clinical  record  review: 

-  the  medication  list  contained  an  antidepressant 
medication,  Remeron,  however,  this  medication 
was  not  included  on  the  plan  of  care. 

-  both  the  medication  list  and  the  plan  of  care  . 
stated  that  the  patient's  two  new  medications 
Lasix  (diuretic)  and  Cipro  (antibiotic)  were 
ordered  to  be  taken  orally,  however,  the  plan  of 
care  dated  11/28/09  documents  the  patient  is  not 
to  take  anything  by  mouth. 

This  record  was  reviewed  with  the  acting 
Administrator  and  the  Supervising  Nurses  on 
02/1 0/09.  No  additional  information  was 
provided. 


Home  Visit 

2.  Patient  #  16  was  admitted  to  the  agency  on 
1 1/06/08  with  a  primary  diagnosis  of  a 
non-healing  surgical  wound,  and  a  history  of 


G337 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(X5) 
COMPLETION 
DATE 


)RM  CMS-256 7(02-99)  Previous  Versions  Obsolete 


Event  ID:  STEN11 


Facility  ID:  3972 


If  continuation  sheet  Page  85  of  87 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  &  MEDICAID  SERVICES 


PRINTED:  04/15/2009 
FORM  APPROVED 
OMB  NO.  0938-0391. 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPLIER/CUA 
IDENTIFICATION  NUMBER: 


337255 


(X2)  MULTIPLE  CONSTRUCTION 
A.  BUILDING   


B.  WING 


(X3)  DATE  SURVEY 
COMPLETED 

c 

04/15/2009 


ME  OF  PROVIDER  OR  SUPPLIER 

GENTIVA  HEALTH  SERVICES  LIVERPOOL 


STREET  ADDRESS,  CITY,  STATE,  ZIP  CODE 
200  ELWOOD  DAVIS  ROAD 
LIVERPOOL,  NY  13088 


(X4)  ID 
PREFIX 
TAG 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


G  337  Continued  From  page  85 

insulin  dependent  diabetes,  hypertension  and 
diabetic  retinopathy  resulting  in  the  patient's 
limited  vision.  Evidence  is  lacking  that  skilled 
nurse  reviewed  medications  during  visits  to 
ensure  that  all  personnel  were  aware  of  the 
patient's  current  medication  regimen. 

Specifically,  the  plan  of  care  stated  that  the 
patient  requires  skilled  nursing  visits  3  times  a 
week  for  wound  care  and  ensuring  that  the  • 
■patient  has  prefiiled  insulin  syringes.. 

The  RN  failed  to  review  the  patient's  medications 
during  an  observational  home  visit  conducted  by 
the  surveyor  with  the  skilled  nurse  at  08:30  am  . 
on  01/28/09.  At  the  conclusion  of  the 
observational  home  visit,  the  surveyor  reviewed  . 
the  medications  with  the  patient  and  identified  the 
following  discrepancies  with  the  medication  list 
which  was  last  updated  by  the  skilled  nurse  on 
01/02/09: 

-  the  medication  list  included  the  following 
medications  that  the  patient  stated  that  he  was  no 
onger  taking:  Plavix  (used  to  prevent  the; 
brmation  of  blood  dots)  or  Percocet  for  pain. 

the  medication  list  failed  to  include  Tylenol 
Arthritis  for  pain  and  hydrocortisone  cream  to  dry 
itchy  skin  which  the  patient  stated  he  was 
applying. 

the  medication  list  states  that  the  patient  takes 
Aleve  200  mg  by  mouth  as.  needed  for  pain,  the 
patient  stated  that  he  takes  this  medication  twice 
day  every  day  not  just  as  needed  for  pain. 

his  information  was  reviewed  with  the  acting . 
Administrator  and  the  Supervising  Nurses  on 
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02/03/09.  No  further  information  was  reviewed. 

Home  Visit 

3.  Patient  #21  was  admitted  to  the  agency  on 
01/27/08  with  a  primary  diagnosis  of  insulin 
dependent  diabetes  and  a  history  of  diabetic 
retinopathy,  therapeutic  drug  monitoring, 
hypertension  and  iong  term  use  of  insulin. 
Evidence  is  lacking  "that  the  skilled  nurse  is 
reviewing  medications  and  updating  the 
medication  list  and  plan  of  care  as  follows: 

An  observational  home  visit  was  conducted  by  the 
surveyor  on  02/05/09  at  3:30  pm  with  the  skilled 
nurse.  During  the  visit,  the  surveyor  observed  the 
skilled  nurse  administering  eye  drops  to  both 
eyes,  the  surveyor  reviewed  the  medication  list 
which  did  not  include  eye  drops.  Additionally, 
there  was  no  documentation  that  the  skilled  nurse 
had  been  administering  these  eye  drops  during 
twice  daily  visits. 


This  record  was  reviewed  with  the  acting  * 
Administrator  and  the  Supervising  Nurses  on 
02/09/09.  No  further  information  was  provided. 


G337 


3RM  CMS-2567(02-99)  Previous  Versions  Obsolete 


Event  1D.  STEN1 1  Facility  ID:  3972 


If  continuation  sheet  Page  87  of  87 


ky.  1  9.  2009-  •  3 : 53PM 


New  York  State  Department  of  Health 


No.  2484    P.  1 

PRIMED:  03/26/2009 
FORM  APPROVED 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER; 


LC0362A 


(X3)  MULTIPLE  CONSTRUCTION 

A.  BUILDING   

B.  WING  


(X3)  DATE  SURVEY 
COMPLETED 


03/05/2009 


NAME  OF  PROVIDER  OR  SUPPLIER 

COMFORT  KEEPERS  -  SYRACUSE 


STREET  AOORESS.  CITY,  STATE,  ZIP  COOE 

1201  EAST  FAYETTE  STREET 
SYRACUSE,  NY  13210 


(X4)  ID 
PREFIX 
TAG 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


ID 
PREFIX 
TAG 


PROVIDER'S  PLAN  OF  CORRECTION 
.  (EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(XS) 
COMPLETE 
DATE 


H  0p0  Initial  Comments 

This  Statement  of  Deficiencies  report  is  the  result 
of  an  Article  36  full  survey  and  complaint 
investigation  (Complaint  #09-03-30001) 
conducted  on  March  4-5,  2009.  The  survey 
consisted  of  a  review  of  six  (6)  patient  records 
(#1-6),  including  one  (1)  discharged  record,  two 
(2)  patient  home  visits,  seven  (7)  personnel 
records  of  professional  and  para-professional 
staff  (Employees  A-G),  the  agency's  Quality 
Assurance  meeting  minutes  for  the  past  12 
months,  complaint  log;,  Health  Provider  Network 
account,  policies  and  procedures,  and  interviews 
with"  the  Director  of  Clinical  Services  and  General 
Manager. 


Hooo 
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766.3(b)  Plan  of  care 
766.3  Plan  of  care. 

The  governing  authority  or  operator  shall  ensure 
that: 


(b)  a  plan  of  care  is  established  for  each  patient 
based  on;a  professional  assessment  of  the 
patient's  needs  and  includes  pertinent  diagnosis, 
prognosis,  mental  status,  frequency  of  each 
service  to  be  provided,  medications,  treatments, 
diet  regimens,  functional  limitations  and 
rehabilitation  potential. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  review  of  six  (6)  patient  records  and 
interview  with  the  Director  of  Clinical  Services, 
evidence  is  lacking  in  6  records  that  a  complete 
plan  of  care  is  developed  based  on  the  nursing 
assessment.  (Patients  #1-6) 

Failure  to  develop  a  plan  of  care  which  includes 
pertinent  diagnosis,  prognosis,  mental  status, 
frequency  of  each  service  to  be  provided, 
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A  plan  of  care  will  be  established  for 
each  client  based  on  a  professional 
H404  assessment  of  the  client's  needs  and 
will  include  pertinent  diagnoses, 
prognosis,  mental  status,  frequency  of 
each  service  to  be  provided,  medications, 
treatments,  diet,  functional  limitations, 
prognosis.  To  ensure  that  the  plan  of  care 
is  inclusive  of  all  necessary  information, 
the  client  care  assessment  has  been 
revised  as  well  as  the  Medical  Orders. 
100%  of  clients  being  admitted  into 
the  agency  will  be  reviewed  by  the  RN 
DCS  to  ensure  allseeds  are  being 
captured  Additionally,  100%  of  the 
I  existing  client  population  will  be 
reviewed  and  any  additional 
information  will  be  provided  to 
the  MD  on  a  supplemental  order 
form.  Completion  date  for  review 
of  alt  charts  and  return  of  any 
additional  orders  will  be  6/30/09. 
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Continued  From  page  1 
medications,  treatments,  diet  regimens, 
functional  limitations  and  rehabilitation  potential 
may  lead  to  unmet  patient  needs  arid  negative 
patient  outcomes. 

examples  are  as  follows:- 


1.  Patient  #  1  is  a  admitted  to 

the  agency  on  2/17/09  with  a  primary  diagnosis  of 
dementia,  and  secondary  diagnoses  of  arthritis, 
hypertension,  congestive  heart  failure  (CHF),  and 
gastroesophageal  reflux  disorder.  The  nursing 
assessment'  da  ted  2/18/09  identified  the  following 
information  about  the  patfent  diagnoses  of 
macular  degeneration,  aphasia,  edema  of 
bilateral  lower  extremities,  Incontinence,  a  history 
of  stroke  in  2QQ6,  use  of  a  Lfdoderm  patch  for 
pain  management,  and  a  no  salt  diet.  Nonaof 
this  information  was  included  in  the  patient's  plan 
of  care.  Additionally,  there  was  no  further 
assessment  or  treatment  plan  of  the  edema.  The 
nursing  assessment  also  identified  that  the 
patient  was  incontinent!  used  Depends,  and  had 
nocturia.  The  plan  of  care  failed  to  identify  the 
level  of  assistance  that  the  patient  required  far 
to] feting  and  use  of  Depends,  The  nursing 
assessment  Failed  to  include  an  assessment  of 
the  patient's  self-medication  ability.  The  plan  of 
care  also  failed  to  identify  thist  and  who  was 
responsible  for  administering  medications. 

This  was  reviewed  with  the  Director  of  Cfinieai 
Services  on  3/5/09,  No  further  evidence  was 
provided. 


2.  Patient  #3  Js  a  admitted  to 

the  agency  9/19/08  with  a  primary  diagnosis  of 
dementia,  and  secondary  diagnoses  of  hearing 
and  vision  ioss.  The  nursing  assessment 
completed  9/15/05  identified  that  the  patfent  had 
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macular  degeneration,  edema  ofthe  ankies, 
bowel  and  bladder  Incontinence,  and  nocturia. 
These  diagnoses  were  lacking  in  the  patient's  , 
plan  of  care.  Additionally!  the  plan  of  care  lacked 
the  patient's  prognosis,  mental  status,  and 
frequency  of  home  health  aide  services. 

This  was  reviewed  with  the  Director  of. Clinical 
Services  on  3/5/09.  No  further  evidence  was 
provided. 


3.  Patient  #6  is  an  admitted  to 

the  agency  on  1/6/09  with  diagnoses  of 
hypertension,  anemia,  and  constipation.  The 
I  nursing  assessment  dated  1/6/09  Identified 
patient  diagnoses  of  bilateral  edema  of  feet, 
generalized  weakness,  urinary  incontinence,  and 
broken  left  hip  10/10/08  as  a  result  cf  a  fan. 
These  diagnoses  were  not  included  in  the 
patient's  plan  of  care.  The  assessment  also 
identified  the  following  information:  the  patient 
was  forgetful,  had  poor  eyesight,  problems  with 
gait/balance,  required  assistance  with  transfers, 
(the  level  of  assistance  was  not  specified),  and 
the  patient  was  unable  to  remain  unsupervised. 
This  information  was  lacking  in  the  plan  of  care. 
Additionally,  the  plan  of  care  lacked  the  patienrs 
prognosis  and  mental  status. 

A  negative  outcome  was  Identified  when  this 
patient  fell  and  hit  her  head  on  2/3/09,  while 
under  the  supervision  of  an  agency  Home  Health 
Aide.  The  patient  required  hospitalization  and 
subsequent  placement  in  a  skilled  nursing  facility. 

This  was  reviewed  with  the  Director  of  Clinical 
Services  on  3/6709.  No  further  evidence  was 
provided. 
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766.4(d)  Medical  orders 

766,4  Medical  orders. 


{d}  Medical  orders  shall  reference  all  diagnoses, 
medications,  treatments,  prognoses,  and  other 
pertinent  patient  information  relevant  to  the 
agency  plan  of  care;  and 

(1)  shall  be  authenticated  by  an  authorized 
practitioner  within  thirty  (30)  days  after  admission  j 
to  the  agency;  and 


(2)  when  changes  in  the  patient's  medical  orders 
are  indicated,  orders,  including  telephone  orders, 
shall  be  authenticated  by  the  authorized 
practitioner  within  thirty  (30)  days. 
This  Regulation  Is  not  met  as  evidenced  by: 
Based  on  review  of  six  (6)  patient  records,  and 
Interview  with  the  Director  of  CJInlcaJ  Services 
(DCS),  evidence  Is  lacking  in  6  records  that  the 
medical  orders  were  complete  and  referenced  all 
diagnoses,  medications,  treatments,  prognoses, 
and  other  pertinent  Information.  (PatEents  #1^6) 
Additionally,  evidence'ls  lacking  in  3  records  that 
medical  orders  were  authenticated  by  a  physician 
within  30  days  of  admission;  or  when  a  change  in 
care  was  Indicated.  (Patients  #4,  5.  6) 

Failure  to -maintain  complete  medical  orders  may 
lead  to  unmet  patient  needs  and/or  negative 
pal  ient  outcomes. 

Examples  are  as  follows; 

1 .  Patient  #4  is  admitted  to  the 

agency  on  2/5/09  with  diagnoses  of  arthritis, 
glaucoma,  hypertension,  dysrhythmia,, 
incontinence,  and  BPK  The  medical  orders 
dated  2/5/09,  and  signed  by  the  physician  on 
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Client  medical  orders  wiil  reference 
a  IF  diagnoses,  medications,  treatments, 
and  other  pertinent  client  Information 
relevant  to  the  agency  plan  of  care. 
All  medical  orders  will  be  authenticated 
by  the  authorized  practitioner  within 
30  days.  The  medical  orders  have 
been  revised  to  Include  the  'allowing 
Information:  (See  attachment  B) 

-diet 

-functional  llmitations/assistive  devices 
-mental  status 

-medication  assistance  required 
-frequency  of  service  required 
-certification  period 

The  RN  wili  complete  the  medical 
orders  after  performing  the  initial 
assessment.  Before  the  orders  are  : 
sent  to  the  practitioner,  they  will  be 
reviewed  by  the  DCS  for  accuracy  and 
completion.  The  orders  will-then  be 
sent  to  the  practitioner  and  placed 
in  the  client's  chart.  The  fax  cover  sheet 
is  then  placed  In  a. "pending*  file  In  the 
DCS's  office.  When  the  orders  are 
returned  to  the  office,  the  fax  cover 
sheet  Is  removed  from  the  fife.  The 
sfgned  orders  are  then  placed  in  the 
client's  chart,  removing  the  original 
unsigned  orders. 
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2/10/09,  stated  that  the  patient  was  receiving 
24-hour  home  health  aide  care.  Per  an  interview 
with  the  DCS  and  GeneraF  Manager  on  3/5/09, 
the  patient  received  24-hour  Jive-in  care  from 
2/5/09-  2/1 2/09.  As  of  2/16/09,  the  patient 
received  HHA  service  5  days  per  week  from  9 
PM- 12  PM  the  following  day.  The  medicai 
orders  were,  not  updated  to  reflect  this  change  in 
the  patient's  level  of  care.  Additionally,  the 
medical  orders  lacked  other  pertinent  diagnoses, 
Including  congestive  heart  failure  and  basal  cell 
carcinoma. 

This  was  reviewed  with. the  DCS  and  General 
Manager  (GMJ  on  3/5/09.  No  further  evidence  . 
was  provided. 


2.  Patient  #5  is  an  admitted  to 

the  agency  on  1/30/09  with  a  primary  diagnosis  of 
Chronic  Obstructive  Pulmonary  Disease  (COPD), 
and  secondary  diagnoses  of  Coronary  Artery 
Disease  (CAD),  myocardial  infarction,  prostratilis, 
hematuria,  and  Deep  VeJn  Thrombosis  (DVT),  left 
lower  extremity. 

The  patient  was  originally  admitted  to  the  agency 
and  assessed  by  the  RN  on  12/23/08.  A  care 
pfan  was  developed  12/23/08,  and  home  health 
aide  care  was  initiated  on  12/24/06.  Evidence 
supports  that  medical  orders  were  sent  to  the 
physician  on  12/29/08,  however,  were  never 
returned  with  the  physician's  signature.  The 
patient  was  discharged  on  12/29/08  due  to  a 
hospitalization,  and  a  discharge  summary  was 
subsequently  sent  to  the  physician,  Once  the  . 
patient  returned  "home  from  rehabilitation,  he  was 
re-admitted  to  the  agency,  and  the  RN  completed 
a  new  assessment  on  1/30/09:  However,  the 
agency  failed  to  obtain  new  medicai  orders  or 
complete  a  new  plan  of  care  as  of  1/30709. 
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a  signature.  The  DCS  will  be 
ultimately  responsible  to  ensure 
alt  medicai  orders  are  returned 
within  the  30  day  time  period. 
Additionally,  any  changes  in  the 
client's  medfcal  orders  will  be 
authenticated  by  the  provider 
within  30  days.  Any  necessary  ■ 
changes  will  be  placed  on  a 
"supplemental"  order  form 
and  sent  to  the  practitioner. 
(See  attachment  C)  These 
changes  may  include 
diagnoses,  treatments, 
prognosis,  service  required, 
etc.  These  orders  will  also  - 
monitored  by  the  DCS  and 

case  manager.  The  Same 
procedure  will  be  used  as  with 
the  origins!  medical  orders. 
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Additionally,  the  medical  orders  facked  all 
pertinent  patient  Information,  including  all 
diagnoses  (hypertension,  edema,  and  dementia), 
frequency  of  services  ordered  (Home  Health  Ajde 
7  days/week,  1  hour/day);  treatments,  (care  of 
Foley  catheter),  and  prognosis. 

This  was  reviewed  with  the  DCS  and  GM  on 
3/5/09.  No  further  evidence  was  provided. 


H614 


3.  Patient  #6  is  an  admitted  to 

the  agency  on  1/6/09  with  diagnoses  of 
hypertension,  anemia,  snti constipation-  The 
medical  orders  Were  dated  1/6/09  and  signed  by 
the  physician  on  2/10/09,  not  within  30  days. 
Additionally,  the  medical  orders  Tailed  to  include 
all  pertinent  diagnoses  (edema,  generalized 
weakness,  urinary  incontinence*  and  brokEn  left 
hip  107i  0/08). 

This  was  reviewed  with  the  DCS  and  GM  on 
3/5/09.  No  further  evidence  was  provided. 

766.5(b)(1)  Clinical  supervise 

766.5  Clinical  .supervision.  The  governing 
authority  shaff  ensure  for  all  health  care  services 
that: 


(b)  all  staff  delivering  care  in  patient  homes  are 
adequately  supervised.  The  department  shall 
consider  the  following  factors  as  evidence  of 
adequate  supervision: 

(1)  staff  regularly  provide  services  at  the  times 
and  frequencies  specified  in  the  patient's  plan  of 
care  and  In  accordance  with  the  policies  and 
procedures  of  their  respective  services. 
This  Regulation  is  not  met  as  evidenced  by: 
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H514    The  orders  will  also  continue 
cont'd  to  be  sent  out  until  they  are 
signed.  Any  supplemental 
orders  that  are  not  signed 
after  the  2nd  attempt  will 
be  followed  with  a  phone 
caiJ  to  the  provider's  office 
to  alert  them  to  a  potential 
problem. 


In  addition,  any  client  that 
is  hospitalized  and  is  then 
subsequently  discharged 
from  the  agency,  wiN  receive 
a  new  assessment  generating 
a  new  plan  of  care  and  a  new 
set  of  medical  orders.  The 
same  procedure  will  be 
followed  to  ensure  the  new 
medical  orders  are  then 
authenticated  by  the  provider 
within  the  30  day  time  period.  The 
DCS  will  be  responsible  to  closely 
monitor  compliance  to  this 
procedure. 
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Based  on  review  of  six  (6)  patient  records,  2 
patient  noma  visits,  and  interview  with  the 
Director  of  Clinical  Services,  evidence  Is  lacking 
fn  6  records  that  staff  provided  services  at  the 
times  and  frequencies  specified  in  the  patfenFs 
plan  of  care.  (Patients  #1-6) 

Failure  to  provide  adequate  supervision  may  lead 
to  unmet  patient  needs  and/or  negative 
outcomes. 


Examples  are  as  follows: 


1.  Patient  #6  Is  an  admitted  to 

the  agency  on  1/8/09  with  diagnoses  of 
hypertension!  anemia,  and  constipation.  The 
patient  received  24-hour  home  health  aide 
services  to  assist  with  the  following  personal 
care:  shower,  denture  care,  shampoo,  dressing; 
nail  care,  transfer,  toileting,  meal  preparation,  and 
encouraging  fluids.  Based  on  review  of  home 
health  aide  documentation  from  1/6/09-  2/4/09,  a 
total  of  30  days,  evidence  is  lacking  for  the 
following; 

-That  naif  care  was  provided  at  any  visits. 
-Transfer  assistance  was  provided  on  17  days. 
-Assistance  with  shampooing  was  provided  on  13 
days. 

-Meal  preparation  and  encouraging  fluids  was 

provided  on  9  days. 

-A  shower  was  provided  on  5  days, 

-Toileting,  assistance  dressing,  and  denture  care 

was  provided  on  4  days. 

Additionally,  evidence  was  found  of  personal  care 
provided  that  was  not  oh  (he  care  plan,  Including 
documentation  pf  performing  passive  range  of 
motion,  changing  protective  briefs,  medication 
reminders,  and  feeding. 
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100%  of  ail  new  admissions  will  be 
reviewed  by  the  RNDCS  to  ensure 
all  pertinent  Information  Is  included 
on  the  MO  order  form.  100%  of 
the  existing  client  population  will 
be  reviewed  and  any  additional 
Information  will  be  added  to  a 
supplemental  order  form  arid 
sent  to  the  MD  for  approval. 
Completion  date  for  review  of 
of  all  client  charts  and  return 
of  supplemental  orders  is  6/30/09. 
The  QA  committee  will  review  the 
process  quarterly  by  auditing 
20%  of  client  charts- 

Since  the  time 

of  the  initial  audit,  client  ftS's  MD 
orders  were  resent  to  his  original 
physician  who  provided  care  prior 
to  his  move  to  this  area.  The  MD 
was  very  familiar  with  the  client 
and  was  comfortable  dating  the 
orders  to  cover  the  time  period 
for  which  service  was  provided. 
A  second  set  of  MD  orders  was 
then  also  sent  to  his  new  Mo 
after  he  was  released  from  the 
hospital   The  new  orders  reflect 
the  clients  medical  condition 
accurately.  Client  m  and  #6  have 
since  been  discharged  from  the 
agency  and  no  further  orders 
were  obtained. 
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This  record  was  reviewed  with  (he  Director  of 
Clinical  Services  and  General  Manager  on  3/5/09. 
No  Further  evidence  was  provided. 
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2.  Patient  #1  Is  a  admitted  to 

the  agency  on  2h//uy  wim  a  primary  diagnosis  of 
dementia,  and  secondary  diagnoses  of  arthritis, 
hypertension,  congestive  heart  failure,  and 
gastroesophageal  reflux  disorder  The  patient 
was  receiving  24-hour  care  for  assistance  with 
the  following  persbnaf  care  tasks:  shower,  oral 
care,  shampoo,  dressing,  positioning  every  % 
hours,  "hands-on"  transfer  assistance,  encourage 
fluids,  meal  preparation/feeding,  toileting,  and 
skin  care.  Based  on  review  of  home  heafth  aide 
documentation  from  2/18/09-  3£/09,  a  total  of  13 
days,  evidence  fs  lacking  for  the  following: 

•That  a  home  health  aide  provided  care  on 
2/27/09, 

-Skin  care  was  provided  at  any  visits. 
^Positioning  every  2  hours  was  completed  on  8 
days. 

-Shampoo  was  provided  on  7  days. 
-A  shower  was  provided  on  3  days. 
'Assistance  with  oral  care,  transfers  and  dressing 
was  provided  on  2  days. 

Additionally,  evidence  was  found  of  personal  care 
provided  that  was  not  on  the  care  plan,  including 
documentation  of  performing  passive  rafige  of 
motion,  changing  protective  briefs,  combing  hair, 
grooming,  and  shaving. 


This  record  was  reviewed  with  the  Director  of 
Clinical  Services  and  Generaf  Manageron  3/5/09, 
No  further  evidence  was  provided. 


3.  Patient  #5  is  an 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  8E 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


All  staff  delivering  care  in 
a  client's  home  will  receive 
adequate  supervision.  The 
DCS  and  RN  case  manager 
will  ensure  that  each 
employee  that  is  providing 
service  is  properly  oriented 
to  the  specific  tasks  to  be 
completed  and  that  these 
tasks  are  reflected  accurately 
on  the  flow  sheet.  100%  of 
all  flow  sheets  will  be  reviewed 
weekly  by  the  RNDCS  to  ensure 
compliance  with  the  client's 
plan  of  care.  If  an  aide  fails  to 
provide  services  as  documented 
on  the  plan  of  care  or  provides 
additional  services  not  authorized, 
the  aide  will  receive  additional 
training  and  counseling,  if  the  aide 
again  deviates  from  the  care  plan, 
disciplinary  action  will  be  taken  up  to 
and  including  termination.  Weekly 
tracking  forms  will  be  maintained 
by  the  scheduling  coordinators 
for  use  in  tracking  any  orientation 
that  need  to  take  place.  These  forms 
will  be  reviewed  each  Friday  by  the 
RNDCS.  The  QA  committee  wiJI  afso, 
review  the  results  of  these  forms  on 
a  quarterly  basis. 
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the  agency  on  1/30/09  with  a  primary  diagnosis  of 
Chronic  Obstructive' Pulmonary  Disease  (COPD; 
and  secondary  diagnoses  of  Coronary  Artery 
Disease  (CAD),  myocardial  infarction,  prostatitis, 
hematuria,  and  Deep  Vein  Thrombosis  (DVT),  fef 
lower  extremity.  The  patient  was  receiving 
shared  home  health  aide  service  for  1  hour  per 
day,  7  days  per  week,  to  assist  with  a  shower 
every  other  day,  and  daily  oral  care,  dressing; 
empty  catheter  drainage  bag,  encourage  fluids, 
medication  reminder,  and  toileting  as  needed. 
Based  on  review  of  home  health  aide 
documentation  from  2/2/09-3/1 /09,  a  total  of  28 
visits,  and  interview  with  the  patient,  evidence  is 
lacking  that  the  home  health  aide  provided 
assistance  with  ail  tasks  in  the  care  plan  at  each 
visit. 


Specifically: 

Between  2/2/09  and  3/1/09,  there  was  no 
documented  evidence  of  assistance  provided 
with  oral  care,  toileting,  emptying  of  drainage  bag, 
or  encouraging  fluids.  Per  an  interview  with  the 
patient  on  3/5/09,  the  patient  stated  that  he 
empties  the  drainage  bag  himself.  This  was  not 
documented  on  the  aide  activity  sheet. 
-Evidence  was  Jacking  for  medication  reminders 
at  23  visits.  Per  an  interview  with  the  patient  on 
3/5/09,  the  patient  stated  that  he  usually  takes  his 
medication  before  the  home  health  aide  arrives  in 
the  morning.  'This  was  not  documented  on  the 
aide  activity  sheet. 

-Evidence  was  Jacking  for  assistance  with 
dressing  at  21  visits. 

-Evidence  was  lacking  that  a  shower  was 
provided  at  any  visit  between  2/2/09  and  2/1 1/09, 
a  total  of  10  visits. 

-Documentation  of  15  HHA  visits  between  2/2/09 
and  3/1  /09  provided  evidence  of  only  the  time 
that  the  HHA  provided  care.  The  record  lacked 
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documentation  of  what  specific  tasks  were 

completed. 

This  record  was  reviewed  with  the  Qirector  of  . 
Clinical  Services  and  General  Manager  on  3/5/09. 
No  further  evidence  was  provided. 

766.5(d)  Clinical  supervision 

766.5  Clinical  supervision.  The  governing 
authority  shall  ensure  for  ail  health  care  services 
that: 


(d)  in-home  supervision  by  professional  staff  of 
home  health  aides  and  personal  care  aides 
occurs: 

(1)  to  demonstrate  to  and  instruct  the  aide  In  the 
treatments  or  services  to  be  provided  with 
successful  redemonstration  by  the  aide  during 
the  initial  service  visit  or  where- there  is  a  change 
in  personnel  providing  care,  if  the  aide  does  not 
have  documented  training  and  experience  in 
performing  the  tasks  prescribed  In  the  plan  of 
care;  . 


(2)  where  any  of  the  conditions  set  forth  In 
paragraph  (3)  of  subdivision  (b).gf  this  section 
occur,  to  evaluate  the  condition  and  Initiate  any 
revision  in  the  plan  of  care  which  may  be  needed; 
and 

(3)  to  instruct  the  aide  as  to  the  observations  and 
written  reports  to  be  made  to  the  supervising 
nurse  or  therapist. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  review  of  6  patient  records,  7  personnel 
records,  and  interview  with  the  Director  of  Clinical 
Services,  evidence  is  lacking  in  1  patient  record 
(Patient  #6)  and'one  personnel  record  (Employee 


H624   All  Home  Health  Aides  providing 
tn  home  services  for  client's  will 
be  properly  supervised  and 
oriented  by  professional  staff 
The  DCS  will  be  directly 
responsible  for  ensuring  that 
all  employees  fully  understand 
the  plan  of  care  for  the  cl/efit. 
When  an  employee  is  assigned 
to  a  case  for  the  first  time,  the 
scheduling  department  will 
alert  the  DCS  directly.  The 
orientation  will  be  completed 
by  either  the  DCS  or  the  RN  Case 
Manager,  as  designated  by  the 
DCS,  If  the  Home  Health  Aide  is 
not  familiar  with  any  aspects  of 
care  needed  to  safely  provide 
service  to  the  client,  the  RN'WIli 
provided  in  person  instruction 
with  redemonstration.  If  the 
Home  Health  Aide  is  familiar 
with  the  type  of  care  required, 
the  orientation  can  occur  over 
the  phone,  Under  no 
circumstances  wiif  the  initial  service 
visit  orientation  occur  over  the  phone. 
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G)  that  all  home  health  aides  working  on  this 
case  received  an  appropriate  orientation  to  the 
specific  treatments  and  service?  required  for  this 
patient,  and  that  the  aides  were  capable  of 
redemonstrat/on. 

Failure  to  provide  proper  In-home  supervision  fcy 
professional  staff  of  home  heafth  aides  may 
result  in  unmet  patient  needs  and/or  negative 
patient  outcomes. 


Specifically,  aide  orientation  was  documented  in 
the  patient  record  for  the  two  home  health  aides 
who  worked  on  this  24-hour  live-in  case  from 
1/6/09-2/2/09.  It  lacked  evidence  of  an 
orientation  for  the  home  health  aide  (Employes 
G)'who  was  working  with  the  patient  (for  the  first 
time)  when  an  incident  occurred  on  2/3/09.  This 
incident  was  a  fall  that  resulted  in  the  patient 
sustaining  a  severe  head  injury  and  requiring 
hospitalization. 

This  was  reviewed  with  the  DCS  and  General 
Manager  on  3/5/09.  No  further  evidence  was 
provided. 

766.90')  Governing  authority 

Section  766.0  Governing  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


Ccfrfd. 


H1020 


In  addition,  employees  will  receive 
a  copy  of  and  sign  the  orientation 
policy  which  states  they  understand 
and  agree  that  they  wfil  not  initiate 
any  care  on  any  client  until  they  have 
been  oriented  by  the  RN.  The  DCS  and 
RN  case  manager  will  review  the  weekly 
client  schedule  to  monitor  that  any  new 
aide  scheduled  to  a  case  receives 
fthe  proper  orientation.  As  stated 
previously,  a  tracking  sheet  wili  be  used 
to  monitor  compliance  with  the  orientation 
policy.  Tracking  sheets  will  be  reviewed  j 
weekly  by  the  DCS  and  Quarterly  by  the 
OA  committee. 


(j)  ensure  the  development  and  implementation 
of  a  patient  complaint  procedure  to  include: 

(1)  documentation  of  receipt,  Investigation  and 
resolution  of  any  complaint,  Including  the 
maintenance  of  a  complaint  log. indicating  the 
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dates  of  receipt  and  resolution  of  all  complaints 
received  by  the  agency, 

(2)  review  of  each  complaint  with  a  written 
response  to  all  written -complaints  and  to  oral 
complaints,  if  requested  by  the  individuals  making 
the  oral  complaint: 

(i)  explaining  the  complaint  Investigation  findings 
and  the  decisions  rendered  to  date  by  the  agency 
within  15  days  of  receipt  of  such  complaint;  and 

)  advising  the  complainant  of  the  right  to  appeal 
the  outcome  of  the  agency's  complaint 
investigation  and  the  appeal  procedure  to  be 
followed; 


(3)  an  appeals  process  with  review  by  a  member 
or  committee  of  the  governing  authority  wjthln  30 
days  of  receipt  of  the  appeal;  and 

(4)  notification  to  the  patient  or  his  or  her 
designee  that  if  the  patient  is  not  satisfied  by  the 
agency's  response,  the  patient  may  complain  to 
the  Department  of  Health's  Office  of  Health 
Systems  Management. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  review  of  the  agency's  complaint  log,  6 
patient  records,  and  interviews  with  the  Director 
of  Clinical  Services  and  the  General  Manager, 
evidence  was  lacking  that  the  agency 
documented,  investigated,  reviewed  and  resolved 
all  complaints  received. 

Failure  to  document,  investigate,  review  and 
resolve  all  complaints  received  may  lead  to 
unmet  patient  needs  and/or  negative  patient 
outcomes. 

Specifically  related  to  the  complaint  identified  in 
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H1020  The  agency  will  document  receipt, 
Investigation,  and  resolution  of  al| 
complaints  voiced  on  behalf  of 
any  client's.  A  complete  record 
will  be  maintained  in  the  complaint 
log.  A  written  response  will  be 
provided  for  each  complainant 
outlining  the  investigation  and 
the  decision  rendered  by  the 
agency  within  15  days.  The 
resolution  wffl  be  clearly  defined 
in  the  complaint  log.  The  DCS  will 
be  directly  responsible  for 
maintaining  the  complaint  log. 
The  Governing  Authority  will 
review  all  appeals  to  any 
findings  of  the  agency  within 
30  days  of  the  appeal.  All 
complainants  will  be  advised 
that  If  they  are  not  satisfied  by  the 
agency's  response  to  a  complaint, 
they  may  complain  to  the 
Dept.  of  Health,  This  information 
wl/l  be  relayed  to  the  complainant 
with  the  initial  response.  In  addition, 
this  Information  Is  provided  to  the 
client  and  or  family  upon  admission 
to  the  agency. 
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this  survey,  evidence  was  lacking  that  the  agency 
documented  and  investigated  all  complaints 
made  on  behalf  of  the  patient.  Evidence  was 
also  lacking  of  a  resolution  to  the  identified 
complaint,  which  was  voiced  to  the  agency  on 
2/16/09,  and' to  the  Department  of  Health  on 
3/2/09. 

This  was  reviewed  with  Director  of  Clinical 
Services  and  the  General  Manager  on  3/5/09.  No 
further  information  was  provided. 

H1036  766.9(0  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined  in 
Part  700  of  Ihls  Title,  of  a  licensed  home  care 
services  agency  shall: 


(0  appoint  a  quality  improvement  committee  to 
establish  and  oversee  standards  of  care.  The 
quality  improvement  committee  shall  consist  of  a 
consumer  and  appropriate  health  professional' 
persons  including  a  physician  if  professional 
health  care  services  are  provided. The  committee 
shall  meet  at  feast  four  times  a  year  to; 

(1)  review  policies  pertaining  to  the  delivery  of  the 
health  care  services  provided  by  the  agency  and 
recommend  changes  in  such  policies  to  the 
governing  authority  for  adoption; 

(2)  conduct  a  clinical  record  review  of  the  safety, 
adequacy,  type  and  quality  of  services  provided 
which  Includes: . 


(i)  random  selection  of  records  of  patients 
currently  receiving  services  and  patients 
dischargee!  from  the  agency  within  the  past  three 
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months;  and 

(li)  all  cases  with  identified  patient  complaints  as 
specified  in  subdivision  (j)  of  this  section; 

(3)  prepare  and  submit  a  written  summary  of 
review  findings  to  the  governing  authority  for 
necessary  action;  and  . 

(4)  assist  the  agency  in  maintaining  iiaison  with 
other  health  care  providers  in  the  community. 
This  Regulation  is  not  met  as  evidenced  by: 
Based  on  review  of  the  agency's  Quaiity 
Assurance  meeting  minutes  for  the  past  twelve 
months,  and  interview  with  the  Director  of  Clinical 
Services  and  the  General  Manager,  evidence  is 
lacking  for  the  following: 

-That  the  OA  committee  members  includes  a 
consumer. 

-That  the  OA  committee  met  at  least  four  times  in 
the  past  year.  Evidence  was  found  of  only  two 
meetings  In  the  past  12  months,  dated  7/21/08 
and  12/5/08. 

-That  the  clinical  record  review  was  conducted  in 
a  manner  that  reviewed  the  safety,  adequacy, 
type  and  quality  of  services  provided.  The  audit 
tool  used  revealed  only  the  presence  or  absence 
of  a  document. 

-That  a  written  summary  of  findings  was  prepared 
and  submitted  to  the  governing  authority. 

Failure  to  fulfill  the  functions  of  the  Quality 
Assurance  committee  may  lead  to  unmet  patient 
needs  and  negative  patient  outcomes. 

This  was  reviewed  with  the  Director  of  Clinical 
Services  and  the  General  Manager  on  3/5/09.  No 
further  evidence  was  provided. 
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The  OA  committee  will  meet  quarterly 
to  establish  and  oversee  standards  of 
care  provided  by  the  agency.  The 
Administrator  and  DCSwillwork  . 
together  to  ensure  these  meetings 
take  place  once  each  quarter.  The 
'  anticipated  dates  for  these  meetings 
are  April  2009,  June  2009,  September 

2009,  December  2009,  February  201O, 
May  2010,  August  2010,  and  October 

2010.  The  committee  will  also  include 
a  consumer.  The  audit  tool  used  by 
the  committee  to  review  client  charts 
has  been  revised  to  include  proper 
completion  of  all  forms  in  the  client's 
chart.  All  audit  toois  will  be  reviewed 
by  the  DCS  and  ail  issues  will  be 
addressed.  The  audit  information  as 
well  as  a  summary  of  the  QA  meeting 
will  be  submitted  to  the  Governing 
Authority  (Ian  Webber)  for  review 
and  approval. 
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H1142  766.9(o)  Governing  Authority 

Section  766.9  Governing  authority 


(o)  Health  Provider  Network  Access  and 
Reporting  Requirements.  The  governing  authority 
or  operator  of  an  agency  shall  obtain  from  the 
Department '  s  Health  Provider  Network  (HPN), 
HPN  accounts  for  each  agency  that  It  operates 
and  ensure  that  sufficient,  knowledgeable  staff 
will  be  available  to  and  shall  maintain  and  keep 
current  such  accounts.  At  a  minimum,  twenty-four 
hour,  seven-day  a  week  contacts  for  emergency 
communication  and  alerts,  must  be  designated  by 
each"  agency  In  the  HPN  Communications 
Directory.  A  policy  defining  the  agency '  s  HPN  . 
coverage  consistent  with  the  agency  '  s  hours  of 
operation  shall  be-created  and  reviewed  by  the 
agency  no  less  than  annually.  Maintenance  of 
each  agency 1  s  HPN  accounts  shall  consist  of, 
but  not  be  limited  to,  the  following: 

(1)  sufficient  designation  of  the  agency 1  s  HPN 
coordinator(s)  to  allow  for  HPN  individual  user  . 
application; 

(2)  designation  by  the  governing  authority  or 
operator  of  an  agency  of  sufficient  staff  users  of 
the  HPN  accounts  to  ensure  rapid  response  to 
requests  for  information  by  the  State  and/or  local 
Department  of  Health; 

(3)  adherence  to  the  requirements  of  the  HPN 
user  contract;  and 


(4)  current  and  complete  updates  of  the 
Communications  Directory  reflecting  changes 
that  include,  but  are  not  limited  to,  general 
information  and  personnel  role  changes  as  soon 
as  they  occur,  and  at  a  minimum,  on  a  monthly 
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to  include  the  necessary  24/7  contact 
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This  information  was  updated  as  of  . 
3/31/09.  Additionally,  an  HPN  policy 
has  been  developed  to  outline  proper 
procedure  pertaining  to  the  account. 
The  policy  was  reviewed  and  accepted 
by  the  OA  committee.  The  DCS  and  the 
Administrator  are  directly  responsible 
For  ensuring  adherence  to  the  policy. 
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basis. 


This  Regulation  js  not  met  as  evidenced  by: 
Based  on  review  of  the  agency's  Health  Provider 
Network  (HPN)  account,  policies  and  procedures 
manual,  and  interview  with  the  Director  of  Clinical 
Services,  evidence  is  lacking  of  a  complete  HPN 
account  and  policy. 

Specifically,  the  agency  lacked  a  policy/procedure 
for  HPN  access  and  reporting  requirements. 
Additionally,  the  agency  failed  to  designate  the 
24- hour,  7-day  a  week  contact  information  in  the 
Communications  Directory. 

Failure  to  maintain  a  current  Health  Provider 
Network  account  and  policy  may  lead  to  unmet 
patient. needs  in  the  event  of  an  emergency. 

This  was  reviewed  with  the  General  Manager  and 
Director  of  Clinical  Services  on  3/5/09.  No  further 
evidence  was  provided. 

766.11(c)  Personnel 
766.11  Personnel. 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 

(c)  that  the  health  status  of  al!  new  personnel  is 
assessed  and  documented  prior  to  assuming 
patient  care  duties.The  assessment  shall  be  of 
sufficient  scope  that  no  person  shall  assume 
his/her  duties  unless  he/she  is  free  from  a  health 
impairment  which  is  of  potential  risk  to  the  patient 
or  which  might  Interfere  with  the  performance  of 
his/her  duties,  including  the  habituation  or 
addiction  to  depressants,  stimulants,  narcotics, 
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alcohol  or  other  drugs  or  substances  which  may 
alter  the  individual's  behavior. 
This  Regulation  Is  not  met  as  evidenced  by: 
Based  on  review  of  7  employee  medical  records 
and  interview  with  the  Director  of  Clinical 
Services,  evidence  is  lacking  In  2  employee 
records  of  completion  of  a  health  status 
assessment  prior  to  patient  contact  (Emp)ovees 
C,F) 


Specifically: 

Employee  C  was  a  Home  Health  Aide  hired  on 
10/20/08.  A  document  in  the  record  stated  that 
she  was  seen  by  her  physician  on  8/14/08  for  a 
routine  yearly  exam.  However,  it  lacked  evidence 
that  the  employee  was  free  from  a  health 
impairment  or  drug  habituation. 

Employee  F  was  a  Home  Health  Aide  hired  on 
2/9/09.  The  employee's  pre-employment  physical 
was  dated  2/13/09  but  lacked  evidence  that  the 
employee  was  free  from  a  health  impairment  or 
drug  habituation. 

This  was  reviewed  with  the  General  Manager  and 
DCS  on  3/5/09.  No  further  evidence  was 
provided. 

766. 11(f)(i)  Personnel 
765,11  Personnel. 


H1336 


The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 


(f)  (i)  that  prior  to  patient  contact,  employment 
history  from  previous  employers ,  if  applicable, 
and  recommendations  from  other  persons 
unrelated  to  the  applicant  if  not  previously 
employed,  are  verified. 
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H1306  All  new  personnel  will  have  an 
evaluation  by  a  health  care 
provider  stating  the 
Individual  is  free  from  health 
impairment  which  is  of 
potential  risk  to  a  client  or  which 
might  interfere  with  the 
performance  of  his/her  duties. 
The  statement  will  also 
verify  that  the  individual 
Is  free  from  habituation  or 
addiction  to  depressants, 
stimulants,  narcotics,  alcohol,  or 
other  drug  or  substances  which 
may  alter  the  individual's 
behavior.  The  evaluation 
j  will  occur  prior  to  assuming 
/  client  care  duties,  The  Human 
Resources  Representative 
will  be  responsible  for 
obtaining  the  necessary 
documentation  prior  to 
hiring  any  prospective 
employees.  Further,  before 
the  employee  attends  the 
company  orientation,  the  DCS 
will  review  the  documentation 
for  accuracy  and  completion. 
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H1342 


This  Regulation  is  not  met  as  evidenced  by: 
Based  on  review  of  seven  {7)  employee  records, 
and  interview  with  the  Director  of  Cllnjca/ 
Services,  evidence  of  verification  of  previous 
employment  is  lacking  in  3  employee  records. 
(Employees  B,  C,  D) 

Failure  to  verify  employment  history  prior  to 
patient  contact  may  lead  to  negative  patient 
outcomes. 

This  was  "reviewed  with  the  Director  of  Clinical 
Services  and  the  General  Manager  on  3/5/09. .  No 
further  information  was  provided. 

766. 11(i)  Personnel 
766.11  Personnel. 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 
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OEFICIENCY) 


(i)  that  all  personnel  receive  orientation  to  the 
policies  and  procedures  of  the  home  care 
services  agency  operation  and  in-service 
education  necessary  to  perform  his/her 
responsibilities.  At  a  minimum: 

(1)  home  health  aides  must  participate  in  12 
hours  of  in-service  education  per  year;  and 

(2)  personal  care  aides  must  participate  in  six 
hours  of  in-service  education  per  year. 

This  Regulation  is  not  met  as  evidenced  by: 
Based  on  review  of  seven  (7)  personnel  records 
and  interview  with  the  Director  of  Clinical 
Services,  evidence  is  lacking  in  3  records  of  an 
orientation  to  the  employee's  specific 


The  QA  committee  will  review 
/     20%  of  alt  personnel  records 
^     quarterly  to  ensure  all  policies 
and  procedures  are  being 
followed  closely. 

AH  employees  will  have  their 
employment  history  verified 
prior, to  assuming  any  client 
care  duties  This  verification 
will  be  from  a  previous  employers 
or  recommendation  from  others 
not  related  to  the  employee  if. 
not  previously  employed.  The 
Human  Resources  Representative 
will  check  all  references  prior  to 
offering  employment  to  the 
prospective  candidate.  The  DCS 
will  review  that  this  information 
is  verified  prior  to  the  company 
orientation, 
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responsibilities,  and  to  the  policies  and 
procedures  of  trie  agency.  (Employees  B,  C,  F) 

Failure  to  provide  orientation  to  new  employees 
may  lead  to  unmet  patient  needs  and/or  negative 
patient  outcomes. 

This  was  reviewed  with  the  Director  of  Clinical 
Services  and  General  Manager  on  3/5/09.  No 
'urther  evidence  was  provided. 
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H1342  All  personnel  will  receive 
orientation  to  the  agencies 
policies  and  procedures 
and  to  their  specific  job 
responsibilities.  The 
orientation  will  occur  prior 
to  the  employee  assuming 
any  client  care  duties.  The 
orientation  will  be  completed 
jointly  by  the  Human  Resources 
Representative  and  the  RN. 
Under  no  circumstances  will 
any  employee  provide  services 
to  a  client  without  first  being 
oriented  to  the  agency.  The 
completed  orientation  wiJJ  be 
documented  on  the  appropriate 
form  and  signed  by  the  employee. 
The  DCS  will  monitor  that  each 
new  employee  receives  the 
proper  orientation  and  that 
each  employee  chart  contains 
verification  of  the  orientation. 
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H  000  Initial  Comments 


I 
i 

H  4U4 : 


This  Statement  of  Deficiencies  report  is  the 
result  of  a  complaint  [#08-06-30014] 
investigation.  The  survey  consisted  of  the  review 
of  2  patient  records,  review  of  the  agency's 
policy  on  the  destruction  of  controlled 
medication,  review  of  8  personnel  records, 
interviews > with  1  part-time  Home  Care 
Registered  Nurse,  1  Home  Care  Licensed 
Practical  Nurse,  the  Administrative  Assistant,  the 
Administrator,  the  Enriched  Housing  Coordinator, 
2  patient  home  visits,  2  Home  Care  Aides,  and  1 
phone  interview  with  a  part-time  Registered 
Nurse. 

766.3(b)  Plan  of  care 
766.3  Plan  of  care. 

The  governing  authority  or  operator  shall  ensure 
that: 
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(b)  a  plan  of  care  is  established  for  each  patient 
based  on  a  professional  assessment  of  the 
patient's  needs  and  includes  pertinent  diagnosis, 
prognosis,  mental  status,  frequency  of  each 
service  to  be  provided,  medications,  treatments, 
diet  regimens,  functional  limitations  and 
rehabilitation  potential. 
This  RULE:  is  not  met  as  evidenced  by: 
Based  on  a  review  of  2  patient  records  evidence 
is  lacking  in  2  records,  100%,  that  the  Patient 
Nursing  Assessments  and  Plans  of  Care 
included  the  completefunctional  limitation  of 
each  patient  cHiBTninBcmaseiiir^^        of  aide 
^ervicgrie^deo^aTspecific  t[mes  for  each  patient 
through -oTjtTF]e~aay.  ' 

Failure  to  include  the  complete  functional 
limitations  and  the  need  for  increased  frequency 
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Initial  Comments 


This  Statement  of  Deficiencies  report  is  the 
result  of  a  complaint  [#08-06-30014] 
investigation.  The  survey  consisted  of  the  review 
of  2  patient  records,  review  of  the  agency's 
policy  on  the  destruction  of  controlled 
medication,  review  of  8  personnel  records, 
interviews  with  1  part-time  Home  Care 
Registered  Nurse,  1  Home  Care  Licensed 
Practical  Nurse,  the  Administrative  Assistant,  the 
Administrator,  the  Enriched  Housing  Coordinator, 
2  patient  home  visits,  2  Home  Care  Aides,  and  1 
phone  interview  with  a  part-time  Registered 
Nurse. 

766.3(b)  Plan  of  care 
766.3  Plan  of  care. 

The  governing  authority  or  operator  shall  ensure 
that: 
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(b)  a  plan  of  care  is  established  for  each  patient 
based  on  a  professional  assessment  of  the 
patient's  needs  and  includes  pertinent  diagnosis, 
prognosis,  mental  status,  frequency  of  each 
service  to  be  provided,  medications,  treatments, 
diet  regimens,  functional  limitations  and 
rehabilitation  potential. 
This  RULE:  is  not  met  as  evidenced  by: 
Based  on  a  review  of  2  patient  records  evidence 
is  lacking  in  2  records,  100%,  that  the  Patient 
Nursing  Assessments  and  Plans  of  Care 
included  the  complete  functional  limitation  of 
each  patient  Mdjhejncie^^ 
servfce-TTeeaea  at  specificjimesjor  each  patient 
through  'ouTfrie  day."   ~*     "  .       "  — 

Failure  to  include  the  complete  functional 
limitations  and  the  need  for  increased  frequency 
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of  service  on  the  patient's  plan  of  care  may  lead 
to  unmet  patient  needs  and  possible  negative 
outcomes. 

Specifically: 


1.  Patient  #  1  is  an  admitted  to 

the  Home  Care  Agency  on  3/20/08  with  a 
principle  diagnosis  of  End  Stage  Renal  Disease 
and  a  secondary  diagnosis  of  Anemia.  Nursing 
notes  dated  from  the  patients  start  of  care, 
3/20/08,  to  6/26/08  indicate  that  the  patient 
vomits  often  at  meals.  A  conversation  with  the 
Administrator  revealed  that  the  patient  does 
better  with  an  aide  sitting  at  his  table  ,  telling  the 
patient  to  slow  down  while  eating  and  drinking. 
The  Administrator  and  the  Enriched  Housing 
Coordinator  [where  the  patient  lived  before 
coming  to  Home  Care]  stated  that  the  patient 
has  had  this  problem  for  a  long  time  and  that  the 
patient's  family  and  physician  are  aware  of  the 
situation.  They  also  stated  the  patient  has  had  a 
swallowing  evaluation  at  another  facility  before 
moving  to  the  facility.  No  written  evidence  of  the 
swallowing  evaluation  wT^ounaHrrthe  patient' 
chart:'"  V"~ *  " ~ 

The  nursing  assessment  dated  3/20/08  and  the 
patient's  plan  of  care  dated  3-20-08  to  9-20-08 
failed  to  note  the  patients  history  of  vomiting  at 
meaJ  times  due  to  eating  too  fast  and  the  need 
for  increased  frequency  of  staff  to  sit  with  the 
patient  at  meal  time. 

The  Administrator  stated  that  in  the  past  while  in 
home  care,jthe  patient  had  an  aide  sit  with  him  at 
meals  and  the  vomiting  had  stopped.  The 
Administrator  also  stated  that  the  patient  no 
longer  has  an  aide  sitting  with  him  at  meals. 


j  No  evidence  of  an  aide  sitting  with  the  patient 
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PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTfON  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY} 


H404  Plan  of  Care 


Patient  #1 

Swallowing  evaluation 
from  1/06  requested 
from  physician  for  *JrV 


medical  record. 
(Attachment  #1) 


Care  Plan  meeting 
|  held  with  resident, 
son,  Director  & 
Administrator  on 
7/15/08  regarding 
problems.  Resident 
agreed  to  have  HHA 
service  at  each  meal, 
and  to  have  a  referral 
made  to  CHHA  for 
swallow  evaluation  if 
MD  permits. 
(Attachment  #2) 

Orders  sent  to  MD  for 
additional  aid  service 
during  meals. 
(Attachment  #3)/% 
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Care  Plan  revised  and 
updated  to  reflect 
change  in  service.     ^  1 7*  \°  * 
^Attachment  #4) 
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RN  and  the  Administrator,  evidence  is  lacking 
that  the  agency  has  employed  a  registered  nurse 
to  be  responsible  for  the  direction  and 
supervision  of  all  patient  care  and  other  health 
care  activities  of  the  agency. 

Failure  of  the  agency  to  employ  a  registered 
nurse  to  be  responsible  for  the  direction  and 
supervision  of  all  patient  care  and  other  health 
care  activities  of  the  agency  may  lead  to  unmet 
patient  needs  and  possible  negative  outcomes. 

Specifically: 

Upon  the  surveyor's  arrival  at  the  Home 
Care  Agency  a  part-time  RN  told  the  surveyor 
that  the  RN  Director  responsible  for  the  direction 
and  supervision  of  the  Home  Care  Patient  Care 
Services  and  other  health  care  activities,  had 
resigned  several  weeks  ago. 

At  interviews  with  the  Administrator  and  the 
part-time  RN  on  6/27/08,  plus  a  copy  of  the 
Home  Care  employee  schedule,  dated  6/22- 
7/5/08,  the  agency  has  2  part-time  RN's 
assigned  to  Home  Care.  During  an  initial 
interview  with  1  of  the  agency's  part-time  RNs, 
the  RN  stated  that  neither  of  the  2  RN's  assigned 
to  Home  Care  are  willing  at  this  time  to  accept 
the  position  of  the  RN  Director. 
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This  surveyor  asked  the  Administrator 
several  times  [  once  in  writing  ]  for  the  date  the 
RN  Director  resigned.  The  information  was  not 
made  available. 


No  new  evidence  was  found  on  6/27/08  at  | 
interviews  with  the  Administrator  and  1  part-time  ! 
RN. 
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Governing  Authority 

The  Home  Care 
Director,  Gerri 
Petragnani,  resigned 
her  position  effective 
6/13/08. 

On  6/1 4/08  I  met  with 
Bonnie  Alagna,  RN, 
and  she  accepted  the 
position  temporary 
until  a  new  Director 
could  be  recruited.  * 
(Attachment  ft$f\ 

On  the  day  of  survey, 
surveyor  was  provided 
with  a  current  staff 
schedule  that  shows  1 
full  time  RN  employed 
and  on  call,  and  one 
part  time  RN  that 
covers  call  for  Acting 
Director  while  on 
vacation.  Schedules 
attached  going  as  far 
back  as  May  2008 
showing  Bonnie 
Alagna's  full  time 
status.  She  has  been 
employed  full  time  for 
over  3  years. 
(Attachment  #1©)  / 

We  respectfully  Sf 
request  this  citation  to 
be  dismissed. 
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766.11(f)(ii)  Personnel 

Section  766.11  Personnel 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 


(f)(ii)  a  criminal  history  record  check  to  the  extent 
required  by  section  400.23  of  this  Title 


This  RULE:  is  not  met  as  evidenced  by: 

Based  on  a  review  of  8  personnel  records  [  hired 
within  the  last  12  months],  evidence  is  lacking  in 
6  records  that  the  agency  had  submitted  the 
Home  Health  Aide's  names  and  fingerprints  for  a 
criminal  history  record  check  as  required  by  Title 
10NYCRRPart402.  2  of  the  Home  Health 
Aides  [  #1  and  #8  ]  had  checked  on  the  consent 
for  the  criminal  history  back  ground  check  that 
they  had  been  convicted  of  a  crime  in  New  York 
State.  Evidence  is  also  lacking  that  the  agency 
conducted  the  required  weekly  supervisions  on 
the  staff  until  DOH  returned  the  results  of  the 
record  check.  Employees  #X  tffiA^M: 

Failure  to  submit  personnel  names  and 
fingerprints  for  a  criminal  history  record  check 
and  to  do  weekly  supervision  of  the  personnel 
until  the  results  are  returned  may  lead  to  unmet 
patient  needs  and  possible  negative'  patient  care. 

Specifically: 

1.  The  personnel  record  for  Home  Health  Aide  # 
8',  hired  8/22/07,  indicated  that  the  Aide  did  have 
her  finger  prints  submitted  for  a  criminal 
background  check  on  9/28/07  but  they  were 


H1337 


H1337 


H1337 


Personnel 


Home  Health  Aid  #8  hired 
on  8/22/07  had  finger  prints 
submitted  in  May  08  and  ^ 
was  cleared  for  hire.  \ \D 

(Attachment  #12)  ^ 


Expedited  forms  completed 
and  sent  in  on  all  staff 
without  finger  print 
submissions.  Following 
staff  returned  with 
background  completed  $1 
(Gaines,  Williams  &  Tillis). 

Following  staff 
fingerprinted  and  submitted 
to  CHRC  by  mail  on  7/3/08 
(j^sett^Matthews,  Hines) 

;  Geller  requires  re- 
fingerprinting  and 
completed  on  7/15/08  for 
submission  on  7/18/08. 

Weekly  supervisions  ^ 
attached  on  Rosetta^-^  l0Ca 
Matthews,  Hines<&  Geller.*^ 
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returned  as  unreadable.  No  evidence  was  found 
that  the  Home  Health  Aide  had  new  fingerprints 
taken  and  re-submitted. 

2.  Personnel  records  for  Home  Health  Aides  #  1, 

2,  3,  4,  7,  lacked  evidence  that  fingerprinting  of 
the  aides  had  been  done  and  submitted. 

3.  The  Home  Health  Aide  peronnel  records 
indicated  that  the  agency  failed  to  conduct  the 
required  weekly  supervision  of  Aides  #  1,  2,  3,  4, 
7,  8. 

At  an  interview  with  the  Administrator,  Assistant 
Administrator  and  a  phone  conversation  with  1 
part-time  RN,  on  6/27/08,  no  new  evidence  was 
found. 

H1337 

Administrative  Assistant  is 
responsible  for  submission 
of  CHRC  background 
checks. 

Director  or  Acting 
responsible  for  weekly 
supervision  until  completion 
of  background  investigation. 

Administrator  to  monitor 
quality  assurance  monthly. 
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Initial  Comments 


This  Statement  of  Deficiencies  report  is  the 
result  of  a  complaint  [#08-06-30014] 
investigation,  the  survey  consisted  of  the  review 
of  2  patient  records,  review  of  the  agency's 
policy  on  the  destruction  of  controlled 
medication,  review  of  8  personnel  records, 
interviews  with  1  part-time  Home  Care 
Registered  Nurse,  1  Home  Care  Licensed 
Practical  Nurse,  the  Administrative  Assistant,  the 
Administrator,  the  Enriched  Housing  Coordinator, 
2  patient  home  visits,  2  Home  Care  Aides,  and  1 
phone  interview  with  a  part-time  Registered 
Nurse. 

766.3(b)  Plan  of  care 
766.3  Plan  of  care. 

The  governing  authority  or  operator  shall  ensure 
that: 


(b)  a  plan  of  care  is  established  for  each  patient 
based  on  a  professional  assessment  of  the 
patient's  needs  and  includes  pertinent  diagnosis, 
prognosis,  mental  status,  frequency  of  each' 
service  to  be  provided,  medications,  treatments, 
diet  regimens,  functional  limitations  and 
rehabilitation  potential. 
This  RULE:  is  not  met  as  evidenced  by: 
Based  on  a  review  of  2  patient  records  evidence 
is  lacking  in  2  records,  100%,  that  the  Patient 
Nursing  Assessments  and  Plans  of  Care 
included  the  complete  functional  limitation  of 
each  patient  and  the  increased  frequency  of  aide 
service  needed  at  specific  times  for  each  patient 
through  out  the  day. 

Failure  to  include  the  complete  functional 
limitations  and  the  need  for  increased  frequency 
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of  service  on  the  patient's  plan  of  care  may  lead 
to  unmet  patient  needs  and  possible  negative 
outcomes. 

Specifically: 

1 .  Patient  #1  is  an  admitted  to 

the  Home  Care  Agency  on  3/20/08  with  a 
principle  diagnosis  of  End  Stage  Renal  Disease 
and  a  secondary  diagnosis  of  Anemia.  Nursing 
notes  dated  from  the  patient's  start  of  care, 
3/20/08,  to  6/26/08  indicate  that  the  patient 
vomits  often  at  meals.  A  conversation  with  the 
Administrator  revealed  that  the  patient  does 
better  with  an  aide  sitting  at  his  table  ,  telling  the 
patient  to  slow  down  while  eating  and  drinking. 
The  Administrator  and  the  Enriched  Housing 
Coordinator  [where  the  patient  lived  before 
coming  to  Home  Care]  stated  that  the  patient 
has  had  this  problem  for  a  long  time  and  that  the 
patient's  family  and  physician  are  aware  of  the 
situation-  They  afso  stated  the  patient  has  had  a 
swallowing  evaluation  at  another  facility  before 
moving  to  the  facility.  No  written  evidence  of  the 
swallowing  evaluation  was  found  in  the  patient 
chart. 

The  nursing  assessment  dated  3/20/08  and  the 
patient's  plan  of  care  dated  3-20-08  to  9-20-08 
failed  to  note  the  patient's  history  of  vomiting  at 
meal  times  due  to  eating  too  fast  and  the  need 
for  increased  frequency  of  staff  to  sit  with  the 
patient  at  meal  time. 

The  Administrator -stated  that  in  the  past  while  in 
home  care,  the  patient  had  an  aide  sit  with  him  at 
meals  and  the  vomiting  had  stopped.  The 
Administrator  also  stated  that  the  patient  no 
longer  has  an  aide  sitting  with  him  at  meals. 

No  evidence  of  an  aide  sitting  with  the  patient 
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during  meals  was  found  in  the  patient  record. 

A  nursing  note  dated  6/5/08  stated  the  patient 
had  started  on  Mucinex  600  mg  BiD  and  that  the 
patient  had  less  vomiting  at  meals. 

Nursing  notes  on  6/25  and  26/08  state  that  the 
patient  continues  to  vomit  into  his  dishes  at 
meals  and  that  tabJemates  are  very  concerned. 

At  an  interview  with  the  patient  on  6/27/08  he  told 
me  that  he  does  vomit  if  he  eats  too  fast,  that  he 
sometimes  forgets  to  eat  slowly  and 
acknowledges  he  needs  reminders  to  slow  down 
when  eating  and  drinking. 

At  an  interview  with  the  Administrator  and  the 
Enriched  Housing  Coordinator  on  6/27/08  no 
new  evidence  was  found. 

2.  Patient  #  2  is  a  admitted  to 

the  agency's  Home  Care  on  3/28/05  with  a 
principle  diagnosis  of  Dementia,  and  secondary 
diagnoses  of  Hypertension  Hyperlipidemia,  and 
a  history  of  Bladder  Cancer  During  interviews  on 
6/27/08  with  the  Administrator,  the  part-time  RN 
and  2  Home  Health  Aides,  it  was  stated  that  the 
patient  has  24  hour  care  with  1  Home  Health 
Aide  plus  another  aide  comes  at  scheduled 
times  and  when  called  as  the  patient  is  a  2 
person  assist  during  transfers  and  bathing. 

At  the  home  visit  the  Home  Health  Aide  stated 
that  the  an  additional  aide  does  come  as 
scheduled  on  the  Daily  Assignment  Aide  Task  A 
list ,  posted  each  day  for  all  agency  aides,  and 
when  called  for  additional  assistance  with 
transfers.  A  copy  of  the  Daily  Assignment  Aide 
Task  Sheet  reveals  a  second  aide  is  scheduled 
at  8  AM  and  7:45  PM  to  assist  with  transfers, 
bathing,  dressing. 
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The  24  hour  aide  does  sign  in  on  the  in-home 
aide  task  sheet.  No  evidence  was  found  in  the 
patient  record  of  sign  in  signatures  or  initials  by 
additional  aides.  • 

Due  to  her  diagnosis  of  dementia  the  patient  was 
unable  to  answer  the  surveyor's  questions  to 
confirm  that  a  second  aide  does  assist  as" 
needed. 

The  nursing  assessment  dated  3/21/08  and  the 
patient's  plan  of  care  dated  2/28  to  8/28-08  and 
the  Home  Health  Aide  Care  Plan  dated  5/14/08, 
failed  to  note  the  patient's  need  for  additional 
aide  service  for  bathing,  dressing,  and 
transfering. 

At  an  interview  with  the  Administrator  on  6/27/08 
no  new  evidence  was  found. 

766.9(h)  Governing  authority 

Section  766.9  Governing  authority. 

The  governing  authority  or  operator,  as  defined 
in  Part  700  of  this  Title,  of  a  licensed  home  care 
services  agency  shall: 


(h)  employ  at  least  one  licensed  and  currently 
registered  professional  nurse  whose  educational 
and  experiential  qualifications  are  deemed 
appropriate  by  the  employing  agency  for  the 
duties  assigned,  to  be  responsible  for  the 
direction  and  supervision  of  ail  patient  care 
services  and  other  health  care  activities  of  the 
agency. 

This  RULE:  is  not  met  as  evidenced  by: 
Based  on  a  review  of  the  agency's  Home  Care 
staffing  schedule  and  interviews  with  1  part-tirne 
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RN  and  the  Administrator,  evidence  is  lacking 
that  the  agency  has  employed  a  registered  nurse 
to  be  responsible  for  the  direction  and 
supervision  of  afl  patient  care  and  other  health 
care  activities  of  the  agency. 

Failure  of  the  agency  to  employ  a  registered 
nurse  to  be  responsible  for  the  direction  and 
supervision  of  all  patient  care  and  other  health 
care  activities  of  the  agency  may  lead  to  unmet 
patient  needs  and  possible  negative  outcomes. 

Specifically: 

Upon  the  surveyor's  arrival  at  the  Home 
Care  Agency  a  part-time  RN  told  the  surveyor 
that  the  RN  Director  responsible  for  the  direction 
and  supervision  of  the  Home  Care  Patient  Care 
Services  and  other  heaith  care  activities,  had 
resigned  several  weeks  ago. 

At  interviews  with-the  Administrator  and  the 
part-time  RN  on  6/27/08,  plus  a  copy  of  the 
Home  Care  employee  schedule,  dated  6/22- 
7/5/08,  the  agency  has  2  part-time  RN's 
assigned  to  Home  Care.  During  an  initial 
interview  with  1  of  the  agency's  part-time  RNs, 
the  RN  stated  that  neither  of  the  2  RN's  assigned 
to  Home  Care  are  willing  at  this  time  to  accept 
the  position  of  the  RN  Director. 

This  surveyor  asked  the  Administrator 
several  times  [  once  in  writing  ]  for  the  date  the 
RN  Director  resigned.  The  information  was  not 
made  available. 

No  new  evidence  was  found  on  6/27/08  at 
interviews  with  the  Administrator  and  1  part-time 
RN. 


H1016 


STATE  FORM 


021 1 99 


1EW111 


If  continuation  sheet  5  of  7 


PRINTED:  07/07/2008 
-    FORM  APPROVED 


New  York  State  Department  of  Health 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION  NUMBER: 


0945L001 


(X2)  MULTIPLE  CONSTRUCTION 

A.  BUILDING   

B.  WING   


(X3)  DATE  SURVEY 
COMPLETED. 


06/27/2008 


NAME  OF  PROVIDER  OR  SUPPLIER 
GREENPOINT  SENIOR  LIVING 


STREET  ADDRESS,  CITY,  STATE.  ZIP  CODE 

150  OLD  LIVERPOOL  ROAD 
LIVERPOOL,  NY  13088 


(X4) ID 
PREFIX 
TAG 


'SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


ID 
PREFIX 
TAG 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
.DEFICIENCY) 


(X5) 
COMPLETE 
DATE 


H1337 


H1337 


Continued  From  Page  5 

766.1 1(f)(ii)  Personnel 

Section  766.1 1  Personnel 

The  governing  authority  or  operator  shall  ensure 
for  all  health  care  personnel: 


(f)(ii)  a  criminal  history  record  check  to  the  extent 
required  by  section  400.23  of  this  Title 


This  RULE:  is  not  met  as  evidenced  by: 

Based  on  a  review  of  8  personnel  records  [  hired 
within  the  last  12  months],  evidence  is  lacking  in 
6  records  that  the  agency  had  submitted  the 
Home  Health  Aide's  names  and  fingerprints  for  a 
criminal  history  record  check  as  required  by  Title 
10  NYCRR  Part  402.  2  of  the  Home  Health 
Aides  [  #1  and  #8  ]  had  checked  on  the  consent 
for  the  criminal  history  back  ground  check  that 
they  had  been  convicted  of  a  crime  in  New  York 
State.  Evidence  is  also  lacking  that  the  agency 
conducted  the  required  weekly  supervisions  on 
the  staff  until  DOH  returned  the  results  of  the 
record  check.  Employees  #  1,  2,  3,  4,  7,  8. 

Failure  to  submit  personnel  names  and 
fingerprints  for  a  criminal  history  record  check 
and  to  do  weekly  supervision  of  the  personnel 
until  the  results  are  returned  may  lead  to  unmet 
patient  needs  and  possible  negative  patient  care. 

Specifically: 

1.  The  personnel  record  for  Home  Health  Aide  # 
8\  hired  8/22/07,  indicated  that  the  Aide  did  have 
her  finger  prints  submitted  for  a  criminal 
background  check  on  9/28/07  but  they  were 
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returned  as  unreadable.  No  evidence  was  found 
that  the  Home  Health  Aide  had  new  fingerprints 
taken  and  re-submitted. 

2.  Personnel  records  for  Home  Health  Aides  #  1, 

2,  3,  4,  7,  lacked  evidence  that  fingerprinting  of 
the  aides  had  been  done  and  submitted. 

3.  The  Home  Health  Aide  peronnel  records 
indicated  that  the  agency  failed  to  conduct  the 
required  weekly  supervision  of  Aides  #  1,  2,  3,  4, 

7,  8, 

At  an  interview  with  the  Administrator,  Assistant 
Administrator  and  a  phone  conversation  with  1 
part-time  RN,  on  6/27/08,  no  new  evidence  was 
found. 
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INITIAL  COMMENTS 

The  following  statement  of  deficiencies 
represents  the  results  of  a  full  recertification 
survey,  and  an  on  site  complaint  investigation  of 
complaint  #  NY00067186. 

A  standard  level  survey  of  the  agency's  Long 
Term  Home  Health  Care  Program  (LTHHCP)  was 
commenced  on  03/05/09.  On  03/06/09 
deficiencies  were  identified  with  nursing  services, 
and  the  survey  was  converted  to  a  partial 
extended  survey. 

During  the  survey,  a  total  of  1 3  clinical  records 
were  reviewed  {1-1 3)  with  3  observational  home 
visits.  Clinical  records  #  1 ,  3,  6,  8  -  13  were 
reviewed  as  part  of  the  complaint  investigation  # 
NYUD067186. 

The  required  waivered  service  of  medical  social 
work  was  reviewed  in  6  patient  records.  Patients 
#  1,  3,  4,  5,  9, 12.  There'  were  no  patients 
identified  who  were  receiving  the  required 
waivered  services  of  respiratory  therapy  during 
the  survey. 

The  following  optional  waivered  services  were 
reviewed: 

-  Social  Day  Care  and  Social  Transport  for 
patients  #  2,  9.  On  03/06/09  an  observational 
on-site  visit  was  conducted  by  the  surveyor  for 
patient  #2  at  the  day  care  facifity  facility. 

-  Ramp  construction  for  patient  #  3.  On  03/03/09 
an  observational  home  vis  it  was  conducted. 

-  Meals  on  Wheels.  Patients  #  2,  6,  9,  10.  On 
03/06/09  an  observational  home  (on  site  day 
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s  following  the  date  these  documents  are  made  available  to  the  facility,  if  deficiencies  are  cited,  an  approved  plan  of  correction  is  requisite  to  continued 
jrarn  participation. 


,M  CMS-25G7(02-99)  Previous  Versions  Obsolete 


Event  ID:  G0US11 


Facility  ID:  3548 


If  continuation  sheet  Page  1  of  37 


34/24/2069    15:43  97867416 
EPARTMENT-  OF  HEALTH  AND  HUMAN  SERVICES 


lDtAL  LIHHUM 


PRINTED:  03/31/2009 
FORM  APPROVED 
QMB  NO.  Q938-0391 


TEMENT  OF  DEFICIENCIES 

(X1)  PROVIDER/SUPPUER/CLIA 

(X2)  MULTIPLE  CONSTRUCTION 

(X3>  DATE  SURVEY 

J  PLAN  OF  CORRECTION 

IDENTIFICATION  NUMBER: 

COMPLETED 

A.  BUILDING 

i 

337215 

8.  WING 

03/12/2009 

MS  OF  PROVIOSR  OR  SUPPLIER  _ 
iEAL  SENIOR  LIVING  CTR  LTHHCP 


STREET  ADDRESS.  CITY,  STATE  ZIP.  CODE 
508  HIGH  AVENUE 
ENDICOTT,  NY  13760 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  8E  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


10 
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G  000  Continued  From  page  1 

care)  visit  was  conducted  for  patient  #2. 

-  Personal  Emergency  Response  System 
(PERS).  Patients  #  1-4,  6,  8,  9.  On  03/06/09 
observational  home  visits  were  conducted  for 
patients  #  1,  2,  3. 

There  were  no  patients  receiving  the  following 
services  during  this  survey:  home  improvement, 
home  maintenance,  facility  based  respite  care, 
moving  assistance. 

The  following  contracts  were  reviewed  for  ' 
required  and  optional  waivered  services  on 
03/12/09:  medical  social  services,  respiratory 
therapy,  nutrition,  home  maintenance,  home' 
improvement,  social  day  care  and  transport, 
respite  care,  meals  on  wheels.  PERS.  moving 
assistance.  The  agency  does  not  provide 
congregate  -meal  service. 

Additionally  reviewed  during  the  survey  were  the 
agency's:  policy  and  procedure  manual; 
Professional  Advisory  Committee,  and  Governing 
Body,  meeting  minutes  for  the  most  recent  twelve 
months;  OBQI  Adverse  Event  Outcome  Report' 
for  the  period  of  August  2008  to  October  2003; 
Quality  Assurance  program;  complaint 
investigation  log;  on-call  log;  contracts  for 
professional  services;,  emergency  preparedness 
plan;  and  13  personnel  records,  including  the 
validation  of  7  Home  Health  Aide  certificates. 
Interviews  were  conducted  with  the  Director  of 
patient.Services.  and  the  Intake  and  Therapy 
Supervisor. 

AU  patient  records  were  reviewed  with  the  DPS 
during  the  course  of  the  survey. 
484.14  ORGANIZATION,  SERVICES  & 
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Clarification:  Agency  provides  all 
Medical  Social  Services  via  directly 
employed  staff  and  therefore  does  hot 
have  any  contracts  for  Medical  Social 
Services. 

Clarification: ;  Agency  does  offer 
congregate  meal  services  but  did  not 
have  any  patients  receiving  this  service 
during  time  of  DOH  survey.  Contract 
was  reviewed  hv  DOH  reviewer  while 
on  site  during  March  survey  that 
commenced  03/05/2009,- 
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Continued  From  page  2 
ADMINISTRATION 

Afl  services  not  .furnished  directly,  including 
services  provided  through  subunits  are  monitored 
and  controlled  by  the  parent  agency. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  1 3  patient  records,  3 
observational  home  visits,,  and  interviews  with  the 
Director  of  Patient  Services  (DPS),  evidence  is 
lacking  in  8  records,  and  1  home  visit  that  the 
agency  has  effective  policies  and  procedures  in 
place  to  monitor  the  implementation  and  quality  of 
waivered  services  provided  by  contractual 
agreement,  specifically,  Meals  on  Wheels 
(MOW),  Personal  Emergency  Response  System 
(PERS).  social  day  care,  social  transportation, 
and  home  modifications.    Patients  #.1,2.  3.  4,  6( 
8,9,10 

Failure  to  ensure  the  quality  of  waivered  services 
has  the  potential  for  unmet  patient  needs,  and 
possible  agency  wide  negative  patient  outcomes. 

Examples  are  as  follows: 

1.  In  6  of  6  (1 0O%)  patient  records  reviewed 
(patients  #1,2,  3,  4,  .8,  6),  where  the  plans  of 
care  included  a.  Personal  Emergency  Response 
System  (PER£)>  evidence  is  lacking  the  agency 
had  a  consistent  formal  process  for  monitoring 
the  maintenance  and  proper  functioning  of  the 
PERS  units.  Specifically,  although  checking  the 
PERS  units,  appeared  on  some  plans  of  care,  the 
agency  failed  to:  ensure  that  a  consistent  policy  is 
developed  and  implemented,  or  that  the  staff  is 
educated  and  supervised,  to  ensure  that  it  is 
clean  how  the  PERS  units  are  to  be  checked;  at 


G  125 


Develop  QI  Program  for  all  waivered 
services  to  include  assessment  of  each 
vendor's  QI  program  for  the  services 
the  vendor  provides  to  agency*  periodic 
audits  Of  vendor's  QI  program  and 
records  as  appropriate  to  each  service, 
on  site  visits  on  an  annual  basis  to  day 
care  programs,  comprehensive 
investigation  of  any  complaints  received 
about  a  waivered  service,  a  process  to 
assess  patient  satisfaction  with  each 
waivered  service  such  as  periodic  phone 
surveys,  and  a  method  to  assess  quality 
of  any  construction  project  such  as 
wheelchair  ramps. 

Staff  Education:  AH  Staff  will  be 
inserviced  on  agency's  QI  program  and 
expectations  with  respect  to  each  type  of 
waivered  service. 
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Personal  Emergency  Response  Systems: 

1.  RN  Case  Managers  to  ensure  thai 
each  patient's  unit  is  checked  at  least 
once  per  month.  If  patient  has  aide 
service  then  this  task  will  be  delegated 
to  the  aide  and  noted  on  the  Aide  Care 
Plan.  If  patient  does  not  have  aide 
service,  then  per  visits  nurses  will  be 
prompted  to  remind  patient  to  check 
PERS  unit  monthly  add  this  will  be  so 
noted  on  the  Problem  List 

2.  Any  problems  with  PERS  units  will 
be  reported  to  tlie  RN  Case  Manager 
who  will  promptly  call  the  PERS  vendor 
and  follow  Up  as  needed  until  the 
problem  is  resolved. 

3.  Any  patient  complaints  regarding 
waivered  services  will  be  documented 
and  investigated  per  agency's 
Complaint  Policy. 

4.  Patient  satisfaction  with  all  waivered 
services  will  be  assessed  as  follows: 

RN  will  discuss  patient 
satisfaction  with  waivered 
services  at  joint  visits  with 
LDSS  every  120  days. 
Agency  will  complete  5  phone 
satisfaction  surveys  monthly 
assessing  waivered  services. 

5.  Agency  will  monitor  compliance  with 
monthly  checks  of  PERS  units  and 
assessment  of  patient  satisfaction  during 
comp rehensivc  audit  process. 
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Meats  on  Wheels  and  Congregate 


Meals: 


1.  RIS  Case  Managers  will  confirm 
patient's  diet  order  is  physician  ordered 
diet  when  service  of  Meals  on  Wheels  or 
Congregate  Meals  is  initiated  and 
ensure  that  vendor  is  able  to  provide 
meals  per  physician's  order. 

2.  During  comprehensive 
reassessments,  nursing  will  discuss  meal 
service  with  patient  and/or  informal 
caregiver  and  assess  that  meals 
provided  arc  per  physician  diet  order. 

3.  Any  patient  complaints  regarding 
waivered  services  will  he  documented 
and  investigated  per  agency's 
Complaint  Policy. 

4.  Patient  satisfaction  with  all  waivered 
services  will  be  assessed  as  follows: 

RN  will  discuss  patient 
satisfaction  with  waivered 
services  at  joint  visits  with 
LDSS  every  120  days. 
♦  Agency  will  complete  5  phone 

satisfaction  surveys  monthly 
assessing  waivered  services. 

5.  Agency  will  monitor  compliance  with 
nursing  assessments  of  meal  services 
and  assessment  of  patient  satisfaction 
during  comprehensive  audit  process. 
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Social  Day  Care: 


3.  RN  Case  Managers  will  contact  Day 
Care  Program  Coordinator  within  one 
week  after  patient's  first  visit  to  discuss 
role  of  home  care  agency  in  managing 
service  and  to  assess  patient's 
adjustment  to  the  program.  Ongoing 
contact  with  day  care  program  will 
depend  upon  any  issues  or  problems 
patient  is  having  related  to  the  service. 

2.  RN  Case  Manager  or  designee  (such 
as  MSW)  will  make  a  joint  visit  to  the 
Day  Care  Program  with  patient  if 
patient  is  having  adjustment  problems 
or  there  are  other  identified  issues  that 
warrant  a  site  visit 

3.  Any  patient  complaints  regarding 
waivered  services  will  he  documented 
and  investigated  per  agency's 
Complaint  Policy.  Patient  complaints 
are  reviewed  by  the  DPS  and  will  result 
in  a  site  visit  by  the  DPS  or  designee  if 
the  nature  of  the  complaint  indicates 
need  for  this  action. 

4.  Patient  satisfaction  with  alt  waivered 
services  will  be  assessed  as  follows: 

RN  will  discuss  patient 
satisfaction  with  waivered 
services  at  joint  visits  with 
LDSS  every  120  days. 
«  Agency  wUl  complete  5  phone 

satisfaction  surveys  monthly 
assessing  waivered  services, 

5.  Agency  will  monitor  compliance  with 
RN  Case  Manager  Care  Coordination 
with  Day  Care  and  assessment  of 
patient  satisfaction  during 
comprehensive  audit  process. 


DPS  and 
QI/Educ 
Coordinator - 
05/29/2009 
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Social  Transportation: 

1.  Intake  Supervisor  and/or  RN  Case 
Managers  Will  assess  patient's 
functional  Status  and  type  qf 
transportation  assistance  patient 
requires  and  based  upon  this 
assessment,  determine  need  for  Medivan 
transport  versus  Assisted  or  Unassisted 

i  Taxi  transport  and  document  this 
assessment  in  patient's  record, 

2.  During  comprehensive  , 
reassessments,  nursing  will  reassess 
patient's  mobility  status  and  verify  that 
level  of  Social  Transportation  being 
provided  is  still  appropriate  and  meets 
patient's  need  for  assistance. 

3.  Any  patient  complaints  regarding 
waivcrcd  services  wiH  be  documented 
and  investigated  per  agency's 
Complaint  Policy. 

4.  Patient  satisfaction  with  all  wafvered 
services  will  be  assessed  as  follows: 

•  RN  will  discuss  patient 

satisfaction  with  waivcred 
services  at  joint  visits  with 
LOSS  every  120  days. 
Agency  will  complete  5  phone 
satisfaction  surveys  monthly 
assessing  waivcrcd  services. 

5.  Agency  will  monitor  compliance  with 
RN  Case  Manager  Care  Coordination 
including  nursing  assessments  of  Social 
Transportation  and  assessment  of 
patient  satisfaction  during 
comprehensive  audit  .process-  _ 


DPS  and 
QI/Educ 
Coordinator 
05/29/2009 
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Home  Maintenance  Services: 

1.  All  requests  for  Home  Maintenance 
Services  will  be  reviewed  with  DPS  who 
will  en$urc  that  appropriate  contracts 
and  insurance  binders  are  in  place  prior 
to  engaging  a  specific  vendor  for  this 
service. 

2.  Agency  will  obtain  estimates  as 
required  by  LPSS  and  ensure  that 
LOSS  has  issued  written  authorization 
for  the  service  prior  to  providing  the 
service. 

3.  Upon  completion  of  the  service, 
agency  will  obtain  patient's  signature 
on  a  form  that  states  that  service  has 
been  completed  to  the  satisfaction  of  the 
patient. 

A.  Any  patient  complaints  regarding 
waivtrcd  services  will  be  documented 
and  investigated  per  agency's 
Complaint  Policy. 

5.  Patient  satisfaction  with  all  waivered 
services  will  be  assessed  as  follows: 

•  .    RN  will  discuss  patient 

satisfaction  with  waivered 
services  at  joint  visits  with 
LOSS  every  120  days. 

•  Agency  will  complete  5  phone 
satisfaction  surveys  monthly 
assessing  waivered  services. 

6.  Agency  will  monitor  compliance  with 
Home  Maintenance  authorization 
process  and  assessment  of  patient 
satisfaction  during  comprehensive  audit 
p  roc  ess.  


<X5) 
COMPtCriON 
DAT£ 
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QI/Educ 
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Home  Improvement  Services: 


1.  All  requests  for  Home  Improvement 
Services  will  be  reviewed  with  DPS  who 
will  ensure  that  appropriate  contracts 
and  insurance  binders  are  in  place  prior 
to  engaging  a  specific  vendor  for  this 
service. 

2.  Agency  will  obtain  estimates  as 
required  by  LDSS  and  ensure  that 
LT>$S  has  issued  written  authorization 
for  the  service  prior  to  providing  the 
service. 

3.  Agency  will  engage  the  services  of  a 
professional  knowledgeable  about 
construction  standards  and  local 
building  codes  for  each  construction 
project  that  exceeds  cost  of  $500.  In 
many  cases  this  may  be  the  building 
code  inspector  for  the  local  municipality 
where  the  patient  lives.  Agency  to  meet 
with  a  local  advocacy  organization  for 
people  with  disabilities  (Southern  Tier 
Independence  Center)  by  05/29/09  to 
discuss  their  potential  role  here. 

4*  Upon  completion  of  the  service, 
agency  will  obtain  patient's  signature 
on  a  form  that  states  that  service  has 
been  completed  to  the  .satisfaction  of  the 
patient 

5-  Any  patient  complaints  regarding 
waivcred  services  will  be  documented 
and  investigated  per  agency's 
Complaint  Policy. 

6.  Patient  satisfaction  with  all  waivcred 
services  will  be  assessed  as  follows: 

RN  will  discuss  patient 
satisfaction  with  waivcred 
services  at  joint  visits  With 
LOSS  every  120  days. 
•  Agency  will  complete  5  phone 

satisfaction  surveys  monthly 
assessing  waivcred  services. 

7.  Agency  will  monitor  compliance  with 
Home  Improvement  authorization 
process  and  assessment  of  patient 
satisfaction  during  comprehensive  audit 
process. 


COMPLETION 
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QI/Educ 
Coordinator  - 
05/29/7009 
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Continued  From  page  3 
what  frequency  the  PERS  units  should  be 
checked;  who  is  responsible  for  checking  the. 
units,  including  the  agency's  responsibilities  and 
the  vendor's  responsibilities;  what  acton  should 
be  taken  if  it  is  discovered  the  PERS  unit  is  not 
functioning  property.  Specifically: 

-  Patient  #  3  -  the  02/07/09  Personal  Care  Aide 
(PCA)  care  plan  included  that  the  PERS  button 
should  be  checked  by  the  PCA,  however,  failed  to 
include  the  frequency  with  which  it  should  be ' 
checked. 

-  Patient  #  2  -  the  01/27/09  CMS  485  plan  of  care 
included  that  the  PERS  button  should  be  checked 
by  the  PCA,  however,  the  PCA  care  plan  failed  to 
include  checking  the  PERS  button  at  all. 

-P3tient'#6-  the  02/1 1/09  PCA  care  plan  . 
included  checking  the  PERS  monthly,  however, 
evidence  is  lacking  the  PERS  button  was  ever 
checked  during  the  corresponding  60  day 
Certification  period  by  the  PCA.  Evidence  is 
tacking  the  Skilled-  Nurse  (SN)  identified  that  the  , 
PEF^S  unit  was  not  being  checked  by  the  aide, 
and  failed  to.  develop  an  action  plan,  to  include 
educating  and/or.  counseling  the  aide. 


2.  In  4.of  A  (100%)  records  reviewed  (patients  # 
2,  6,  9,.  10),  where  the  patient  was  receiving  • 
MOW  services  contracted  by  the  agency, 
evidence  is  lacking  the  agency  monitored  the 
frequency  and  quality  of  the  MOW  services  as 
follows: 

MOW  services  were  included  in  the  following 
plansJof  care  as  follows; 
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1.  Agency  will  implement  formal  QI 
Program  for  the  waivercd  service  of 
PERS  as  outlined  above  under  G  125. 


Patient  #3:  Aide  Care  Plan  updated  to 
include  PCA  to  check  PERS  monthly. 


Patient  #2:  Aide  Care  Plan  updated  to 
include  PCA  to  check  PERS  monthly. 

Patient  #6:  Aide  Supervisor  has 
counseled  all  aides  providing  care  to 
this  patient  re:  need  to  follow  aide  care 
plan,  check  PERS  and  document  this 
activity.  


DPS  and 
QJ/Edoc 
Coordinator  - 
05/29/2009 

Clinical  Team 
Leader  04/10/09 


Clinical  Team 
Leader  04/10/09 


Aide  Supervisor 
04/JL0/O9 


Qther  patleitrs  listed  with  G125, 
example  #1: 


Patients  #  1,  4,  and  S  -  per  DOH  verbal 
feedback  received  during  survey,  aide 
documentation  did  not  indicate  that 
aides  were  checking  patients1  PERS  unit 
as  directed  by  the  Aide  Care  Plan. 
Aide  Supervisor  has  counseled  all  aides 
providing  care  to  these  patients  re:  need 
to  follow  aide  care  plan,  check  PERS 
and  document  this  activity.   


Aide  Supervisor 
04/22/09 
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1*  Agency  does  verify  frequency  witli 
which  patients  receive  MOW  services 
during  monthly  validation  of  vendor 
bills.  Agency  will  implement  formal  QI 
Program  for  the  waiver ed  service  of 
MOW  as  outlined  above  under  G  125. 

Patients#  2, 10  and  6  who  receive  the 
service  of  MOW  will  be  assessed  with 
respect  to  MOW  compliance  with 
prescribed  diet  order  and  patient 
satisfaction  with  the  service  as  per  the 
agency's  Ql  program. 


DPS  and 
QI/Educ 
Coordinator - 
05/29/2009 
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-  Patient  #  2\  the  01/27/09  plan  of  care  included 
MOW  2  meals  per  day,  4  days  per  week, 

-  Patient  #  10,  the  01/17/09  plan  of  care  included 
MOW  1  mea!  per  day,  7  days  per  week 

-  Patient  #  9.  the  05/21/08  plan,  of  care  included. 
MOW,  2  meals  per  day,  5  days  per  week 

-  Patient  #  6t  the  02/09/09  plan  of  care  included 
MOW  2  meals  per  day,  7  days  per  week. 

Evidence  is  lacking  the  agency  monitored:  if  the 
.  above  services  were  provided  to  the  patient  at  the 
frequency  specified  En  the  plan  of  care,  if  the 
patient's  dietary  restrictions  were  being  adhered 
to  by  MOW,  if  the  patient  was  satisfied  with  the 
quality,  of  food. 

3.  In  2  of  2  patient  records  reviewed  (patients  # 
■2,  9),  where  the  patient  was  receiving  social  day 
care  services  with  social  transport  contracted  by 
the  agency,  evidence  is  lacking  the  agency 
monitored  the  quality  of  services  provided  by  the 
vendors  providing  the  day  care  and  transportation 
services  as  follows: 

-  For  patient  #  9,  the  02/10/09  physician  order 
included  social  day  care  services "1  day  per  week. 
Evidence  is  lacking  the  agency  monitored  the 
frequency  and  quality  of  services  provided  by  the 
day  care  center  and  transport  vendor. 

-  For  patient  #  2t  the  01/27/09  plan  of  care  ' 
included  social  day  care  services  3  times  per 
week.  Evidence  is  lacking  the  agency  monitored 
the  frequency  and  quality  of  services  provided  by 
the  day  care  center  and  transport  vendor. 


HV 

4.  Patient  #3  was  admitted  to  the  agency  on 
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3.  Comprehensive  QI  program  for  the 
services  of  Social  Day  Care  and  Social 
Transportation  will  be  developed  as 
outlined  above  under  G  125. 

For  patients**  9  and  2,  agency  will  assess 
frequency  and  quality  of  Day  Care  and 
Transport  services  as  per  agency's  QI 
program. 


DPS  and 
QI/Educ 
Coordinator- 
05/29/2009 
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02/26/08.  Evidence  is  lacking  the  agency 
monitored  and  ensured  that  a  temporary  ramp, 
which  was  provided  by  a  vendor  contracted  by  the 
agency,  was  constructed  to  focal  standards.  See 
.700.11.  ' 

On  03/09/09  and  03/12^09  the  above  information 
for  a ff  patients  was  reviewed  with  the  DPS.  The 
DPS  stated  that  the  .agency  does  not  have  policy 
or  procedure  in  place  to  monitor  all  waivered 
services  being  provided  to  the  patients, 
464. 14(d)  SUPERVISING  PHYSICIAN  OR  ' 
REGfS.  NURSE 

Services  furnished  are  under  the  supervision  and 
direction  of  a  physician  or  a  registered  nurse  (who 
preferably  has  at  least  one  year  of  nursing 
experience  and  is  a  public  health  nurse). 

This  person,  or  similarly  qualified  alternate, 
participates  in  all  activities  relevant  to  the 
professional  services  furnished,  including  the 
development  of  qualifications  and  the  assignment 
of  personnel. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  13  clinical  records,  and 
interviews  with  the  Director  of  Patient  Services 
(DPS),  evidence  (slacking  in  11  records  (patient 
#  1-3,  6-13)  that  the  following  supervisory 
responsibilities  are  being  performed; 

-  Ensuring  that  coordination/case  management  is 
being  performed  consistently,  and  that  all 
pertinent  patient  information  is  communicated  to 
alt  individuals  providing  care,  and  documented  in 
the  clinical  record.  See  G  143,  G  144 
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DEFICIENCY) 


G  140 


4.  Agency  will  meet  with  vendor  of 
portable  ramp  to  asses?  their  process  to 
assure  local  standards  arc  being  . 
followed.   For  further  details,  please 
refer  to  agency's  plan  for  QI  program 
for  the  service  of  Home  Improvement 
outlined  above  under  G  125. 


1X5) 
COMPLETION 
DATE 


DPS  and 
QI/Educ 
Coordinator 
05/29/2009 


£roMenaJUst  Development:  -  see  G  143. 
G  171,  G  172 

Staff  Education  and  lnscryfccs:  -  sec  G 
143,  G  15$,  G  159,  G  164,  G  172,  G  225 
Comprehensive  Audits  and  Flan  of  Care 
Audits:  -  see  G  143,  G  158,  G  159,  G 
164,  G  171,  G  172 
Focus  Audits:  -  sec  G  158.  G  164 
Case  Conferences:  -  see  G  1 44 
Medication  Reconciliation:  -  sec  G  159 
Nursing  Supervision:  -  see  Gl  64,  G  171 , 
G172 

Aide  CarePlan  Policy  Revision:  see  G 
225 
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-  Ensuring  that  each  patient's  plan  Of  care  is 
complete  and  accurate  for  ail  diagnoses, 
medications  and  treatments ,  and  is  being 
implemented  by  all  disciplines  .  See  G  15d,  G159 

-  Ensuring  that  the  agenc/s  professional  staff 
promptly  alerts  the  physician  to  any  changes  in 
the  patient* s  condition  that  may  suggest  a  need  to 
alter  the  plan  of  cane.  See  G  164 

-  Ensuring  that  nursing  assessments  and 
reassessments  are  complete,  and  accurately 
reflect  the  patient's  status  and  continuing  needs. 
SeeG171,Gl72 

-  Ensuring  that  all  personnel  assigned  to  patient  - 
care  are  Qualified  to  implement  the  plan  of  care, 
and  are  clear  in  their  job  duties,,  and  that  the  , 
plans  of  care  can  be  safely  implemented.  See  G 
225 

Examples  are  as  follows; 


1.  Patients  12  was  an  admitted 
to  the  agency  on  12/18/07  with  a  primary 
diagnosis  of  rheumatoid  arthritis.  Evidence  is 
lacking  the      adequately  supervised  the  Home 
Health  Aide  (HHA)  as  follows: 

-  On  the  12/18/07  the  Skilled  Nurse  (SN) 
performed  an  initial  nursing  assessment.  The  SN 
documented  that  the  patient  and  his  son  reported 
that  the  patlentis  a  1  person  assist  wfth  walker,  to 
transfer,  and  that  the  patient  had  a  hoyer  lift 
Evidence  is  lacking  the  SN  actually  assessed  the 
patient's  gait,  ability  to  transfer,  bed  mobility,  or 
use  of  his  wheelchair  and  hoyer  lift,  or  consulted 
with  the  nursing  supervisor,  prior  to  assigning  a 


G  140 


i.  Patient  #12  was  discharged  Crow 
agency  on  04/09/2008- 
RN  who  completed  the  initial 
assessment  for  this  client  was 
?QUn$eied/coached  regarding  the  need 
to  comprehensively  assess  a  clients 
functional  status  before  an  accurate 
aide  care  plan  can  be  developed- 


a-- 


Completed 
12/28/2007  by 
DPS 
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HHA  to  care  for  trie  patient, 

-  On  12/19/07  the  aide  documented  a  phone  call 
to  the  SN  to  report  that  she  (the  aide)  coutd  not 
transfer  the  patient  off  of  the  commode.  The  aide 
was  instructed  to  call  the  local  emergency 
services  for  help.  Although  the  patient  continued 
to  receive  daily  aide  service,  evidence  is  lacking 
the  SN  reassessed  the  patient  until  6  days  later 
on  12/26/07. 

-  On  12/26/07  the  SN  visited  the  patient, 
however,  failed  to:  reassess  the  patient's  ability  to 
transfer,  determine  why  the  patient  had  been 
unable  to  transfer  the  patient  on  12/19/08,  or 
develop  a  transfer  plan  which  could  be  safely 
implemented  by  the  aide  until  01/04/07. 

-  On  12/19/07  the  Physical  Therapist  (PT)  visited 
the  patient,  and  documented  she  (the  P~Q 
assisted  the  aide  to  transfer  the  patient  from  the 
wheelchair  to  a  lift  chair.  The  PT  also  contacted  1 
the  patient's  physician  to  request  an  order  for  a 
Hoyer  lift,  hospital  bed,  commode  and  wheelchair 
cushion.  Evidence  is  lacking  the  patient  had  a, 
hoyer  lift  as  the  SN  initial  assessment  indicated. 
Although  the  agency  continued  to  provide  daily 
aide  services,  there  is  no  evidence  that  the  PT 
and  SN  discussed  a  safe  transfer  plan  for  the 
patient  until  01/04/07. 

-  On  12/20/07,  a  scheduling  note  documented 
that  the  aide  was  instructed  not  to  transfer  the 
patient  as  she  was  not  oriented  to  the  Hoyer  lift. 
Evidence  is  lacking,  the  SN  made  a  supervisory 
visit  that  day  to  orient  the  aide  in  the  use  of  the 
hoyer  lift,  and  it  is  unclear  how  the  patient  was 
transferred  that  day. 
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This  record  was  reviewed  with  the  Director  of 
Patient  Services  and  the  Therapy  Intake 
Supervisor  on  3/9/09.  No  new  evidence  was 
provided. 

2.  Patient  #  9  was  admitted  to  the  agency  on 
03/21/08.  The  1 1/16/08  plan  of  care  included  daily 
medication  reminders  by  the  HHA.  On  the  \ 
following  dates  the  SN  documented  that  the 
patient  was  non  compliant  in  taking  his 
medications:  11/11/08,  11/17/08,  11/30/08, 
12/06/08,  12/12/08,  12/18/08.  12/26/08,  01/04/09. 
Between  the  dates  of  H/1 7/08  and  01/02/09 
evidence  is  lacking  in  the  aide  activity  sheets,  that, 
the  HHA  reminded  the  patient  to  take  his 
medications  1 8  of  the  29  visits  made.  Evidence  is 
lacking  the  SN  identified  that  the  HHA  was  failing 
to  remind  the  patient  to  take  his  medications  per 
the  plan  of  care,  or  that  the  SN  disciplined  the 
HHA. 

3.  Patient  #11  was  admitted  to  the  agency  on  . 

1 1/18/08.  Although  the  SN  updated  the  CMS  485 
plan  of  care  at  least  every  60  days,  on  07/16/08, 
09/14/08,  and  1 1/12/08,  evidence  is  lacking  the 
HHA  care  plan  was  updated  accordingly. 
Specifically,  the  SN  failed  to  update  the  HHA  plan 
of  care  for  over  4  months,  from  06/26/08  to 
11/05/08. 

The  patient  record  was  reviewed  with  the  DPS  on 
03/1 1/09.  No  additional  information  was  provided. 

Lack  of  adequate  supervision  . has  the  potential  for 
unmet  patient  needs  and  possible  negative  ■ 
patient  outcomes, 

484.14(g)  COORDINATION  OF  PATIENT 
SERVICES 


G  140 


2.  HHAs  currently  providing  care  for 
Patient  #9  have  been  counselled  and 
instructed  on  the  need  to  follow  the 
HHA  Care  Plan  with  respect  to 
medication  reminders  and  the 
importance  of  documenting  this  task  on 
tlieir  Aide  Activity  Sheet  for  each  visit 
and  reporting  to  the  RN  Case  Manager 
patient  non-compUance.    


Aide  Supervisor 
04/10/2009 


a 


G  143 


3.  HHA  Care  Plan  for  Patient  #11  has 
now  been  updated  and  is  current 


Clinical  Team 
Leader  04/J0/09 
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Patient  #6  -  See  G  144, 158,  171,  172, 
225 

Patient  #7  -  See  G  143, 144,  159, 164, 
171 
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.225 

Patient  #10-  Sec  G  143, 144, 1.58,  159, 
164 
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Alt  personnel  furnishing  services  maintain  [iaison 
to  insure  that  their  efforts  are  coordinated 
effectively  and  support  the  objectives  outlined  in 
the  plan  of  care. 


This  STANDARD  is, not  met  as  evidenced  by; 
Based  on  a  review  of  13  clinical  records,  and 
interviews  with  the  Director  of  Patient  Services. 
(DPS),  evidence  is  lacking  in  8  records  that  the 
Skilled  Nurses  (SN)  are  consistently  functioning  in 
the  role  of  case,  manager  /  case  coordination-,  or 
that  they.have  a  clear  understanding  of  their  role 
in  .providing  case  management  and  coordination. 
Patients  #  T,  3,  5,  7,  8,  9,  10,  11 

Lack  of  adequate  case  management  and  case 
coordination  has  the  potential  for  unmet  patient 
needs  and  possible  negative  patient  outcomes. 

Examples  are  as  follows: 

1 .  Patient  #  8  was  admitted  to  the  agency  on 
7/16/99  with  a  secondary  diagnosis  of  type  2 
diabetes.  The  02/02/09  plan  of  care  specified  the 
patient  was  to  check  her  blood  sugar  1"  time  per 
day,  and  that  the  SN  was  to  instruct  the  patient  in: 
glucometer  maintenance,  signs  and  symptoms  of 
hypoglycemia  and  -hyperglycemia,  and  to.report  to 
the  physician  glucose  levels  under  60  or  over 
300.  The  plan  of  care  also  included  daily  Home 
Health  Aide  {HHA)  service,  and  that  the  aide  is  to 
assist  the  patient  with  blood  sugar  testing  every 
morning.  Evidence  is  lacking  the  SN  coordinated 
a  plan  for  diabetes;  management  as  follows: 

-Although  the  SN  visited  the  patient  on  11/11/08 
and  1 1/19/08,  evidence  is  lacking  the  SN 
assessed  the  patients  blood  glucose,'  and  failed 


.  G143 
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DEFICIENCY) 


Problem  List  Development:  A 
multidisciplinary  problem  list  Uas  been 
developed  and  is  now  maintained  in  the 
agency's  point  of  care  system  (computer 
system)  for  each  client  This  is  a  tool 
that  lists  all  treatments  as  ordered  by 
the  physician  on  both  the  FOC  and  on 
supplemental  orders  and  identifies  who 
is  responsible  to  provide  the  care.  The 
development  of  the  Problem  List  begins 
with  the  Intake  Supervisor  and  then  the 
RN  Case. Manager  is  responsible  for  the 
initiation  and  maintenance  of  the  formal 
problem  list  An  an  ongoing  basis.  AH 
professional  staff  have  access  to  this  list 
and  have  the  ability  to  add  to  and 
modify  the  list.  The  Multi-disciplinary 
Problem  List  is  a  communication  tool  to 
cue  all  professional  staff  on  each  client's 
specific  orders  and  will  also  be  used  by 
the  nursing  staff  to  enable  them  to  build 
the  POC  at  the  time  of  the  next 
reassessment 

Staff  Inserv  ice  and  Education:  Problem 
List,  Case  Coordination,  following  the 
Plan  of  Care,  Communication  with  the 
Physician  and  Effective  Home  Care 
Documentation. 

Series  of  Comprehensive  Case 
Management  Inservices  for  Nursing 
Staff  -  initial  comprehensive 
Case  Management  Inservice  will  occur 
during  the  month  of  May  2009 


Mi 
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Comprehensive  Audits  and  Flan  of  Care 
Audits:  Current  audit  tools  to  be 
assessed  and  revised  and  agency  staff  to 
be  inserviccd  with  respect  to  completing 
an  effective  comprehensive  and  plan  of 
care  audit.  See  G  250 
Conduct  audits:  comprehensive  audits  - 
minimum  of  10  per  month  and  for  plan 
of  core  audits  -  100%  of  start  of  care 
and  resumption  of  care  plan  audits  and 
a  minimum  of  50%  of  recertification 
plan  audits.  **  POC  audits  will  include 
an  audit  of  the  initial  nursing 
assessment  for  SOC  a  ltd  ROC  audits 
and  an  audit  of  nursing  reassessments 
for  recert  POC  audits.  See  G250 


QI/Educ 
Coordinator  - 
05/15/2009 


QI/Ednc 
Coordinator  - 
Audits  to  begin 
by  05/18/09 
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to'  document  why  she  had  not  assessed  the 

patient's  blood  glucose, 

-  On  1 1/24/08  the  SN  visited  the  patient,  and 
documented  the  patient:. had  not  had  a  battery  for 
her  .glucometer  for  several  weeks,,  was.  planning 
on  purchasing  the  batteries  the  following  week.  ■ 
had  felt  the  symptdms  of  low  blood  sugar  a  few 
times  and  just  ate  something  to  compensate  for 
the  tow  blood  sugar,  Evidence  is  tacking  the  SN: 
identified  that  the  lack  of  a  glucometer  required 
immediate, intervention,  ever  assisted  the  patient 
in  obtaining  batteries  for  the  glucometer,  reported 
to  the  physician  that  the  patient's  blood  glucose 
was  not  being  assessed  per  the  plan  of  care. 

-  On  a  11/26/08  rt  is  documented  in  a  contact 
message  that  the  aide  reported  to  the  agency  that 
the  patient  appeared  fc>  have  low  blood  glucose, 
and  was  falling  asleep  in  her  wheelchair.  The 
patient  ate  part  of  a  sandwich  and  stated  to  the 
aide  she  felt  better  and  told  the  aide  to  leave, 
which  . the  aide  did.  Evidence  is  lacking  .the  SN 
coordinated  a  plan  to:  reassess  the  patient's 
blood  sugar  until  6  weeks  later  on  01/14/09, 
ensure  the  patient's  glucometer  was  functioning,  " 
or  that  the  patient  ever  secured  batteries  for  the 
.glucometer,  Instead  the  SK  documented  only  that 
she  attempted  to  call  the  patient  2  times, 
however,  the  line  was  busy. 

This  record  was  reviewed  with  the  Director  of 
Clinical  Services  and  the  Therapy  Intake 
Supervisor  on  .3/9/09.  No  new  evidence  was. 
provided. 

2.  Patient  #  12  was  admitted  to  the  agency 
12/18/08  from  a  skilled  nursing  facility.  The  plan 
of  care  included  daily  HHA  services.  On  12/26/08 


G  143 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY)  . 


I.  Review  of  clinical  do cumen tation  for 
recent  SN  visits  indicates  that  SN 
assessment  of  endocrine  system  is  being 
completed  at  each  visit  as  per  the  plan 
of  care  for  patient  #8-  Patient's 
glucometer  is  functional  and  has 
working  batteries. 


a 


1X5] 
COMPLETION 


Clinical  Team 
Leader  04/10/09 


2.  Patient  #  12 


Discharged  from 
the  agency  on 
04/09/3008. 
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Continued  From  page  1 1 
the  SN  visited  the  patient  and  documented:  the 
patient  was  incontinent,  the  son  should  start  a  2 
hour  bladder  training  program,  the  sort  preferred 
to  use  a  condom  catheter. 

On  1 2/2,7/08  the  SN  phoned  the  patient  and 
discussed  with  the  son  that  the  patient's 
functional  status  was  deteriorating  since  his 
discharge  from  the  skilled  nursing  facility. 
Evidence  is  lacking  the  SN  coordinated  a  plan  of 
care  to  meet  the  patient's  decreasing  functional 
status,. and  failed  to  coordinate  a  plan  for  the 
patient's  incontinence.  Specifically,  the  SN  failed 
to:  discuss  her  recommendation  for  bladder 
training  vs  a  condom  catheter  with  the  physician, 
follow  up  with  the  primary  caregiver  to  instruct  the 
caregiver  in  the  finalized  plan,  coordinate  the 
incontinence  plan  with  the  HHA.  Instead,  on, 
01/03/09,  the  SN  documented  that  SN  services 
were  not'needed  as  frequently  35  the  plan  of  care 
specified,  and  obtained  a  physician  order  to  . 
decrease  SN  visit  frequency  from  1  time  per 
week  to  2  -  3  times  per  month  times  per  month. 

The  patient  record  was  reviewed  with  the  DPS  on 
03/12/09.  No  additional  information  was  provided. 

3  Patient  #  2  was  admitted  to  the  agency,  on 
01/27/09.  The  01/26KJ9  discharge  summary  from 
the  skilled  nursing  facility  indicated  the  patient 
had  a  peritoneal  dialysis  site  which  .should  be 
cleansed  weekly.  The  01/27/09  initial  nursing 
assessment  documented  the  patient  had  a 
peritoneal  dialysis  catheter,  which  had  a  4  x*4 
(gauze)  dressing  which  would  "reportedly  be 
discontinued  at  dialysis."  Evidence  is  lacking  the 
SN  coordinated  a  plan  with  the  dialysis  center  or 
physician  for  the  care  of  the  catheter,  including 
who  would  be  responsible  for  it's  care. 


G  143 


PROVIDERS  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


COMPLETION 
-  DATE 


ilU  CMS-25«7(62-99)  Previous  Versions  Obsolat© 


Event  ID:  G0US11 


3.  Peritoneal  dialysis  catheter  for 
patient  #2  was  removed  03/16/2009  and 
therefore,  agency  no  longer  has  need  to 
assess  or  provide  care  to  this  site. 
Patient  has  2  hemodialysis  sites:  one  is 
right  upper  chest  wall  and  agency  has 
clarified  that  the  dialysis  center  is  to 
change  the  dressing  at  this  site  weekly 
and  assess  the  site  at  every  visit  which  is 
three  times  per  week-  Patient  also  has 
an  AV  dialysis  shunt  in  left  forearm  that 
has  two  small  healed  incisions  and  this 
site  also  assessed  by  dialysis  center  3  x 
week.  Physician  orders  obtained  for 
this  plan.  .  ^ 

Facility  ID:  35*5 
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Other  batietltS  Wg' with  G  143: 

Patient  #1-  Per  DOH  verbal  feedback 
during  survey,  POC  calls  for  nurses  to 
monitor  blood  glucose  levels  and  weight. 
Patient  non-compliant  with  monitoring 
blood  glucose  levels  and  agency  unable 
to  weigh  patient  due  to  his  size  and 
mobility  status-  POC  has  been 
discussed  with  physician  and  changes 
include  that  patient  will  have  lab  work 
drawn  at  physician's  office  to  monitor 
hlood  glucose  levels  and  nurses  to  now 
assess  client's  size  visually  and  by 
measuring  bilateral  lower  extremities 
and  will  notify  physician  for  any 
changes  of  greater  than  2  cm. 

Patient  #3-  Per  DOH  surveyor  verbal 
feedback  during  survey,  POC  calls  for 
assessment  of  02  sats  prn  cough  or 
SOB-  Patient's  acute  sinus  infection  has 
been  resolved  and  there  have  been  no 
further  respiratory  signs  or  sx 
indicating  a  need  to  assess  02  sats. 
Surveyor  also  noted  that  skin 
assessments  were  not  being  done  every 
visit  -  review  of  recent  skilled  nursing 
notes  dated  04/10  and  04/17/09  indicate 
that  skin  assessment  was  completed  and 
this  task  has  been  added  to  Patient's 
Problem  List  to  cue  nurses  to  assess  and 
document  skin  every  visit 

Patient  #5 


Patient  #7  -  Per  DOH  surveyor  verbal 
feedback  during  survey,  4  skilled 
nursing  notes  indicated  increased 
redness  and  swelling  of  the  knee  and 
there  is  no  evidence  this  was  reported  to 
the  physician.  This  was  surgical 
incision  and  nursing  notes  now  indicate 
that  the  surgical  is  Healed  and  this  is  a 


Clinical  Team 
Leader  04/10/09 


Clinical  Team 
Leader  04/17/09 

Patient  #5 
discharged  from 
agency  on 
02/10/09- 


resolved  issue. 


0  ~^Mtf 
3t  Odmh^y 


Clinical  Team 
Leader  04/10/09 


04/24/2009  15:48 


■97867416 


IDEAL  LTHHCP 


'PARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
-NTERS  FOR  MEDICARE  &  MEDICAID  SERVICES 


PAGE  24 

PRINTED:  03/31/2009 
FORM  APPROVED 
OMB  NO.  0938-0391 


"EMENT  OF  DEFICIENCIES 
PLAN  OF  CORRECTION 


(X1)  PROVIOE^/SUPPLIER/CLIA 

lDErrriFiCATioN  number. 


337215 


(X2)  MULTIPLE  CONSTRUCTION 
A,  BUILDING 


B.  w(NG 


(X3)  DATE  SURVEY 
COMPLETED 


03/12/2009 


,:eLOF  PROVIDER  OR  SUPPLIER 

cAL  SENIOR  LIVING  CTR  LTHHCP 


R5.FIX 

TAG" 


SUMMARY  STATEMENT  Of  DEFICIENCIES 
(EACH  DEFICIENCY  MUST  BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


STREET  ADDRESS,  CtTY,  SXATE.  ZIP  CODE 
509,  HIGH  AVENUE 
£NDICOTTrNY  13760 


ID 
PREFIX 
TAG 


lM  CMS-2567(Q2-99)  Previous  Vacsfons  Obsolete 


Event  ID:G0US11 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY). 


(X5) 
COMPLETION 
DATE 


Patient  #9  -  Per  DOH  surveyor  verba! 
feedback  during  survey,  nursing  was 
documenting  that  patient  was  non- 
complaint  with  medications  and  diet 
and  there  were  was  no  evidence  of 
nursing  follow  up.  On.3/J6/09,  POC 
was  updated  to  include  increased 
emphasis  on  patient  education 
regarding  medication  and  diet 
compliance  and  patient's  non- 
compliance in  these  areas  have  been 
reported  to  the  physician.  On  04/15/09, 
Patient's  Problem  List  was  developed 
and  cues  nurses  to  assess  medication 
compliance,  nutritional  status  and 
weight  patient  at  every  visit- 
patient  #10  -  Per  DOH  surveyor  verbal 
feedback  during  survey,  patient  reports 
pain  level  of  6-7  out  of  J  O  and  was 
taking  Tylenol.  There  was  no  nursing 
documentation  indicating  whether 
Tylenol  was  effective.  Recent  skilled 
nursing  assessments  indicate  that 
patient's  pain  level  has  been  3-S  out  of 
10  and  that  patient  is  taking  Tylenol  650 
mg  po  prn  pain  and  reports  that  Tylenol 
is  effective.  On  04/17/09,  pain 
assessment  was  included  on  patient's 
newly  developed  Problem  List  to  cue 
nurses  to  complete  pain  assessments. 

Paticnt#ll  -  Per  DOH  surveyor  verbal 
feedback  during  survey,  patient's  PC  A 
service  was  on  hold  during  the  week  of 
02/16/09  and  these  missed  visits  were 
not  reported  to  the  physician.  Agency 
has  now  developed  a  procedure  and 
form  for  reported  missed  aide  visits  to 
the  physician.  Sec  G  158 


Clinical  Team 
Leader  04/17/09 


Clinical  Team 
Leader  04/17/09 


DPS  -  04/1 7/09 
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Continued  From  page  12 

Additionally  the  SN  documented  that  the  patient 
had  an  occlusive  dressing  on  a  hemo  dialysis  site 
on  her  right  upper  chest.  Evidence  is  lacking  the 
SN  coordinated  a  plan  for  the  care  of  the  site, 
with  the  dialysis  center  and  physician,  including 
who  would  be  responsible  for  the  care.  There  is' 
also  no  evidence  the  SN'  consulted  with  the 
Nursing  Supervisor. 

The  patient  record  was  reviewed  with  the  DPS 

and  Therapy  and  Intake  Supervisor,  no  additional 

information  was  provided. 

484.14(g)  COORDINATION  OF  PATIENT 

SERVICES 

The  clinical  record  'or  minutes  of  case' 
■conferences  establish  that  effective  interchange, 
reporting,  and  coordination  of  patientcare  does, 
occur, 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  1 3  clinical. records,  review 
of  agency,  policies,  and  an  interview  with  the  DPS, 
evidence  is  lacking  in  1 3  records,  that  case 
conferences  are  being  conducted  on  a  regular 
basis,  and  that  there  is^a  mechanism  for 
effectively  communicating  changes  in  the 
patient's  condition.  Patients  #  1-13  See  G  140,  G 
143 

Specifically,  the  agency's  Coordination  of 
Care/Case  Management  policy  indicates  that  . 
case  conferences  will  take  place  at  jeast  every  60 
days,  or  more  often  if  necessary. 

During  an  interview  conducted  with  the  DPS  on 


G  143 


Case  Conferences;  Agency  will  reinstate 
formal  case  conferences  for  every  client 
G  144  at  least  every  60  days.  Clients  receiving 
high  tech  services  will  be  formally  case 
I  confcrcnccd  every  month- 
Case  conference  guidelines  have  been 
reviewed  and  updated  to  include  use  of 
the  Multi-Disciplinary  Problem  List  to 
assure  all  client  issues  arc  reviewed  at 
each  conference. 

Establish  schedule  of  case  conferences 
for  the  remainder  of  the  calendar  year 
fo  2009. 

Implement  formal  case  conferences. 


Staff  Education  and  In  service:  Formal 
and  informal  case  conferences  and 
effective  Home  Care  Documentation  for 
case  conferencing.  Staff  have  been 
inscrviced  on  importance  of 
documenting  nil  informal  case 
conferences  that  occur  frequently  as 
staff  coordinate  a  client's  care  and  work 
together . 

Case  Conference  QT:  Frequency  of  case 
conferences  will  be  assessed  as  part  of 
comprehensive  audits.  See  G  250 
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Continued  From  page  13 

03/12/09,  the  DPS  stated  that  due  to  starring 

issues  they  have  not  been  conducting  patient 

care  conferences  every  60  days  per  agency 

policy  for  the  past  several  months,  and  that  she  is 

planning  on  reinstating  the  implementation  of  this 

policy. 

Lack  of  adequate  coordination  of  care  and  case  - 
management  has  the. potential  for  unmet  patient 
needs  and  possible  negative  patient  outcomes. 
484. 1 8  ACCEPTANCE  OF  PATIENTS,  "POC, 
MED  SUPER 

Care  follows  a  written  plan  of  care  established 
and  periodically  reviewed  by  a  doctor  of  medicine, 
osteopathy,  or  podiatric  medicine. 


This  STANDARD  is  not  met  as  evidenced  by; 
Based  on  a  review  of  13  clinical  records,  and 
interviews  with  the  Director  of  Patient  Services 
(DPS),  evidence  isiacking  in  9  records  that  the 
plan  of  care  is  consistently  being  followed. 
Patients#1,2,  3,  6,8,  9.  10.  11,13 

Failure  to  follow  the  patient  plan  of  care  has  the 
potential  for  unmet  patient  needs  and  possible 
negative  patient  outcomes. 

Examples  are  as  follows: 

1 .  Patient  #  9  was  admitted  .to  the  agency  oh ' 
03/21/08.  The  11/16/08  and  ,01/15/09  plans  of 
care  included  weekly  Ski! Jed  Nursing  (SN)  visits 
to  pre  pour  the.patient's  medications.  Evidence  is 
lacking  the  plan  of  care  was  followed  as  follows;. 

-  The  SN  failed  to  visit  the  patient  for  a  9  day 
period  from  01/02/09  to  01/1 1/09. 
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(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY^  


Patients  listed  with  G  144: 


Patients  #  1, 2,  3,  4, 6,  7,  8,  9,  J  O,  11 
have  been  scheduled  for  formal  case 
conference  in  May  of  2009 

Patient  #5 
Patient  #  12 
Patient  #  13 


'  CX5) 
COMPLETION 
DAT<= 


DPS 

05/29/2009 

Discharged  from 
agency  on 
02/JO/09 

Discharged  from 
agency  on 
04/09/08 

Discharged  from 
agency  on 
02/U/09 


Reporting  Missed  Visits  to  Physician: 


Agency  has  developed  and  inserviced 
staff  on  specific  guidelines  when  each 
discipline  is  not  able  to  provide  service 
as  per  the  POC: 

1.  Each  professional  discipline  (SN,  PT, 
OT,  ST,  MSW,  RD)  is  responsible  to 
inform  the  physician  if  visits  are  not 
provided  as  per  the  POC  for  their 
specific  discipline. 

1.  For  all  levels  of  aide  service,  agency 
has  developed  a  form  "Notification  of 
Change  in  Service"  that  is  completed 
when  aide  service  is  not  provided  as  per 
the  POC.  RN  Case  Manager  signs  off 
on  this  form  to  assure  RN  Case 
Manager  is  aware  and  then  Aide 
Scheduler  faxes  this  completed  form  to 
the  physician  notifying  the  physician 
that  service  was  missed  along  with  the 
reason  for  the  missed  visit 


DPS 

04/17/2009 
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fftaff  fnservice  and  Education^ 


Following  the  Plan  of  Care, 
Communication  with  the  Physician, 
Aide  Orientation  and  Supervision,  Aide 
Care  Plans.  Aide  Activity  Sheets,  and 
Effective  Home  Care  Documentation. 
Above  inservices  completed  for  non-aide 
staff. 

Home  care  Aides  will  be  inserviced  on 
Aide  Care  Plans  and  Aide 
documentation  in  May  2009. 

Comprehensive  Audits  and  Plan  of  Care 
Audits!  sec  G  1 43 

Fncus  AuditsMVTonthly  focus  audits: 

1.  Following  plan  of  care  for  frequency 
of  service  - 10  per  month. 

2.  Aide  documentation  and  congrueney 
of  Aide  care  Plans  and  the  Plan  of  Care 
for  Aide  service  -  10  per  month. 
These  two  focus  audits  will  be 
completed  ongoing  until  a  target 
compliance  threshold  of  95%  has  been 
reached  and  then  need  to  continue  each 
audit  will  be  re-evaluated. 
Development  of  audit  tools  and 
procedures  for  each  focus  audit  above 
and  train, staff  in  auditing  procedure. 

Implement  both  focus  audits  as  above. 
Sec  250  for  more  details  on  QI  Program. 


CX  tafia* 


(XS) 
COMPLETION 
DATE 


Ql/Educ 
Coordinator  and 
DPS  04/24/09 

Aide  Supervisor 
05/29/09 


QI/Educ 
Coordinator  - 
05/15/2009 

QI/Educ 
Coordinator  ■ 
05/18/09 
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-  On  01/1 1/09  the  SN  visited  the  patient  and 
documented  the  patient  had  not  taken  his 
medications  for  two  days,  and  that  the  patient 
was  experiencing  dizziness  at  .times.  The  SN 
failed  to  report  to  the  physician  that  she  was  2 
days  late  in  filling  the  patient's  med  sorter  which 
resulted  in  the  patient  not  taking  his  medications 
for  2  days,  and  the  patient  was  experiencing 
dizziness. 

-  The  11/16/08  and  01/15/09  plan  of  care  included 
reporting  weight  fluctuations  of  2-5  pounds  to  the 
physician.  On  12/26/08  the  SN  documented  the  . 
patient's  weight  as  165  lbs.  Evidence  is  lacking 
the  SN  reported  the  following  weights  to  the 
physician  per  the1  plan  of  care: 
01/02/09-184  lbst  representing  a  19  lb  weight 
gain  from  the  prior  visit 

01  /1 7/09  1 92  lbs,  representing  an  8  lb  weight 
gain  from  the  prior  visit 

02/1 2/09  1 80  lbs,  representing  a  1 2  lb  weight 
loss  from  the  prior  visit 

02/20/09  194  lbs,  representing  a  14  lb  weight 
gain  from  the  prior  visit 

-  The  1 1/16/08  plan  of  care  included  Personal 
Care  Aide  (PCA)  visits  3  times  per  week, 
however,  only  2  PCA  visits  were  made  for  the 
weeks  of  11/23/08.  12/21/08,  and  12/28/08. 

-  The  1 1/1  a/08  plan  of  care  included  daily  weights 
by  the  Home  Health  Aide  (H HA),  however 
between  the  dates  of  1 1/17/08  and  03/05/09- 
evidence  is  lacking  the  aide  ever  weighed  the 
patient.  , 

-  The  11/16/08  CMS  485  plan  of  care  included 
daily  medication  reminders  by  the  HHA.  Between 
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I.  Patient '#9  -SN  assessment  and  visit 
to  pre-fiH  medisorter  is  now  occurring 
consistently  every  7  days  as  per  POC 
order  far  SN  visit  every  week.  Patient  is 
now  being  weighed  at  every  SN  visit  and 
Case  Manager  is  monitoring  weights 
and  will  report  patient  weight  changes 
to  the  physician  as  per  agency 
parameters.  No  further  complaints  of 
dizziness  are  noted  and  SN  assessment 
indicates  improved  medication 
compliance.  Current  HHA  Care  Plan 
does  not  indicate  that  HHA  weigh 
patient  daily.  Home  Care  aides  have 
been  counseled  about  the  need  to  follow 
the  aide  care  plan  and  document  per  the 
plan  specifically  with  respect  to 
medication  reminders,  bathing,  skin 
care,  and  the  need  to  check  the  PER5 
unit 


Aide  Supervisor 
and  Clinical 
Team  Leader 
completed 
04/10/09 
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the  dates  of  11/1 7/08  and  03/05/09  evidence  is 
lacking  the  HHA  reminded  the  patient  to' take  his 
medications  25  of  the  41  visits  made. 

-  The  1 1/16/08  plan  of  care  included  daily  bathing 
and  skin  care  by  the  HHA.  Between' the  dates  of 
11/17/03  and  03/05/09  evidence  is  lacking  the 
HHA  bathed  or  provided  skin  care  to  the  patient 
26  of  "the  41  visits  made. 

-  Evidence  is  lacking  the  HHA  checked  the  PERS 
system  weekly  per  the  1 1/16/08  plan  of  care. 

The  patient  record  was  reviewed  with  the  DPS  on 
03/1 0709.  No  additional  information  was  provided. 

2.  In  6  of  13  patient  records  reviewed,  evidence  is 
lacking  the  plan, of  care  was  followed  for 
frequency  .of  HHA  and/or  PCA  and/  or  SN 
services.  Patients  #  3,  6,  8,  9,  10,.  1 1 

Specifically:' 

-  Patient  #11  was  admitted  to  the  agency  on 
01/1 2/09  with  a  secondary  diagnosis  of  type  2 
diabetes.  The  01/12/09  plan  of  care  included 
weekly  SN  assessments  to  perform  blood  ^ 
glucose  testing  ,  however,-  evidence  is  lacking  "an 
RN  visited/assessed  the  patient  for  4  weeks, 
from  01/14/09  to  02/11/09. 

Additionally,  the  01/12/09  plan  of  care  included 
PCA  services  3  times  per  week,  however  there 
were  no  PCA  visits  during  the  week  of  02/16/09. 
Although  there  is  a  note  in  the  patient  record 
indicating  the  services  were  on  hold,  evidence  is 
lacking  this  was  reported  to  the  physician. 

-  Patient  #  8  was  admitted  to  the  agency  on 
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2.  Patient  #  11  is  now  receiving  SN 
visits  at  the  frequency  ordered  in  the 
POC  -  every  week.  SN  performing 
chemstrip  at  every  visit  and  blood 
glucose  readings  have  been  within 
agency  parameters.  Procedure  has  been 
developed  for  notifying  physician  when 
aide  visits  arc  not  provided  as  ordered  - 
see  above. 

Patient  #3  is  now  consistently  receiving 
SN  assessment  every  2  weeks.  Agency 
completed  audit  of  aide  visits  while 
DOH  on  site  and  was  able  to  provide 
evidence  of  all  missing  aide  visit 
documentation  except  for  the  visits 
■  cancelled  by  the  patient  -  surveyor 
1  verbally  acknowledged  to  PPS  that  all 
documentation  was  accounted  for. 
Procedure  has  been  developed  for 
j  notifying  physician  when  aide  visits  are 
not  provided  as  ordered  -  see  above. 
Patient  #3  is  now  consistently  receiving 
SN  assessments  and  visits  per  the  POC 
ordered  frequency.  ^ 
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Clinical  Team 
Leaders 
completed 
04/10/09  , 
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07/16/99  with. a  primary  diagnosis  of  quadriplegia. 
The  10/05/08  and  12/01/08  plans  of  care  included 
SN  assessments  2  times  per  month,  however, 
evidence  is  lacking  a  SN  visit  was  made  for  4 
weeks,  from  1  i/26/03  to  12/31/06. 

Additionally,  the  02/02/09  plan  of  care  included 
PCA  services  3  times  per  day.  however  the 
patient  failed  to  receive  12  PCA  visits  for  the 
month  of  February.  Specifically,  although  the 
patient  cancelled  on  2  occasions,  and  was  not 
home  on  another  2  occasions,  the  agency  failed 
to  provide  PCA  services  per  the  plan  of  care  for  8 
additional  visits.  Evidence. is  lacking  the  physician 
was  ever  notified  that  the  plan  of  care  was  not 
followed. 

-  Patient  #  3  was  admitted  to  the  agency  on 
07/1 1/08  with  a  secondary  diagnosis  of  paralysis 
of  the  lower  extremities.  The  11/1 1/08  and 
01/01/09.  and  02/07/09  plans  of  care  included 
weekly  SN  visits  for  assessment.  Evidence  is 
Jacking  an  RN  visited  the  patient  for  assessment 
between  the  following  dates:  12/05/08-12/14/06. 
01/04/09  -  01/13/09,  02/13/09  -  02/27/09. 

The  patient  records  for  patients  #  3  and  8  were 
reviewed  on  03/09/09  with  the  DPS  and  the 
Intake  and  Therapy  Supervisor-,  The  patient 
record  for  patient  #  1 1  was  reviewed  with  the  DPS 
on  03/10/09.  No  additional  information  was 
provided. 

3  .Patient  #6  was  admitted  to  the  agency  on 
06/16/08'.  The  plan  of  care  included  -PCA  visits  5 
times  per  week,  and  the  PCA  care  plan  included 
nail  and  foot  care- at  every  visit,  snack  preparation 
at  every  visit,  medication  reminder  at  every  visit 
i  Between  the  dates  of  02/03/09  and  03/03/09  the 
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3.  Aide  supervisor  has  counseled  and 
instructed  ail  PCAs  caring  for  patient 
#G  tb  provide  care  and  document 
according  to  PCA  care  plan  and 
specifically  to  include  nail  and  foot  care 
snack  preparation,  medication 
reminders,  and  to  check  the  PERS  unit 
at  the  specified  frequency^ 
Facility  ID;  3548  . 


Aide-Supervisor  j 
completed  j 
04/10/09 
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(X5) 
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DATE 


Other  patents  listed  with  G  158: 

Patient  U  1  -  Per  DOH  surveyor  verbal 
feedback  during  survey,  agency  had 
orders  For  SJN  visit  every  week  to  change 
UNNA  boats  and  visit  on  02/06/09  was  6 
days  from  the  previous  visit  and 
02/18/09  visit  was  8  days  since  previous 
visit  Agency  is  now  consistently 
completing  SN  visit  for  this  patient 
every  7  days  to  mange  his  UNNA  boots. 

Patient  #2  -  Per  DOH  surveyor  verbal 
feedback  during  survey,  patient  bad 
orders  for.  PC  A  services  4  X  week  but 
service  was  only  provided  2  X  week. 
Agency  notes  that  shortly  after 
admission,  patient  requested  to  not  have 
aide  service  on  the  weekends  and  only 
requested  service  2  X  week.  Agency  has 
obtained  a  supplemental  physician 
order  for  PCA  services  2  X  week. 


Patient  #10  -  Per  DOH  surveyor  verbal 
I  feedback  during  survey,  agency  orders 
j  for  nursing  were  2  X  month  and  this  is 
i  not  acceptable  Physician  orders  have 
been  obtained  for  SN  frequency  of  every 
2  weeks. 


Clinical  Team 
jLeadcr  04/10/09 


Clinical  Team 
Leader  04/22/09 


^continuation 


Clinical  Team 
Leader  04/10/09 

Discharged  from 
agency  on 
02/11/09 
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PCA  failed  to:  perform  nail  and  foot  care  for  15  of 
16  visits,  prepare  a  snack  for  12  of  21  visits, 
remind  the  patient  to  take  medications  14  of  16 
visits, 

Additionally,  the  PCA  failed  to  test  the  PERS 
weekly  per  the  plan  of  care. 

The  patient  record  was  reviewed  with  the  DPS  on 
03/10/09.  No  additional  information  was  provided. 
484.18(a)  PLAN  OF  CARE 

The  plan  of  care  developed  in. consultation  with 
the  agency  staff  covers  ail  pertinent  diagnoses, 
including  mental  status,  types  of  services  and 
equipment  required,  frequency  of  visits; 
prognosis,  rehabilitation  potential,  functional 
limitations,  activities  permitted,  nutritional 
requirements,  medications  and  treatments,  any 
safety  measures'  to  protect  against  injury, 
instructions  far  timely  discharge  or  referral,  and 
any  other  appropriate  items. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  13  clinical  records,  and 
interviews  with  the  Director  of  Patient  Services 
(DPS),  evidence,  is  lacking  in  1 1  records  that  the 
plan  developed  is  of  sufficient  scope  to  meet  the 
patient's  needs.  Patients  #2-5.  7-13 

Failure  of  agency  staff  to  develop  a  plan  of  care 
to  meet  all  of  the  patient's  needs  has  the  potential 
for'unmet  patient  needs  and  possible  negative 
.patient  outcomes. 

Exa  m  pi  es  ar e  as  f ol  lows : 
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Medication  Reconciliation:  Agency  will 
revise  Medication  Management  policy 
to  require  SN  to  complete  a 
comprehensive  medication 
reconciliation  at  every  SOC  and  ROC; 
at  the  next  SN  visit  following  the  SOC 
or  ROCj  and  ongoing  on  a  weekly  basis 
unless  orders  for  SN  frequency  is  less 
than  weekly,  than  medication 
reconciliation  will  be  completed  at  every 
SN  visit. 

PICC  Line  Policy:  Agency  will 
review/revise  policy  for  comprehensive 
care  of  a  PICC  line  to  include 
assessment  and  care  of  the  PICC  line. 
Tracheostomy  Care  Policy:  Agency  will 
review/revise  policy  for  comprehensive 
assessment  and  care  of  a  tracheostomy. 
Developing  the  Plan  of  Care  Policy: 
Agency  will  review/revise  policy  on 
developing  the  client  plan  of  care. 
Staff  Educationi 
j  1-  Medication  reconciliation  and 
j  management,  and  Effective  home  care 
i  documentation- 

|  2.  Policies  on  Developing  Client  Plan  of 
Care,  PICC  line,  and  Tracheostomy! 

Comprehensive  Audits  and  Plan  of  Care 
Audits:  see  G  1 43 
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DPS  -  05/15/09 


DPS  -  05/15/09 

QT/Educ 
Coordinator  and 
DPS  04/24/09 
QVEduc 
Coordinator  and 
DPS'  05/29/09 
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Continued  From  page  1 8 
1 .  Patient  #3  was  admitted  to  the  agency  on 
D7/1 1/08.  On  03/06/09  the  surveyor  made  an 
observational  home  visit  with  the  SN.  Although 
the  SNs  had  been  visiting  the  patient  weekly  from 
07/11/08  to  03/06/09,  evidence,  is  lacking  the  SNs 
identified  the  following  discrepancies  in  the 
02/07/09  plan  of  care; 

-  The  plan  of  care  included  canasa  every  hour  of 
sleep,  however,  the  patient  stated  he  had  not 
taken  this  medication  since  2008  at  the  direction 
of  his  physician. 

-  The  plan  of  care  included  caltrate  twice  daily, 
however,  the  patient  stated  he  had  not  taken  this 
medication  for  3  months. 
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-  The  plan  of  care  included  cymbalta  60  mg  twice 
daily,  however,  the  patient  stated  he  had  been 
taking  30  mg,  3  times  per  day  for  4  months  at  the 
direction  of  his  physician. 

-  The  plan  of  care' included  desyrel,  however  the 
patient  stated  he  is  no  longer  taking  this, 
medication  at  the  direction  of  his  physician. 

-  The  plan  of.  care  included  fosamax  once  per 
week,  however,  the. patient  stated  he  had  not 
been  taking  this  medication  since  March  2007  at 
the  direction  of  his  physician, 

-  The  plan  of  care  included  a  multivitamin  daily, 
however,  the  patient  stated  he  had  not  been 
taking  this  medication  for  the  past  3  months 

-  The  plan  of  care  included  mylicon  every  hour  of 
sleep,  however,  the  patient  stated  he  had  not 
taken  this  medication  since  2007  at  the  direction 
of  his  physician. 
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EventlD:GQUS11 


G  159 


(X5> 
COMPLETION 
GATE 


1.  Patient  #3  -  RN  Case  Manager 
completed  a  comprehensive  medication 
reconciliation,  verified  all  current 
medications  patient  is  currently  taking 
with  patient's  spouse  who  manages 
patient's  medications,  and  verified  any 
discrepancies  with  physician. 
Physician  supplemental  orders  have 
been  completed.  Specific  medications 
reconciled  arc  as  follows:  


Clinical  Team 
Leader  04/24/09 


Canasa  -  discontinued  as  of  02/07/09 
Caltrate  -  discontinued  as  of  02/07/09 
Cymbalta  -  as  of  02/07/09,  correct  dose 
is  30  mg  TID  po 

Desyrel  -  confirmed  with  spouse  that 
patient  continues  to  take  50  mg  po  hs 
Fosamax  -  confirmed  with  spouse  that 
patient  continues  to  take  70      po  once 
per  week  every  Mo nday 
Multivitamin  -  confirmed  with  Spouse 
that  patient  continues  to  take  one  tab 
daily  po 

Mylieon  -  confirmed  with  spouse  that 
patient  continues  to  take  80  mg  daily  po 
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G  1 59  Continued  From  page  19 

-  The  plan  of -care  included  neurontin  1200  mg  3 
times  per  day,  however,  the  patient  stated  tie  has 
been  taking  1800  mg  2  times  per  day  as  directed 
by  his  physician.  ■ 

-  The  plan  of  care  included  vitamin  D  every  day, 
however,  the  patient  stated  he  had  hot  taken  this 
medication  for  3-4  months. 

-The  plan  of  care  included  flomax  0.4  mg  every 
hour  of  sleep,  however,  the  patient  stated  he  is  , 
taking  0.6  mg  every  hour  of  sleep  at  the  direction 
of  his  physician. 

i 

-  The  plan  of.  care  included  vitamin  B12t  however, 
the  patient  stated  he  had  not  been  taking  this  for 
3  months. 

-  The  patient  stated  he  was  taking  2  aleve  tablets 
per  day  as  needed  for  knee  pain,  however,  this  , 
was  not  on  the  plan  of  care. 

-  The  patient  stated  he  began,  taking  clonidine 
twice  dally,  2-3  months  ago,  however;  this  is  not 
on  the  plan  of  care. 

-  The  patient  stated  he  began  taking  lisinopril  2 
twice  daily,  2-3  months  ago,  however,  this  was 
not  on  the  plan  of  care. 

The  patient  record  was  reviewed  with  the  DPS 
and  Supervisor  of  Therapy  and  Intake  on 
03/09/09.  No  additional  information  was  provided. 


2.  Patient  #7  was  admitted  to  the  agency  on 
02/20/09.  The  02/20/09  plan  of  care  documented 
that  the  Licensed  Home  Care  Agency.  (LHCSA) 
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DEFICIENCY) 


Ncwrotin  -  dose  ordered  by  physician 
was  1 200  mg  TID  po  but  patient  has 
been  taking  1800  mg  BID  po,  agency 
spoke  with  physician  who  approves  dose 
and  frequency  preferred  by  patient  and 
supplemental  order  completed. 
Vitamin  X)  -  discontinued  02/07/09 
Flomax-  confirmed  with  spouse  that 
patient  takes  0.4  mg  po  hs 
Vitamin  B12  -  confirmed  with  spouse 
that  patient  continues  to  take  1000  meg 
daily  po 

Aleve  -  obtained  physician  order  and 
now  listed  on  agency's  medication 
profile  -  two  tabs  po  prn  pain  at  hs,  per 
spouse,  patient  takes  2-5  times  per  week. 
Clonodine  -  new  medication  as  of 
03/06/09  -  0.2  mg  daily  po 
Lisinopril  -  new  medication  as  on 
|  06/06/09  »  20/25  mg  BID  po, 
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Continued  From  page  20 
nurse,  contracted  by  the  agency,  would  be 
managing  the  peripherally  inserted  central 
catheter  (PICC),  including  flushing  with  normal 
saline  and  dressing  changes.  The  plan  of  care 
failed  to  include: 

-  a  complete  plan  for  the  PICC  line.  Specifically, 
the  plan  failed  to  specify:  the  type  or  frequency  of 
the  dressing;  a  plan  to  assess  for  PICC  line 
migration,  specifically  a  plan  to  measure  the 
external  length  of  the  PICC  line  catheter:  a  plan  to 
assess  .the  PICC  line  site;'flush  the  PICC  line  with 
1 0  cc 'normal  saline  before  and  after  the  ■ 
administration  of'the  vancomycin  per- the  02/20/09 
LHCSA  nursing  note;  the  PICC  line  was  a  double 
lumen  catheter  per  the  08/15/09  initial  CHHA 
nursing  assessment;  the  purple  lumen  should  be 
used,  for  medication  administration  per  the 
02/21/09  and  02/27/09  LHCSA  nursing  notes;  the 
vancomycin  should  be  mixed  in  200cc  D5W  and 
infused  over  1  hour,  per  the  02/20/09  and 
02/21/09  LHCSA  nursing  notes. 

-  a  plan  for  the  tracheostomy.  Specifically,  the 
plan  of  care  documented  the  patient  and  his 
daughter  managed  the  care  of  the  tracheostomy, 
however,  the  plan  failed  to  specify  what  the  care 
included. 

-  a  plan  for  the  indwelling  urinary,  catheter. 
Specifically,  the  plan  of  care  documented  the 
patient's  daughter  and  private  aide  would  manage 
the  urinary  catheter,  however,  the  plan  failed  to 
specrfy  what  the  care  included. 

The  patient  record  was  reviewed  with  the  DPS  on 
03/10/09  and  Q3/12/09,  No  additional  information 
was  provided.  . 
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2.  Patient  #7:  PICC  line  was 
discontinued  as  of  03/11/09  and 
therefore  no  further  orders  needed  for 
care  of  PICC  line.  RN  Case  Manager 
has  had  a  discussion  with  patient's 
I  daughter,  who  is  a  nurse  practitioner 
!  regarding  the  specific  care  of  patient's 
tracheostomy  and  a  supplemental 
physician  order  has  been  completed 
outlining  the  tracheostomy  plan  of  care 
and  noting  that  care  is  provided  by  the 
patient's  daughter  and  privately  hired 
aide.  Orders  now  also  complete  for  the 
indwelling  urinary  catheter. 
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Leader  04/10/09 
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Continued  From  page  21 
3.  Patient  #  10  was  admitted  to  the  agency  on 
1 1/1 8/08.  The  01/1 7/09  plan  of  care  included  a 
secondary  diagnosis  of  mild  retardation,  and 
sliding  scale  for  insulin  3  times  per  day.  The 
.01/1 7/09  plan  of  care  failed  to  include:. 

-  an  accurate  diabetes  management  plan, 
Specifically  the  plan  of  care  included  that  the 
pharmacy  is  pre-filtihg  syringes  for  the  regular 
dose  of  insulin  to  be  administered  at  every  hour  of 
sleep,  however,  the  plan  failed  to  specify  who  is 
responsible  for  drawing  up  the  sliding  scale 
insulin  syringes. 

Additionally,  there  were  17  discrepancies  , 
between  the  1/17/09  recertification  nursing 
assessment  and  the  01/17/09  plan  of 'care,  for 
insulin  doses,  on  the  insulin  sliding  scale.  For 
example  the  lunch  and  dinner  insulin  sliding  scale 
doses-  included  the  following  discrepancies: 

The  plan  of  care  documented  that  for  the 
lunch  dose,  if  the  blood  glucose  .level  is  1 11-140, 
then  '1 9  units  of  insulin  should  be  given.  The 
nursing  assessment,  however,  indicated  21  units 
should  be  given. 

The  plan  of  care  documented  that  for  the 
lunch  dose,  if  the  blood  glucose  level  is  291-320, 
then  25  units  of  insulin  should  be  given.  The  1 
nursing  assessment,  however,  indicated  27  units 
should  be  given. 

The  plan  of  care  documented  that  for  the 
dinner  dose,  if  the  blood  glucose  level  is  60-80, 
then  22  units  of  insulin  should  be.  given'.  The 
nursing  assessment,  however,  indicated  28  units 
should  be  given 

The  plan  of  care  documented  that  for  the 
dinner  dose,  if  the  blood  glucose  level  is  201-230, 
then  30  units  of  insulin  should  be  given.  The 
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3.  Diabetes  management  plan  for 
Patient  #  10  has  been  reviewed  by  RN 
Case  Manager  and  now  specifies  that 
client  is  capable  and  responsible  to 
draw  up  own  sliding  scale  insulin 
syringes.  Agency  is  working  with  point 
of  care  system  vendor  regarding  the 
problem  with  sliding  scale  insulin  order 
discrepancies  noted  by  DOH  surveyor 
on  the  comprehensive  assessment  as 
compared  to  the  POC  Problem  is  that 
i  insulin  orders  changed  at  a  date  later 
!  than  the  original  POC  and  the 
comprehensive  assessment,  when 
printed  at  the  time  of  DOH  survey, 
J  reflected  a  newer  set  of  orders  than  the 
POC  of  the  same  dates. 
With  respect  to  patient's  psoriatic 
wounds  -  since  the  date  of  DOH  visit, 
patient  has  been  evaluated  by  WOCN 
(Wound  Ostomy  Continence  Nurse)  and 
RN  Case  Manager  has  had  further 
conversation?  with  patient's 
dermatologist  so  documentation  is  now 
more  comprehensive  and  wound  care 
plan  is  more  specific.  Aide  service 
orders  were  changed  from  PCA  2  hours 
3  X  week  to  PCA  1  Hour  3  X  week  and 
H&A  t  hour  3  X  week.  HHA  Care  Flan 
orders  HHA  to  assist  patient  to  apply 
overall  skin  moisturizers  to  intact  skin, 
assist  patient  to  apply  prescribed  lotions 
to  stable  wound  areas  patient  cannot 
physically  reach  and  to  cue  patient  to 
complete  rest  of  wound  care  regime  as 
ordered  by  dermatologist  Improved 
patient  compliance  has  been  noted. 
Physician  order  has  now  been  obtained 
to  clarify  that  SN  frequency  is  every  2 
weeks  instead  of  2  X  month. 
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Other  patients  listed  with  G  159: 
Patient  #2  -  Issue  per  DOH  surveyor 
verbal  feedback  related  to  peritoneal 
and  hemodialysis  catheter  sites,  see  G 
143,  example  #3 

Patient  #  4  -  Per  DOH  surveyor  verbal 
feedback  during  survey,  Lasix  20  mg 
daily  po  appeared  to  be  new  medication 
on  09/05/08  and  agency  records 
revealed  no  additional  documentation 
regarding  this  new  medication. 
Agency's  Medication  Management  and 
Reconciliation  procedures  have  been 
revised  and  staff  have  received  inscrvice 
education  Sec  G  1 59 

Patient  #5 


Patient  #8  -  DOH  surveyor  verbal 
feedback  during  surveyor  related  to 
assessment  of  endocrine  system.  Sec  G 
143,  example  #1 

Patient  #9  -  Per  DOH  surveyor  verbal 
feedback  during  survey,  nursing 
documentation  unclear  regarding 
patient's  safety  at  home  related  to 
cognitive  issues  and  non-compliance 
issues.  RN  Case  Manager  and  MSW 
have  completed  a  case  conference  to 
discuss  safety  issues  and  MSW 
continues  to  follow  patient  monthly  and 
!  prn.  Nursing  is  assessing  safety  at  every 
visit  and  safety  assessments  are  included 
on  patient*s  newly  developed  Problem 
List. 


DPS -04/24/09 
Patient 

discharged  from 
agency  on 
02/10/09. 
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Leader  04/17/09 
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Patient  #11  -  Per  DOH  surveyor  verbal 
feedback  during  survey,  SN  visits 
ordered  every  week  and  occurring 
consistently  every  7  days.  SN  visits  are 
now  scheduled  and  occurring  every  7 
days. 

Patient  #12 


Patient  #13 


Clinical  Team 
Leader  04/17/09 

Patient 

discharged  from 
agency  on 
04/09/08, 
Patient 

discharged  from 
agency  on  _ 
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nursing  assessment,  however,  indicated  33  units 

should  be  given. 

-  a  wound  care  plan  for  the  psoriatic  wounds 
identified  by  the  SN  on  the  01/16/09 
recertification  assessment. 

-  a  specific  plan  for  SN  assessment  frequency. 
Specifically,  the  01/1 6/09  plan  of  care  included 
SN  visits  2  times  per  month,  rather  than  every  2 
weeKs,  and  the  SN  failed  to  visit  the  patient  for  20 
'days,  frbm  01/06/09  to  01/26/09. 

The  patient  record  was  reviewed  with  the  DPS  oh 
03/10/09.  The  DPS  stated  she  was  aware  trie 
plans  of  care  for  SN  assessment  frequency 
^□.QuM-be^ore^pecific^however-r^heir-softwar-e  ■ 
tias  prevented  them  from  developing:  more.  . 
accurate  plans. 

484.18(b)  PERIODIC  REVIEW  OF  PLAN  OF 
CARE 

Agency. professional  staff  promptly  alert  the 
physician  to  any  changes  that  suggest  a  need  to 
alter  the  plan  of  care. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  1 3  clinical  records,  and 
interviews  with  the  Director  of  Patient  Services 
(DPS),  evidence  is  lacking  in  8  records  that  the 
physician  is  consulted  when  changes  in  the 
patient  condition  occur.  Patients  #  1 ,  2,  3,  7,  9, 
1.0.  12,13 

Faiiure.to  consult  with  the  physician  when 
changes  in  the  patient's  condition  occur  has 
resulted  in  a  negative  outcome  for  patient  #7-,  and 
has  the  potential  for  unmet  patient  needs  and 
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^remg  Supervision;  Agency  has 
identified  need  to  increase  supervision 
of  care  provided  by  Field  nurses  and  this 
will  include  the  following  actions: 

1.  Formal  Case  Conferences  -  sec  G  144 

2.  Increased  frequency  of  field 
supervision:  all  nurses  will  be 
supervised  in  the  field  at  a  frequency  of 
every  3  months  over  the  next  <S  months 

!  and  then  no  less  frequently  than  every  6 
1  months  on  an  ongoing  basis.  All  nurses 
I  new  to  the  agency  will  be  supervised 
monthly  for  the  first  three  months  of 
their  employment,  during  the  sixth 
month  of  employment  and  then  every  <J 
months  on  an  ongoing  basis.  The 
^uEOTisijgjnirse  will  cojmjMete^field 
supervision  assessment  tool,  review  the 
findings  with  the  field  nurse,  forward 
the  completed  tool  to  the  DPS  for 
review  and  sign-off  and  then  this  tool 
i  will  then  be  tUed  in  the  field  nurse's 
department  File 
Begin  Field  Supervisions 


3.  Clinical  Team  Leaders  will  meet 
monthly  on  an  individual  basis  with 
each  field  nurse  they  supervise  to  review 
client  visits  the  field  nurse  has  done  over 
the  past  month  and  discuss  patient 
status,  Specific  care  issues  and 
performance  areas  that  require 
improvement  The  Clinical  Team 
Leader  will  keep  a  supervisor's  file  for 
each  field  nurse  and  document  the  areas 
covered  and  any  counseling/  coaching 
.  completed  during  the  monthly  meeting. 
H  Begin  monthly  meetings- 


Clinical  Team 
Leaders  and 
Ql/Lduc 
Coordinator 
04/20/09 


<sJ  €^HoU>i^o 


Clinical  Team 
Leaders  05/01/0S 
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4.  Nursing  Hand-Off  Guidelines: 
In  order  to  coordinate  comprehensive  and 
quality  care  of  our  home  cure  clients,  Ideal 
Home  Care  expects  that  an  appropriate 
hand-off  of  information  will  occur  between 
the  Office  RN  Case  Manager  and  the  per 
visit  nurses. 


I. 
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RN  Case  Manager  to  Per  Visit 
Nurse 

When  making  visit  assign racnts,  the 
RN  Case  Manager  will  identify  on 
the  visit  schedule  the  type  of 
nursing  visit  being  assigned  and 
any  specific  clinical  tusk  needed  to 
be  completed  for  C9cli  visit.  For 
example  -  pro  visit,  OASIS  visit 
nnd  type  of  OASIS,  CASA 
Reauthorization  visit,  medisortcr, 
foley  catheter  change,  Vit  BIZ 
Injection,  specific  lab  work,  etc). 
It  is  expected  that  for  all  per  visit 
nurses  utilising  the  agency's  point 
of  care  system,  the  per  visit  nurse 
will  review  the  following 
information  cither  prior  to  making 
the  home  visit  or  while  in  the 
client's  home  in  order  to  have 
updated  information  the  nurse 
needs  to  complete  a  comprehensive 
nursing  visit; 

*  Multi-Disciplinary  Prob 

List 

»  Medication  Profile 

'  »  Last  (1-3)  Nursing  Visit 

Notes 

For  nurses  Utilizing  paper 
documentation,  the  RN  Case 
Manager  will  need  tq  provide  the 
per  visit  nurse  with  hard  copies  of 
the  Multi-Disciplinary  Problem 
List,  the  Medication  Profile,  and  1- 
3  nursing  visit  notes. 
.  Additionally  for  all  clients  that  are 
exceptionally  complex  or  have  had 
recent  major  changes  in  status,  it 
may  be  necessary  for  the  RN  Case 
Manager  to  provide  a  verbal  report 
to  the  per  visit  nurse  prior  to  the 
visit  and/or  additional  written 
information. 
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Per  Visit  Nurse  to  RN  Case 
Manager 

It  is  the  responsibility  of  the  per 
visit  nurse  to  review  their  client 
visit  assignment  each  day  and 
request  additional  client  specific 
information  from  the  RN  Case 
Manager  if  there  arc  any  questions 
about  the  specific  client  visits  they 
have  been  assigned. 
By  the  end  of  the  work  day  ,  the  per 
visit  nurse  will  report  back  to  the 
KN  Case  Manager,  either  in  person 
or  via  telephone  or  voice  mail 
message,  the  findings  and  outcomes 
of  each  client  visit  completed  that 
day.  It  is  recommended  that  the 
per  visit  nurse  include  on  their 
report,  the  information  outlined  in 
the  Ha nd-Qff  Report  which  can  be 
used  as  guide  for  reporting. 


5.  Performance  evaluations  as. per  the 
policy  of  Ideal  Senior  Living  Center  -  all 
new  employees  arc  on  probation  for  the 
first  6  months  of  employment  and 
receive  a  probationary  performance  at 
the  end  of  this  6  months  and  then 
annually  during  the  first  quarter  of 
evcrj'  calendar  year. 
Annual  Performance  evaluations 
completed.   


Staff  Education  and  Inservicesj  Nursing 
Supervision  including  hand-off 
guidelines  (sec  stave);  Comprehensive 
Pain  Assessment,  Management,  and 
Documentation;  Agency  Parameters  for 
Reporting  patient  status  changes  to  the 
Physician;  and  Effective 
Communication  with  physician 
including  reporting  change  in  patient 
status. 


DPS  04/13/09 


DPS  05/01/09 


QI/Educ 
Coordinator  and 
DPS  04/24/09 
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Comprehensive  Audits  and  Plan  of  Care 
Audits:  see  G  143 
Pain  Focus  Audits:  Monthly  focus 
audits  (10  per  month)  will  be  completed 
to  assess  agency  compliance  with  pain 
assessment  and  management  Audits 
will  continue  monthly  until  agency 
reaches  a  compliance  threshold  of  95% 
and  then  need  will  be  re-evaluated  if 
agency  determines  continued 
improvement  still  needed  in  agency 
outcomes. 

Development  of  pain  focus  audit  tools 
and  procedures  and  train  staff. 

Implement  pain  focus  audits. 


See.G  250  for  more  details  on  QI 
program. 


QI/Educ 
Coordinator  - 
OS/15/0? 

QI/Educ 
Coordinator - 
05/18/09 
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agency  wide  negative  patient  outcomes. 

Examples  are  as  follows: 

1.  Patient*  7  was  admitted  to  the  agency  on 
02/20/09.  The  plan  of 'care  included  percocet  1-2 
tabs  every  4  hours  as  needed  for  pain,  and  a 
duragesic  transdermal  patch  25  meg,  to  be  ' 
changed  every  3  days.  The  Skilled  Nurse  <SN)  • 
failed  to  report  the  patient's  pain  to  the  physician, 
and  failed  to  advocate  for  an  adequate  pain 
management  plan  for  the  patient,  which  resulted 
in  the  patient  suffering  uncontrolled  pain  for  10 
days  as  follows; 

-  Between  the  dates  of  02/20/09  and  03/02/09, 
the  SN  assessed  eleven  times  that  the  patient's 
pain  level  was  greater  than  8  out  Qf  10.  During  the 
same  time  period  the  SN  documented  6  times 
that  the  daughter  was  going  to  call  the  physician 
for  new  pain  medication  .  Evidence  is  lacking  the 
patient's  unrelieved  pain  was  ever  reported  to  the 
physician  by  the  SN.  The  SN  failed  to  understand 
that  it  is  her  responsibility  to  report  changes  in 
patient  condition  to  the  physician,  and  advocate 
for  an  effective  pain  management  plan  for  the 
patient. 

-  Additionally,  evidence  is  lacking  the  SN  ever 
assessed  and  reported  to  trie  physician  the 
integrity  of  the  duragesic  patch,  or  the  frequency,  , 
arid  dosage  with  which  the  patient  was  taking  the 
percocet,  and  the  plan  of  care  failed  to  include  the 
percocet  dosage. 

-  On  02/27/09  the  SN  visited  the  patient  and . 
documented  the  patient  was  trying  vicodin  and 
ibuprofen  for  pain.  The  SN,  however,  failed  to 
specify  the  dose  of  these  medications,  or  obtain  a 
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1.   Review  of  recent  SN  visits  for 
patient  #7  indicate  improvement  in  SN 
assessment  and  documentation  of  pain 
and  communication  with  physician  with 
respect  to  patient's  pain  management 
On  3/30/09,  patient  reports  pain  level  of 
3  out  of  10  and  states  "pain  medications 
are  helping."  On  03/19/2009,  RN 
discussed  patient's  level  with  physician 
who  stated  that  he  had  educated  patient 
that  bis  pain  level  of  recent  weeks  was 
to  be  expected  during  the  post-op  period 
and  that  over  time,  level  of  pain  would 
improve.    Medications  for  pain; 
Duragesic  patch  25  meg  -  change  every 
3  days  and  Percocet  1-2  tabs  every  4 
hours  po  prn  for  break-thru  pain. 
Nursing  has  continued  to  teach  and 
reinforce  appropriate  use  of  pain 
medications  and  assesses  pain  status  as 
very  skilled  nursing  assessment. 
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physician  order,  and  on  02/28/03  the  SN 
documented  that  the  patient's  pain  level 
continued  at  a  level  of  8  out  of  1.0. 

The  patient  record  was  reviewed  with  the  DPS  on 
03/10/09.  No  additional  information  was  provided. 

2.  Patient  #3  was  admitted  to  the  agency  on  - 
07/1 1/03.  The  SN  failed  to  report  the  following 
changes  in  patient  condition  to  the  physician  as 
follows: 

-  On  12/19/08  the  SN  visited  the  patient  and 
documented  the  patient  was  experiencing 
vomiting  and  diarrhea  for  the  prior  2  days,  and 
had  vomited  a  large  amount  of  brown  liquid 
during  the  visit  Evidence  is  lacking  this  was 
reported  to  the  physician, 

-  On  01/04/09  the  SN  visited  the  patient  and 
documented:  the  patient  had  a  sinus  infection,  the 
physician  prescribed  antibiotics,  the  wife  had  not 
yet  filled  the  prescription,  the  SN  was  uncertain  as 
to  the  type  of  antibiotics,  the  patient  had  an  acute 
cough  with  yellow/brown  sputum,' the  patient  was 
not  sleeping  well.  Although  the  SN  phoned  the 
physician  for  authorization  to  continue.the  home 
care  services,  evidence  is  lacking  the  SN 
reported  the  patient  symptoms  to  the  physician, 
or  obtained  a  verbal  order  for  the  antibiotics, 

,The  patient  record  was  reviewed  with  the  DPS 
'  and  Intake  and  Therapy  Supervisor  on  03/09/09. 
No  additional  information  was  provided, 

3.  Patient  #10  was  admitted  to  the  agency  on 
1 1/18/08.  the  SN  failed  to  report  increasing 
lower  leg  edema  to  the  physician  as  follows: 
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2,  Patient  #3  -  no  further  sfsx  or 
complaints  of  vomiting,  diarrhea,  or 
respiratory  problems  have  been  noted- 
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-  On  01/16/09  the  SN  documented  the  following 
edema  measurements: 

right  ankle  was  34.5  cm. 

left  ankle  was  29  cm. 

left  calf  was  57  cm. 
The  SN  failed  to  measure  the  patient's  right  calf 
or  bilateral  instep. 

-On  1/26/09  the  SN  assessed  both  the  patients 
right  and  left  legs  as  +  2.  Evidence  is  lacking  the 
SN  measured  the  patient's  leg,  and  consequently 
was  unable  to  compare  her  assessment  to  the 
previous  assessment. 

-  On  2/16/09  the  SN  documented  the  following 
edema  measurements: 

right' ankle  was  37.5  cm,  representing  an 
increase  of  3  cm  from  1/16/09. 
■  left  ankle  was  35  cm,  representing  an  increase 
of  6  cm.  from  1/16/09. 

left  calf  was  62  cm,  representing  an  increase  of 
5  cm.  from  1/16/09. 

right  and  left  insteps  as  5  cm.  the  right  calf  as 
57  cm.  The  SN  had  failed  to 

previously  take  these  measurements. 

Evidence  is  lacking  any  of  the  above 
measurements  were  reported  to  the  physician. 

the  patient  record  was  reviewed  with  the  DPS 
and  Intake  and  Therapy  Supervisor  on  03/09/09. 
No  additional  information  was  provided. 
434.30(a)  DUTIES  OF  THE  REGISTERED 
NURSE 

The  registered  nurse  makes  the  initial  evaluation  . 
visit. 


G  164 


3.  Patient  #10  -  improved  assessment 
and  documentation  of  patient's  edema 
has  been  noted  and  RN  Case  Manager 
has  been  counseled  to  report  changes  in 
patient's  edema  to  physician.  Agency's 
record  indicates  patient  was  diagnosed 
with  Chronic  Edema  in  1975.  Nursing 
assessments  note  that  edema  has  been 
stable  st  2+  of  bilateral  lower 
extremities.  Nursing  documents 
ongoing  education  of  patient  re: 
elevation  of  legs  and  compliance  with 
Lasix  80  mg  daily  po.  Physician  is 
aware  and  has  made  no  changes  to 
POC  Agency  policy  with  respect  to 
edema  is  for  nurses  to  assess  and 
document  edema  as  pitting  vs  non- 
pitting and  using  scale  of  1+  -  4+  for 
pitting  edema.  Nurses  for  patient  #10 
have  been  counseled  regarding  agency 
policy  and  patient's  Problem  List  notes 
that  patient  has  chronic  edema  and  cues 
nurses  re:  agency  policy  for  assessment 
and  documentation  of  this  edema  . 


Clinical  Team 
Leader  04/24/09 
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Other  patients  listed  with  G  164: 


Patient  #1  -  DOH  surveyor  verbal 
feedback  during  survey  related  to 
patient1?  level  of  pain  and 
comprehensive  pain  assessments.  See  G 
172,  example  #3 

Patient  #2  -  Per  DOH  surveyor  verbal 
feedback  during  survey,  patient  was  in 
the  Emergency  Dept  on  02/10/09  for 
hypoglycemia  and  evidence  is  lacking 
that  during  a  SN,  visit  post  ED  visit,  that 
the  nurse  reported  patient's  in  home 
blood  sugar  readingof  €7  and  discussed 
possible  need  for  a  change  in  the  POC. 
Staff  have  received  inservice  education 
about  effective  communication  with 
physicians  and  reporting  changes  in 
patient  status  including  possible  need  to 
alter  POC 

patient  #9  -  DOH  surveyor  feedback 
during  surveyor  was  related  to 
documented  changes  in  patient's  weight 
Sec  G15S,  example  #1 

Patient  #12 


Patient  #13 


DPS  -  04/24/09 


Patient 

discharged  from 
agency  on 
04/09/08. 
Patient 

discharged  from 
agency  on 
02/H/09. 
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Thjs  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  initial  nursing  assessments 
in  5  clinical  records  (patients  #  2.  5.  6,  7<  9.  12), 
and  interviews,  with  Director  of  Patient  Services  . 
(DPS),  evidence  is  lacking  in  3  records  the  initial 
nursing  assessments  are  of  sufficient  scope  to 
ensure  that  all  patient  needs  are  met  Patients  # 
2.  7.  12 

Lack  of  complete  and  accurate  nursing 
assessments  has  the  potential  for  unmet  patient 
needs  and  possible  negative  patient  outcomes. 

Examples  are  as  follows; 

1 .  Patient  #  12  was  an  admired 
to  the  agency  on  12/18707.  The  plan  of  care 
documented  the  patient  was  non  ambulatory 
The  12/18/07  initial  nursing  assessment  failed  to 
include  the  patients  ability  to  transfer 
Specifically,  the  SIM  documented  the  patient  and 
son  reported  tne  patient  required  the  assist  of  1 
person -to  transfer,-  however,  evidence  is  lacking 
the  SN  , actually  observed  the  patient's  ability  to 
transfer  safely. 

On  12/19/07  a. phone  calF  was  documented  from 
the  aide  to  report  to  the  SN  the  patient  was  on  the 
commode,  and  she  (the  aide)  could  not  transfer 
him  off.  The  SN  directed  the  aide  to  call  the  local 
fire  department  for  assistance. 

Additionally,  although  the  SN  documented  the 
patient  reportedly  needed  only  the  assist  of  1  r 
person  to  transfer,  the  SN  also  documented  the 
patient  had  a  hoyerJift  On  the  following  day< 
12/19/07,  the  Physical  Therapist  (FT) 
documented  that  the  patient  did  not  yet  have  the 
hoyer  lift. 


<5  171  Nn rein?  Supervision:  sec  G  164 

Problem  list  Development:  sec  G  143 
Conrpreh ensivc  Audits  and  Flag  nf  Care 
Audits:  see  G  143  Sec  C2 50  for  more 
details  re:  QI  Program 
Developing  the  Plan  of  Care  Policy; 
Agency  will  review/revise  policy  on 
developing  the  client  plan  of  care.  . 
Staff  Education!  Developing  the  POC 


DPS  05/15/09 
PPS  and 
QI/Educ 
Coordinator 

OS/29/0? 


I.  Patient  #  12  was  discharged  from 
agency  on  04/09/08. 
RN  who  completed  the  initial 
assessment  for  this  client  Was 
counseled/coached  regarding  the  need 
to  comprehensively  assess  a  client's 
functional  status  before  an  accurate 
aide  care  plan  can  be  developed. 


Completed 

12/25/2007  bv 
DPS 
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The  patient  record  was  reviewed  with  the  DPS  on 
03/12/09.  No  additional  information  was  provided 
to  explain  the  inconsistent  information. 


2.  Patient  #  7  was  admitted  to  the  agency  on 
02/20/09  with  a  secondary  diagnosis  of  diabetes. 
The  02/20/09  plan  of  care  included  intravenous 
vancomycin  1  Grn  every  12  hours  via  a 
peripheral!/  inserted  central  catheter  (PtCC)  line,  • 
and  that  the  patient  was  using  the  glucometer  as 
prescribed  by  the  physician,  and  was  testing  his 
glucose  once  per  day.  The  02/20/09  initial  nursing 
assessment  was  incomplete  as  follows: 

-  The  SN  documented  that  the  patient  was 
discharged  from  the  hospital  that  day  following 
surgery  on  his  left  knee  to  remove  an  infected 
knee  prosthesis.  The  SN  documented  that  the 
wound  was  dosed,  however,  she  could  not 
observe  the  incision  because  the  patient  was 
wearing  a  brace.  It  is  unclear  how  the  SN  knew 
the  wound  was  closed,  and  evidence  is  lacking 
she  contacted  the  physician  to  discuss:  if.  the 
brace  could  be  removed,  what  the  wound  status 
was,  or  if  a  wound  care  plan  was  needed! 

-  Evidence  is  lacking  SN  assessed  the  PICG  line 
site,  if  the  patient. had  a  single  or  double  lumen 
PIC.C  line,  whether  the  vancomycin  was. infusing 
during  the  visit. 

-  Evidence  is  Jacking  the  SN  observed  if  the 
patient, could  demonstrate  the  use  of  the 
glucometer,  or  if  the  patient  had  a  functioning 
glucometer  in  the  home. 

The  patient  record  was  reviewed  with  the  DPS  on 
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2.  Patient  #7 -PICC  line  was 
discontinued  03/11/09  and  surgical 
wound  is  now  healed.  Patient  has  a 
functioning  glucometer  in  the  home  and 
SN  has  observed  and  documented  that 
patient  can  use  his  glucometer 
effectively. 


(X5) 
.COMPLETION 
BATE  . 
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03/10/09,  no  additional  information  was  provided. 

3.  Patient  #  2  was  admitted  to  the  agency  on 
01/27/09.  The  01/27/09  initial  nursing  assessment 
documented  the  patient  had  a  peritoneal  dialysis 
catheter,  which  was  covered  with  a  4  x  4 
dressing.  Evidence  is  lacking  the  SN  ever 
assessed  the  peritoneal  dialysis  site.  ^ 

Additionally,  the  SN  documented  the  patient  was 
experiencing  dally  aching  pain  of  the  left  leg  at  a 
level  of  5  that  was  not  easily  relieved.  The  SN 
■also  assessed  that  the  pain  was  relieved  with  . 
tylenol,  however,  failed  to  assess  the  frequency 
with  which  the  patient  was  taking  the  tylenol,  and 
the  plan  of  care  does  not  include  a  frequency  or 
maximum  daily  dosage  for  the  tylenol. 

The  patient  re  cord  was  reviewed  with  the  DPS 
and  Therapy.and  Intake  Supervisor  on  03/09/09. 
No  additional  information  was  provided. 
484.30(a)  DUTIES  OF  THE  REGISTERED 
NURSE 

The  registered  nurse  regularly  re-evaluates  the 
patients  nursing  needs. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  13  clinical  records,  and 
interviews  with  the  Director  of  Patient  Services 
(DPS),  evidence  is  lacking  in-6' records  the  Skilled 
Nursing  (SN)  assessments  are  of  sufficient  scope 
to  identify  changes  in  the  patient's  condition  which 
may  require  re-evaluation  and/or  modification  in 
the  plan  of  care.  Patients  #  1 ,  2,  3,  6f  8,  1 3 

Failure  to. perform  complete  and  accurate  nursing 
assessments  has  the  potential  for  unmet  patient 


G  171 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 
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3.  For  patient  U2  -  peritoneal  dialysis 
catheter  has  been  discontinued  as  of 
03/6/09.  Leg  pain  reported  to  be  6  out 
of  30  on  3/17/09.  On  this  same  date, 
patient  filled  a  new  prescription  for 
Hydrocodone  7.5/750  mg  and  has  been 
taking  this  medication  prn  for  break 
thru  pain  when  Tylenol  is  not  effective. 
Skilled 'nursing  assessments  on  3/30/09 
and  04/07/09  indicate  that  patient 
reported  a  pain  level  of  "0"  out  of  10. 
Comprehensive  pain  assessments  now 
being  completed  and  documented  and  a 
physician  order  has  been  obtained  for  a 
maximum  daily  dose  of  Tylenol. 


Clinical  Team  . 
Leader  04/10/09 
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Other  patients  listed  with  G  171: 
Patient  #  5 


Patient  #6  -  Per  DOH  surveyor  verbal 
feedback  during  survey,  patient's' 
medication  profile  listed  Coreg  twice  - 
once  as  discontinued  and  once  as  an 
active  medication.  This  issues  has  been 
discussed  with  the  physician  and  agency 
has  received  clarification  that  patient  is 
to  continue  Corcg  12,5  mg  po  BID. 

Patient  #9  -  DOH  surveyor  feedback 
during  surveyor  was  related  to 
documented  changes  in  patient's  weight. 
See  G 158,  example  #1 


accepted, 


Patient 

discharged  from 
agency  on 
02/10/09 


Clinical  Team 
Leader  04/22/09 
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Staff  Education:  Discussion  with  and 
education  of  nursing  staff  with  respect 
to  use  of  point  of  care  system's  choices 
of  "consult  indicated"  vs  "no  problems 
requiring  intervention".  Agency's 
policy  will  be  that  in  many  cases, 
neither  option  is  an  appropriate 
.selection  and  in  many  assessment  areas, 
the  nurse  must  write  a  narrative  in 
order  to  fully  present  an  accurate  and 
comprehensive  picture  of  patient's 
status  or  situation:  Nursing  staff  have 
been  educated  that  this  level  of 
documentation  must  be  completed  for 
every  comprehensive  assessment  even 
for  a  long  term  chronic  patient  so  that  a 
clear  and  comprehensive  picture  of 
patient's  situation  is  documented.  Staff 
also  educated  regarding  need  to  report 
all  changes  in  client  status  promptly  to 
physician  including  need  to  discuss  with 
the  pfoysician  possible  need  for  POC 
changes  such  as  a  change  in  frequency 
of  skilled  nursing  assessments^ 
Nu rs lmg_S_u pe rvisio n :  sec  G  164 
Problem  List  Development:  see  G  1 43 
Comnrchcnsive  Audits  and  Plan  of  Care 
Audits:  see  G  143  See  G250  for  more 
details  re:  QI  Program 
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needs,  and  possible  negative  patient  outcomes. 

Examples  are  as  follows: 

1.  Patient  #  8  was  admitted  to  the  agency  on 
7/16/99.  The  12/02/08  plan  of  care  indicated  that 
the  patient  had  a  history  of  urinary  track  infections 
and  had  a  foley  catheter.  The  plan  stated  the  SN 
was  to  change  the  foley  catheter  monthly  and 
PRN.  The  SN  assessments  were  inaccurate  or 
incomptete  as  follows: 

-  On  1/23/09  the  Home  Health  Aide  reported  to 
the  SN  that  she  observed  some  "  flpaties  "  in  the 
client's  catheter  bag  and  wondered  if  this  should 
be  assessed.  On  1/23/09  the  SN  documented  . 
she  called  the  patient  to  make  an  appointment  for 
a  home  visit,  that  the  patient  refused,  and  asked 
for  a  visit  on  Monday  1/26/09.  Evidence  is  lacking 
the  SN  visited  the  patient  as  planned,  or  that  the 
physician  was  notified  of  the  patient's  change  in 
condition. 

-  On  1/27/09  a  voice  message  was  documented 
from  the  aide  to  the  SN,  and  the  aide  requested 
that  the  SN  assess  the  patient  for  signs  and 
symptoms  of  a  urinary  tract  infection  on  her  (the 
SN's)  scheduled  visit  for  the  following  day. 
Evidence  is  lacking  the  SN  visited  until  01/28/09, 
which  was  5  days  following  the  first  report  of  the 
patient's  urinary  symptoms. 

-  On  2/23/09.  the  SN  visited  the  patient  and 
documented  thatshe  was  to  change  the  patient's 
catheter  at  that  visit  "due  to  the  patient  calling  last 
week  to  report  that  her  catheter  was  leaking  . 
urine".  The  SN  failed  to:  document  the  exact 
date  the  patient  had  phoned,  and  evidence  is 
lacking  the  SN  visited  the  patient  until  one  week 
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1.  Patient  #8  -  patient  assessed  by  RN 
on  03/J2/2009  and  on  that  date  did  not 
have  an  active  urinary  tract  infection  or 
any  signs  or  symptoms  of  an  infection 
that  would  require  intervention  by  the 
SN. 
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after  the  patient's  report  of  the  leaking  catheter. 

This  record  was  reviewed  with  the  Director  of 
Clinical  Services  and  the  Therapy  Intake 
Supervisor  on  3/9/09,  No  new  evidence  was 
provided 

2.  Patient  #3  was  admitted  to  the  agency  on 
07/1 1/08.  The  SN  failed  to  conduct 
reassessments  as  follows; 

-  On  12/05/OS  the  SN  documented  the  patient 
was  experiencing  rectal  bleeding,  and  the 
physician  ordered  a  CBC.  The  SN  failed  to  revisit 
the  patient  until  9  days  later  on  12/14/08  to 
reassess  the  status  of  the  patient's  rectal 
bleeding. 

-  On  12/19/08  the  LPN  visited  the  patient,  and 
documented  the  patient  had  been  experiencing 
vomiting  and  diarrhea  for  the  prior  2  days,  and 
that  the  patient  had  vomited  during  the  visit.. 
Although  the  LPN  reported  the  symptoms  to  the 
RN»  the  RN  failed  to  assess  the  patient  until  7 
days  later.on  12/26/09.  • 

-  On  01/14/09  the  SN  visited  the  patient  and 
documented  the  patient  had  a  cough,  which  the 
SN  reported  to  the  physician.  The  physician 
directed  that  the  patient  be  evaluated  in  the  MD 
office  or  emergency  room  if  the  respiratory 
symptoms  did  not  improve.  The  SN  failed  to 
reassess  the  patient  until  22  days  later  on 
02/07/09. 

The  patient  record  was  reviewed  with  the  DPS 
arid  Intake,  and  Therapy  Supervisor  on  03/09/09. 
No  additional  information  was  provided. 


{X3)  date  survey 
completed 
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DATE 


2.  Patient  #3  -  Review  of  recent  SN 
visits  indicates  that  patient  receiving  SN 
visit  every  week  as  ordered  and 
documentation  indicates  consistent 
assessment  of  patient's  GT  status 
including  history  of  rectal  bleeding. 
Patient  lias  diagnosis  of  chronic  GI 
bleeding  with  anemia  and  there  have 
been  no  further  episodes  of  bloody 
stools  or  rectal  bleeding  by  the  patient 
or  his  spouse.  Patient  continues  to  have 
weekly  lab  work  done  for  CBCs  and  his 
H/H  ranges  from  01/2009  through 
04/12/09  arc  9. 6- 10. 5/3 1. 6-34.  4/12/2009 
H/H  results  were  10/32.6  which  is  within 
a  stable  range  for  this  patient.  No 
further  problems  with  vomiting, 
diarrhea,  or  respiratory  .symptoms  have 
been  reported  or  noted. 
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3.  Patient  #  1  was  admitted  to  the  agency  on 
09/26/08.  The  01/21/09  SN  assessment  was 
incomplete  or  inaccurate  as  follows: 

-  The  SN  documented  that  the  patient  was  . 
experiencing  constant  sharp  head/back/neck  pain 
at  a  level  of  .8  out  of  1 0,  that  was  not  easily 
relieved.  The  plan  of  care  however,  failed  to 
include  any  paio  medications.  Evidence  is  lacking 
the  SN  assessed  "if  the  patient  was  taking  any 
pain  medications,  or  assessed  for  the  need  of  a 
pain  management  plan,  and  instead  assessed 
that  there  were  "no  problems  requiring  1 
intervention". 

-  The  SN  documented  the  patient:  was  verbalising 
negative  feelings  about  himself  due  to  increasing 
dependency  on  others,  and  that  the  patient  was 
residing  in  an  inadequate/crowded  living  space. 
The  SN  documented  that  there  were  "no 
problems  requiring  intervention,"  however,  also  • 
documented  "consider  social  work  consultation". 
Evidence  Is  lacking  the  SN  identified  that  the  • 
patient  was  receiving  social  work  services  at  the 
time,  and  failed  to  assess  if  the  social  work 
services  were  meeting  the  patient's  needs. 

The  patient  record  was  reviewed  With  the  DPS 
and  Therapy 'and  Intake  Supervisor  on  03/Q9/O9, 
no  additional  information  was  provided. 
484.36(C)(2)  ASSIGNMENT  &  DUTIES  OF 
HOME  HEALTH  AIDE 

The  home  health  aide  provides  services  that  are 
ordered  by  the  physician  in  the  plan  of  care  and 
that  the  aide  is  permitted  to  perform  under  state  • 
law. 
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3.  Patient  #1  -medication  reconciliation 
completed  and  medication  profile 
updated  to  include  patient's  pain 
medications:  Celebrex  200  nig  daily  po, 
Soma  350  mg  TID  po  prn  pain,  and 
Tylenol  #3  TID  po  prn  pain.  Patient 
currently  reporting  pain  level  of  4  out  of 
10  and  reports  pain  managed  with 
current  medications.  Nursing 
documents  that  patient  not  always  r 
compliant  with  use  of  his  pain 
medications  and  re-reaching  has  been 
done,  RN  Case  Manager  has  also 
spoken  with  patient's  informal 
caregiver  about  use  of  pain  medications 
for  management  and  control  of  pain.  On 
03/30/2009,  nursing  discussed  patient's 
pain  level  with  the  physician.  RN  Case 
Manager  has  met  with  MSW  who  notes 
that  patient  has  history  of  depression 
but  no  s/sx  that  depression  is  an  active 
problem  currently.  RN  Case  Manager 
and  MSW  made  joint  home  visit  to 
address  patient's  current  living 
environment  with  patient's  informal 
ca  regiver,  '  ■  . 
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Other  patients  listed  with  G  172: 

Patient  #  2  -  Issue  per  DOH  surveyor 
verbal  feedback  related  to  peritoneal 
and  hemodialysis  catheter  sites,  see  G 
143,  example  #3 

Patient  #  6  -  Per  DOH  surveyor  verbal 
feedback  during  survey,  patient's 
medication  profile  listed  Coreg  twice  - 
once  as  discontinued  and  once  as  an 
active  medication.  This  issues  has  been 
discussed  with  the  physician  and  agency 
has  received  clarification  that  patient  is 
to  continue  Coreg  12.5  nig  po  BID. 

Patient  #13 


Patient 

discharged  from 
agency  on 
02/11/09. 
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This  STANDARD  is  not  met  as  evidenced  by: 
For  6  of  12  patients,  where  the  agency  was 
providing  aide  service,  evidence  is  lacking  the 
aide  care  plans  were  sufficient  in  scope  to  ensure 
the  Personal  Care  Aides  (PCA's)  and  Home 
4tealto^des^4iHA^7^ere^  - 
and  were  acting  within  their  scope  of  practice  per 
the  New  York  State  Department  of  Health 
January  2007  Home  Health  Aide  Scope  of  Tasks, 
and  the  New  York  State  Department  of  Social 
Services  December  1. 1994  Level  1  and  2 
Personal  Care  Aide  Scope  of  Functions  and 
Tasks.  .  Patients  #6,  3,  8,  9,  11,  13. 

Failure  of  the  agency  to  ensure  that  the  care 
provided  by  all  personnel  is  permitted  under  state 
law,  has  the  potential  for  unmet  patient  needs, 
and  possible  agency  wide  negative  patient 
outcomes. 

Examples-are  as  follows: 
HV 

1".  Patient  #  3  was  admitted  to  the  agency  on 
ti7/li/08„  Although  the  patient  record  included 
separate  care  plans  for  the  PCA.  and  HHA,  the 
surveyor  conducted  an  observational  home  visit 
on  03/06/09,  and  only  one  care  plan  for  both' the. 
PCA  and  HHA  was  in  the  patient's  home.  The 
plan  included  a  home  exercise  program,  which  is 
beyond  the  scope  of  tasks  for  the  PCA. 

The  patient  record  was  reviewed  with  the  DPS 
and  Intake  and  Therapy  Supervisor  on  03/09/09. 
No  additional  information  was  provided. 

2.  Patient  #  2  was  admitted  to  the  agency  on 
01/27/09,  The  01/27/09  care  plan  failed  to  specify 
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Aide :  Cjare  Plan  Policy  Revision:  Revise 
aide  care  plan  policy  to  indicate  that 
agency  will  write  a  separate  aide  care 
plan  for  each  level  of  aide  assigned  to  a„ 
patient  and  that  all  aide  care  plans  will 
be  updated  every  (50  days. 
Staff  Education:  Aide  Care  Plans  and 
review  of  Scope  of  Practice  for  each 
aide  level  <e.g.  HHA,  PCA). 

Aide  Care  Plan  Focus  Audits: 
Sec  G  158 


PPS  04/13/09 
Ql/Education 
Coordinator  and 
Aide  Supervisor 
05/29/09 


1.  Aide  care  plans  for  patient  #  3  now 
updated  to  include  a  separate  aide  care 
plan  for  the  PCA  and  fTH A  and  current 
aide  care  plans  have  been  placed  in  the 
patient's  home. 
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which  tasks  were  for  the  PCA  and  which  were  for 
the  homemaker.  The  plan  included  reminding  the 
patient  to  take  medications,  reminding  the  patient 
to  check  blood  sugars,  bathing  and  shampooing 
the  patient.  These  tasks  are  only  within  the  scope 
of  tasks  for  a  PCA,  and  the  PCA  care  plan,  failed 
to  include  these  tasks. 

The  patient  record  was  reviewed  with  the  DPS 
and  Intake  and  Therapy  Supervisor  on  03/09/09. 
No  additional  information  was  provided. 

3.  Patient  #11  was  admitted  to  the  agency  on 
01/12/09.  The  11/05/08  care  plan  indicated  the 
homemaker  was  to  prepare  no  concentrated 
sweet  meals,  remind  the  patient  to  take  . 
medications-,  and  test  the  personal  emergency 
response  system  (PERS)  system  monthly.  This  is 
only  within  the  scope  of  tasks' for  a  PCA,  and  the 
PCA  dare  plan  failed  to  include  these  tasks. 

The  patient  record  was  reviewed  with  the  OPS  on 
03/1 1/09.  No  additional  information  was  provided. 
464.52(b)  CLINICAL  RECORD  REVIEW 

At  least  quarterly,  appropriate  health  ' 
professionals,  representing  at  least  the  scope  of 
the  program,  review  a  sample  of  both  active  and 
dosed  clin'icat  records  to  determine  whether 
established  policies  are  followed  in  furnishing 
services  directly  or  Under  arrangement. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of:  the  agency's  policies  and 
procedures,  quality  assurance  program. 
Professional  Advisory  Committee  (PAC)  and 
Governing  Body  meeting  minutes  for  the  past  12 
months,  and  interviews  with  the  Director  of 


G225 


2.  Patient  #  2  -  aide  care  plan  now 
updated  with  separate  aide  care  plans 
for  PCA  and  homemaker  which  indicate 
appropriate  tasks  within  scope  of  each 
level  of  aide. 


Clinical  Team 
Leader  04/10/09 


3.  Patient  #11  -  Aide  care  plans 
updated  for  separate  aide  care  plans  for 
each  level  of  aide  and  tasks  of  meal 
preparation  of  NCS  diet  and  the  testing 
of  the  PERS  unit  have  been  delegated  to 
the  PCA  level  of  aide. 


Clinical  Team 
Leader  04/10/09 
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Event  tDGOUS  11  1 


Other  patients  listed  with  G  225: 

'Patient  #6  -  DOH  surveyor  verbal 
feedback  during  survey  indicated  that 
aide  activity  documentation  did  not 
accurately  reflected  aide  tasks  assigned 
on  Aide  Care  Plan.  Sec  G125,  example 

m 

Patient  US  -  Per  DOH  surveyor  verbal 
feedback  during  surveyor,  aide 
documentation  not  reflecting  consistent 
completion  of  assigned  tasks  of  assisting 
client  to  shampoo  hair,  oral  care  and 
skin  care.  AH  aides  have  been  counseled 
about  the  need  to  follow  the  Aide  Care 
Plan  and  to  document  all  tasks  assigned 
on  this  Aide  Care  Plan  when  they 
complete  their  visit  documentation. 
Aides  have  also  received  this  direction 
in  writing  and  have  been  required  to 
|  sign  off  on  this  communication  verifying 
|  their  receipt  and  comprehension  of  this 
I  information. 

i  Patient  #9  -  Per  DOH  surveyor  verbal 
!  feedback  received  during  survey, 
!  patient  receiving  two  levels  of  aide 
service:  HHA  and  PC  A  and  agency  was 
using  only  one  care  plan  that  did  not 
clearly  delineate  HHA  vs  PCA  tasks. 
Patient  now  has  two  updated  Aide  Care 
Plans  which  includes  a  separate  Care 
Plan  for  each  level  of. aide  assigned. 


Aide  Supervisor 
04/1(5/09 


CUdical  Team 
Leader  04/07/09 


Patient  #13 


Patient 

discharged  from 
agency  on 
OZ/U/09.  _ 
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Patient  Services  (DPS),  evidence  is  lacking  the 
agency  has  a  functional  quality  assurance  / 
quality  improvement  program  which  has  identified 
and  corrected  recurring  systemic  problems 
associated  with  the 'development  and ' 
implementation  of  plans  of  care.  Specifically: 

1 .  Evidence  is  lacking  the  agency  conducted  any 
comprehensive  audits  of  patient  records  since 
June  2008.  As  a  result  the  agency  failed  to 
identify' problems  with:  following  the  plans. of 
care,  developing  accurate  and  complete  nursing 
.assessments,  reporting  changes  in  patient 
condition  to  the  physician,  as  identified  in  this 
.report.  SeeG  159,  G  164,  G'172. 

2.  The  Comprehensive  audits  conducted  in  the 
first  2  quarters  of  2006  were  narrow  in  scope,,  and 
identified  only  the  absence  or  presence  of 
information.  The  audits  failed  to  identify  problems 
with  the  quality  of  care.  For  example  for  the  2nd 
quarter  of  2008,  the  audits'  showed  the  agency  in 
89%  compliance  with  coordination  of  care,  and 
failed  to  identify  significant  deficiencies  with 
coordination  of  oare.  as  identified  in  this  report. 
SeeG  143 

3.  Although  the  agency ,  conducted  quarterly  plan 
Of  care  audits,  at  the  start  of  care,  the  audits  were 
narrow  in  scope,  and  identified  only  the  absence 
or  presence  of  information.  The  agency  failed  to 
include  reviews  of  initial  assessments,  to  assist  in 
identifying  plan  of  care  problems.  As  a  result,  the 
agency  failed  to  identity  initial  assessment,  and  . 
plan  of  care  deficiencies  as  identified  in  this 
report.  For  example,  for  the  year  of  2008,  the 
agency  audits  showed  that  77  - 1 00%  of 
medication  profiles  were  complete,  however, 
significant  issues  with  the  accuracy  of 
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PROVIDER'S  PLAN  OF  CORRECTION 
{EACH  CORRECTIVE  ACTION  SHOULD  BE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


2009  Quality  Improvement  Program: 
Agency's  2009  QI  program  will  be 
revised  to  incorporate  revised  audit 
toolsj  additional  focus  audits  to  monitor 
activities  related  to  this  DOH  Plan  of 
Correction  and  need  for  staff  education 
regarding  completing  an  effective  audit 
and  use  of  audit  tools,  All  Levels  of 
agency  staff  will  be  involved  in 
conducting  audits  -  from  supervisors  to 
peer  level  audits-  Initially  j  all  audits 
will  be  completed  by  agency  supervisors 
and  once  supervisors  are  conducting 
effective  audits  and  audit  tools  are 
tested,  then  front  line  staff  will  be 
trained  in  the  audit  process  so  that  peer 
level  audits  are  being  done.  This  will 
include  both  professional  and  para- 
professional  staff. 

Written  Revision  of  2009  OI  Program: 
written  document  to  incorporate 
principles  as  above  and  will  state  that 
the  agency  will  use  audit  outcomes  from 
POC  and  Comprehensive  Audits  to 
continue  to  identify  areas  where 
performance  improvement  is  needed 
and  from  these  outcomes*  additional 
focus  audits  will  be  developed  with 
agency  compliance  threshold  targets. 

Revised  QI  Plan  will  be  reviewed  and 
approved  by  internal  QI  committee, 
PAC  and  Board  QI  committees.  All 
committees  have  meeting  dates  before 
the  end  of  May  2009: 


COMPLETION 
DATE 


QI/Education 
Coordinator  and 
DPS- 
05/01/2009 


DPS  05/29/09 
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All  audit  results  will  be  analyzed, 
trended  and  outcomes  will  be  shared 
with  agency  staff,  agency's  internal  QI 
Committee^  PAC  and  the  Ideal  Senior 
Living  Center  Board  QI  Committee. 
Meeting  minutes  of  each  committee  will 
reflect  the  content  presented,  committee 
member  discussion  and  the  committee's 
recommendations  for  follow  up. 


Staff  Education:  Outcomes  of  audits 
wilt  determine  need  for  additional  staff 
education  and  inservices  and  this 
education  will  be  developed  and 
scheduled  as  needs  are  identified  based 
on  audit  outcomes. 


QI/Ed  ii  cation 
Coordinator, 
DPS,  and 
President/CEO  - 
May  2009 
Committee 
meetings  and 
then  ongoing  on 
a  quarterly  basis 


Clinical  Team 

Leaders, 

QI/Education 

Coordinator, 

and  DPS 

Ongoing 


1.  Agency  will  review/revise 
comprehensive  audit  tool  and  provide 
training  to  auditing  staff  with  respect  to 
use  of  the  tool  and  how  to  complete  an 
effective  audit. 


2.  Agency  will  initiate  complete 
comprehensive  audits.  Overall 
compliance  threshold  target  for 
comprehensive  audits  is  90%.  See  G 
143 


3.  Plan  of  care  audits  -  see  G  143. 
Audit  tools  to  be  reviewed/revised  and 
staff  training  will  be  completed. 
Audits  -  100%  of  start  of  care  and 
1  resumption  of  care  and  a  minimum  of 
50  %  of  recertification  audits.  Overall 
compliance  threshold  target  for  plan  of 
care  audits  is  90%.   


QI/Education 
Coordinator  - 

05/15/09 


QI/Education 
Coordinator  - 
05/18/2008 


QI/Education 
Coordinator  - 
05/15/09 
QI/Education 
Coordinator  - 
05/18/09  and 
ongoing 
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medications  on  the  plans  of  care  were  identified 

by  this  survey.  See  G  158,  G  171. 

4.  Based  on  a  review  of  PAC  meeting  minutes, 
and  Governing  Body  meeting  minutes  for  the  past 
12  months,  evidence  is  lacking  the  PAC  is 
making  recommendations  for  a  quality 
improvement  plan  to  the  governing  body  based 
on  auditing  results. 

5.  Although  there  is  evidence  that  trended 
auditing  results  are  being  presented  to  the  PAC 
and  Governing  Body  quarterly  the  Quality 
Improvement  Committee,  evidence  is  lacking  that 
a  plan  of  action  is  being  developed  by  the 
Governing  body  based  on  the  Quality 
Improvement. Committee  results.  For  example,  . 
for  the  last  2  quarters  of  2008,  the  Qi  committee 
reported  to  the  PAC  committee  and  Governing 
body,  that  due  to  vacant  QI  and  Education 
Coordinator  positions,  and  other  "staffing 
challenges",  the  agency  had  been;  unable  to 
perform  any  comprehensive  chart  audits  since 
June  2009.  Evidence  is  lacking  the  Governing' 
Body  developed  and  implemented  a  timely  action 
plan  to  ensure  that  the  agency  continued  to  have 
a  functioning  quality  assurance  program. 

On  03/12/09  the  agency's  quality  assurance 
program  was  reviewed  with  the  DPS.  The  DPS 
stated'  that  the  agency  had  not  been  able  to 
conduct  comprehensive  audits  of  patient  records 
for  at  least  6  months,  however,  the  agency  just 
filled  the  Quality  Improvement  Coordinator 
position.  Additionally,  the  DPS  stated  that  . 
approximately^  months  ago,  the  agency  "backed 
off'  from  auditing  records  at  all  starts  of  care,  and 
resumptions  of  care,  and.  she  is  planning  to 
reinstate  this. 


G  250 


4.  Professional  Advisory  Committee 
members  will  be  educated  about  their 
role  and  responsibility  with  respect  to 
the  agency's  QI  program  including  the 
need  to  review  the  agency's  QI  Program 
and  outcomes  and  make  any 
recommendations  they  have  to  the 
Governing  Body  for  changes  to  the 
agency's  quality  improvement  program 
based  on  auditing  results, 


DPS  -  May  2009 
PAC  Meeting  - 
by  05/29/09 


5.  The  Ideal  Senior  Living  Center 
Board's  QI  Committee  will  be  educated 
regarding  the  role  and  responsibility  of 
the  Governing  Body  with  respect  to  the 
agency's  QI  program  including  their 
responsibility  to  ensure  that  the  agency 
has  a  comprehensive  functioning  quality 
assurance  program  at  all  times. 


President/CEO- 
May  2009  Board 
QI  Committee 
Meeting  -  by 
05/29/09 
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Construction  Standards  -  Ramp 

The  operator  shall  ensure  that  ramps  are. 
constucted  to  local  standards. . 


This  REQUIREMENT  is  not  met  as  evidenced 

by: 
HV 

Based  on  1  of  1  observational  home  visits,  where 
the  services  provided  by  the  agency  included  the 
provision  of  a  ramp,  evidence  is  lacking  the 
agency  has  a  procedure-  In  place  to  ensure  that 
all  construction,  including  the  construction  of 
ramps,  adhere  to  local  standards.-  Patient  #3.. 

Specifically:  " 

Patient  #3  was  admitted  to  the  agency  on 
02/26/08,  the  initial  pi  an  of  care  documented  that 
the  patient  had  a  secondary  diagnosis  of 
paraplegia,  and  that  the"  patient  was  wheelchair 
bound.  Evidence  is  lacking/the  agency  ensured 
that  a  temporary  ramp,  which  the  patient  had  for 
at  least  2  months,  was  constructed  to  local 
standards  as  follows: 

-  The  02/26/08  Department  of  Social  Services 
(DSS)  care  plan  documented  that  the  agency 
would  "look  at  getting  estimates  for  a  ramp",  and 
the  03/1 8/08  social  work  evaluation  documented 
the  family  would  be  having  a  ramp  built  on  the 
home  for  patient  The  Social  Worker  (SW), 
however,  failed  to  document  how,  or  when,  the 
plan  for  the  ramp  would  be  implemented. 

-  On  04/04/09  the  SW  visited  the  patient  and 
documented  that  she  (the  SW):  would  obtain  an ; 
update  from  the  Veterans  Administration  (VA)  on 
the  ramp,  and. she  obtained  a  physician  order  for 
the  rental  of  a  temporary  ramp  through  a  vendor. 
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Apefrcv  will  develop  comprehensive  OI 
Program  for  all  waivcred  services  -  see 
GJ25. 

Specifically  re:  Home  Improvement 
Services  -  this  will  include  a  mechanism 
to  assess  the  quality  of  all  construction 
and  that  local  standards  are  being  met 
Agency  plans  to  work  with  local 
building  code  inspectors  and/or  the  local 
Southern  Tier  Independence  Center  to 
develop  this  type  of  relationship  and 
procedure  for  future  construction 
projects.  DPS  will  meet  with  Danny 
i  Cullen  from  the  local  Southern  Tier 
!  Independence  Center  to  discuss  their 

role  and  oversight  in  construction 

projects. 

Staff  Education: 


effective  Home  Care  Documentation  to 
Include  comprehensive  documentation 
of  case  coordination  of  waivered 
services.   


Patient  #3  -  Temporary  ramp  no  longer 
being  provided  for  this  patient  - 
permanent  ramp  was  built  by  the  VA 
and  is  now  in  place. 
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the  SW  failed  to  assess  what  the  patient's  safety 
status  was  from  02/26/08  to  04/04/08, 
specifically,  how  the  patient  was  abte  to  enter  and 
exit  his  home  during  this,  time  period. 

-  On  04/25/08  the  SW  documented  a  phone  .call 
from  the  VA  indicating  they  approved  the 
construction  of  a  permanent  ramp,  however.  . 
evidence  is  lacking  the  SW  documented  when 
the  permanent  ramp  was  installed. 

On  03/06/09  an  observational  home  visit  was 
conducted  by  the  surveyor,  and  a  permanent 
ramp  was  visible  from  the  patient's  driveway  to 
the  front  entrance  of  his  home.  The  patient  and 
wife  told  the  surveyor  that  they  were  satisfied  with 
the  current  ramp  provided  by  the  VA,  and  that  ■ 
they  were  unsure  of  when  the- permanent  ramp 
was  installed.  The 'patient  and  wife,  however,  told 
ithe  surveyor  that  the  temporary  ramp4  which  had 
previously  been  installed  by  the  agency  "was  a 
joke".  They  described  it  as  going  straight  up  the 
stairs,  and  stated  it  was  unusable  due  to  the  . 
sharp  incline.  '  ^ 

The  patient  record!was  reviewed  with  the  DPS  on 
03/09/09.  The  DPS  toid  the  surveyor  that  the 
aqency  has  no  mechanism  in  place  to  ensure  that 
local  construction  codes  are  adhered  to  for  ramp 
construction,  or  that  patients  are  satisfied  with  the 
installation. 
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G000  INITIAL  COMMENTS 

This  statement  of  deficiencies  is  the  result  of  a 
recertification  survey  and  on  site  investigation  of 
complaint  #  NY00070259  initiated  on  04/0S/09. 
On  04/08/09  deficiencies  were  identified  with 
nursing  services  and  the  survey  was  expanded  to 
a  partial  extended  survey. 


The  survey  consisted  of  a  review  of  19  clinical 
records,  7  of  which  included  observational  home 
visits,,  and  15  personnel  records.  .Interviews  were 
conducted  with  the  Area- Vice  President,  Agency 
Administrator,  and  Director  of  Patient  Services 
(DPS).  Additionally  reviewed  were  agency: 
clinical  and  administrative  policies  and 
procedures,  OBQl  Adverse  Event  Outcome 
Report  for  the  period  of  October  2008  - 
December  2008,  emergency  preparedness  plan, 
Complaint  Investigation  Log,  On  Call  Log, 
Governing  Body  minutes,  Professional  Advisory 
Committee  minutes  arid  quality  assurance 
program  activfties  for  the  most  recent  12  months, 

Throughout  the  survey,  each  clinical  record 
chosen  as  part  of  the  sample  was  reviewed  with 
the  DPS. 
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The  patient  has  the  right  to  be  advised  of  the 
availability  of  the  toll-free  HHA  hotline  in  the 
State, 

When  the  agency  accepts  the  patient  for 
treatment  or  care,  the  HHA  must  advise  the 
patient  in  writing  of  the  telephone  number  of  the 
home  health  hotline  established  by  the  State,  the 
hours  of  its  operation,  and  that  the  purpose  of  the 
hotline  Is  to  receive  complaints  or  questions  about 
local  HHAs.  The  patent  also  has  the  right  to  use 
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Any  deficiency  statement  Ending  with  an  asterisk  O  denotes  a  deficiency  which  the  institution  may  be  excused  from  correcting  providing  it  is  determined  that 
other  safeguards  provide  sufficient  protection  to  the  patients.  (See  instructions.)  Except  for  nursing  homes,  the  findings  stated  above  are  disclos  able  90  days 
following  the  date  of  survey  whether  or  not  a  plan  of  correction  is  provided.  For  nursing  homes,  the  above  findings  and  plans  of  correction  are  disclosable  14 
days  following  the  date  these  documents  are  made  available  to  the  facility,  tf  deficiencies  are  riled,  an  approved  plan  of  correction  is  requisite  to  continued 
program  participation.  '  . 
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G0O0  INITIAL  COMMENTS 

This  statement  of  deficiencies  is  the  result  of  a 
recertification  survey  and  on  site  investigation  of 
complaint  #  NY00070259  initiated  on  04/06/09. 
On  04/08/09  deficiencies  were  identified  with 
nursing  services  and  the  survey  was  expanded  to 
a  partial  extended  survey. 

The  survey  consisted  of  a  review  of  19  clinical 
records,  7  of  which  included  observational  home 
visits,,  and  15  personnel  records.  Interviews  were 
conducted  with  the  Area  Vice  President,  Agency 
Administrator,  and  Director  of  Patient  Services 
(DPS).  Additionally  reviewed  were  agency: 
clinical  and  administrative  policies  and 
procedures,  OBQI  Adverse  Event  Outcome 
Report  for  the  period  of  October  2008  - 
December  2006,  emergency  preparedness  plan, 
Complaint  Investigation  Log,  On  Call  Log, 
Governing  Body  minutes,  Professional  Advisory 
Committee  minutes  and  quality  assurance 
program  activities  for  the  most  recent  12  months. 

Throughout  the  survey,  each  clinical  record 
chosen  as  part  of  the  sample  was  reviewed  with 
the  DPS. 

G116  434;  10(f)  HOME  HEALTH  HOTLINE 

The  patient  has  the  right  to  be  advised  of  the 
availability  of  the  toll-free  HHA  hotline  in  the 
State. 

When  the  agency  accepts  the  patient  for 
treatment  or  care,  the  HHA  must  advise  the 
patient  in  writing  of  the  telephone  number  of  the 
home  health  hotline  established  by.  the  State,  the 
hours  of  its  operation,  and  that  the  purpose  of  the 
hotline  is  to  receive  complaints  or  questions  about 
local  HHAs.  The  patient  also  has  the  right  to  use 
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Any  deficiency  statement  ending  with, an  asterisk  C)  denotes  a  deficiency  which  the  Institution  may  be  excused  from  correcting  providing  It  is  determined  that 
other  safeguards  provide  sufficient  protection  to  the  patients.  (See  instructions.).  Except  for  nuking  homes,  the  findings  stated  above  are  disposable  90  days 
following  the  date  of  survey  whether  or  not  a  plan  of  correction  is  provided.  For  nursing  homes,  the  above  findings  and  plans  of  correction  are  disclosable  14 
days  following  the  date  these  documents  are  made  available  to  the  facility.  If  deficiencies  are  cited,  an  approved  plan  of  correction  is  requisite  to  continued 
program  participation. 
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this  hotline  to  lodge  complaints  concerning  the 
implementation  of  the  advanced 
directives  requirements. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  19  clinical  records,  review 
of  the  agency's  admission  packet,  and  staff 
interviews,  evidence  is  lacking  the  agency 
advised  all  patients  of  the  availability  of  the 
toll-free  Home  Health  Agency  hotline  established 
by  New  York  State  for  patient  questions  and 
complaints.  Specifically,  the  admission  packet 
provided  to  all  patients  contained  an  incorrect 
phone  number  for  the  home  health  hotline: 
Patients  #1-19 

Failure  to  advise  patients  of  the  availability  of  the 
toll-free.  H HA  hotline  creates  the  potential  for 
unmet  patient  needs,  and  possible  negative 
patient  outcomes. 

On  04/07/09  the  incorrect  HHA  hotline  number 
was  discussed  with  the  Administrator  and  Director 
of  Patient  Services.  She  stated  this  would  be 
corrected  immediately,  and  ail  patients  will  be 
notified  in  writing. 

484.12(a)  COMPLIANCE  WITH  FED,  STATE, 
LOCAL  LAWS 
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The  HHA  and  its  staff  must  operate  and  furnish 
services  in  compliance  with  all  applicable  Federal, 
State,  and  local  laws  and  regulations.  If  State  or 
applicable  local  law  provides  for  the  licensure  of 
HHAs,  an  agency  not  subject  to  licensure  is 
approved  by  the  licensing  authority  as  meeting 
the  standards  established  for  licensure. 
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The  Administrator  will  ensure  that  all 
admission  packets  wiU  contain  the 
correct  toll  free  Home  Health  Agency- 
hot  line  number  established  by  NYS 
for  patients3  questions  and  complaints. 
The  toll  free  HHA  hot  line  number  has 
been  corrected  and  all  patients  have 
been  notified  in  writing  of  this 
correction,  (4-20-09) 
The  Administrator  will  ensure  that  the 
admission  packets  are  reviewed 
monthly  for  correct  information  and 
that  the  staff  is  inserviced  with  the 
correct  hot  line  number  and  our  ■ 
responsibilities  to  our  patients  for 
teir_£[uestions  and  complaints 
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This  STANDARD  is  not  met  as  evidenced  by: 
HV 

.1.  Based  pm  a  review  of  1  patient  record  (patient 
#5),  where  the  patient  was  not  admitted  to  the  . 
agency  until  15  days  after  the  initial  referral,  and 
intervlewof  the  Administrator,  evidence  is. 
lackingin  1  record  that  the  agency  ensured  their 
services  were  available  to  ail  persons  without 
regard  to  age,  race,  color,  creed,  sex.national 
origin,  disability,  service  need  intensity,  location  of 
patients  residence  in  the  service  area,  or  source 
of  payment  per  NYCRR  10,  part  763.5  (e). 
Specifically,  the  agency  delayed  performing  an 
initial  nursing  assessment  by  1 5  days,  based 
solely  on  the  fact  that  the  patienfs  -medicaid 
approval  had  not  been  obtained.  This  resulted  in 
the  patient,  whose  primary  diagnosis  was 
paranoid  schizophrenia,  to  receive  a  haldol 
(antipsychotic  medication)  injection  15  days  late. 
Specifically: 


Patient  #  5  was  admitted  to  the  agency  on 
01/13/09.  The  01/06/09  plan  of  care  included  a 
primary  diagnosis  of  paranoid  schizophrenia,  and 
haldol,  200  mg  by  intramuscular  injection  every  4 
weeks.  ,  , 

On  04/06/09  the  Administrator  provided  to  the 
surveyor  a  computer  print  out  dated  12/29/08, 
which  was  15  days  prior  to  the  patienfs 
admission  to  the  agency.  . The  printout 
documented  the  following: 

-  the  agency  received  a  referral  from  an  adult 
home  to  provide  monthly  haldol  injections  for  the 
patient  "per  physician  order"  on  12/29/08. 

r  the  agency  was  not  a  provider  in  the  patient's 
managed  medicaid  program 

-  the  patient  would  not  be  admitted  into  the 
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1.  The  Administrator  will  ensure  that 
all  referrals  are  reviewed  promptly  for 
clinical,  financial  and  staff 
appropriateness  before  accepting  the 
patient  for  services,  All  efforts  will  be 
made  to  find  the  appropriate  agency  if 
this  agency  can  not  accept  the  referral.. 
The  MDS  referral  source  and  patient 
will  be  immediately  contacted  with 
issues  and  the  progress  being  made 
and  that  all  of  this  assistance  will  be 
documented  in  the  referral  log.  The 
patient  will  not  be  turned  away  until 
an  appropriate  agency  is  assigned, 
i  lleferrals  will  be  reviewed  daily  and 
appropriate  notion  faken  promptly. 
Completion  date  to  inservice  staff  is 
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agency  "due  to  insurance" 

-  the  agency  notified  the  referral  source 

The  agency  failed  to: 

-  assess  the  patient  to  determine  if  the  agency 
could  meet  the  patient" s  needs  until  15  days  after 
receiving  the  referral  and/or  \ 

-  coordinate  with  the  referral  source  a  response 
to  the  physician  that  the  injection  Was  not  given 
as  ordered! 

As  a  consequence  the  patient  was  not  admitted  to 
the  .agency  until  01/13/09  which  was  16  days  after 
the  referral,  andthe  patient  did  not  receive  the 
haldol  injection  until  15  days  after  it  was  due,  per 
the  01 //! 3/09  nursing  assessment, 

On  04/07/09  the  surveyor  made  an  observational 
home  visit  with  the  Skilled  Nurse  (SN).  During  the 
visit  the  patient  appeared  anxious  about  his 
upcoming  haldol  injection,  and  reminded  the  SN 
several  times  of  specifically  when  the  next 
injection  was  due,  Additionally,  the  adult  home 
staff  stated  to  the  surveyor  that  the  patient  feels 
compelled  to  frequently  remind  the  staff  about  his 
haldol  injection  2-3  days  prior  to  it  being  due. 


On  04/16/09  the  patient  record  was  reviewed  with 
the  Regional  Vice  President,  Administrator,  ana! 
Director  of  Patient  Services.  The  Administrator 
confirmed  that  the  agency  failed  to  assess  the 
patient  because  the  agency.was  not  a 
participating  provider  in  the  patient's  insurance. 
-She  added  that  the  agency  was  able  to  assess 
and  admit  the  patient  on  01/13/09  because  the 
patient  had  beemswitched  to  a  medicaid  program 
that  the  agency  did  accept/however;  it  was  the 
referral  source  who  provided  this  assistance  to 
the  patient,  and  not  the  agency. 
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Failure  of  the  agency  to  ensure  that  services  are 
available  to  all  persons  regardless  of  their  source 
of  payment  has  the  potential  for  unmet  needs  of 
medically  compromised  residents  in  the  \ 
community,  and  possible  negative  outcomes  for 
this  population. 


2.  Evidence  is  lacking  in  12  of  15  personnel 
records  reviewed  that  the  agency  is  in  compliance 
with  all  applicable  Federal,  State,  and  local  laws 
and  regulations.  Specifically,  the  agency  failed  to 
ensure  that  Title  10  of  NYCRR  Part  763.13  are 
implemented. ,  Employees  #  A  -  F.  J  -  O 

Failure  to  maintain  complete  personnel  records 
has  the  potential' for.  the  spread  of  communicable 
diseases  to  all  patients  in  the  care  of  the  agency, 
and  for  unqualified  employees  to  be  providing 
patient  care. 

-In  five  of  fifteen  personnel  records,  the  initial 
employee  health  assessment  was  signed  by  an 
RN,  and  not  a  physician,  prior  to  trie  employee 
assuming  duties  of  the  job.  Specifically, 
according  to  the  New  York  State  Department  of 
Health  Memoranda  (series  88-1 )  distributed  on 
01/04/83,  the  Individuals  who  may  complete  the 
?re-employment  physical  examination  are 
physicians,  nurse  practitioners,  physicians 
assistants.  The  employees  affected  are  B,  E,  J, 
K,  M.  ;  .     '  ' 

-  In  6  of  15  records  reviewed; '  the  personnel 
record  failed  to  include  evidence  of  immunization 
against  rubella,  as  required  by  Title  1 0  of  NYCRR 
Part  763.13(1). 

This  includes  employees  B,  E,  F,  J,  M,  O    .  ■ 
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1.  The  Administrator  will  ensure  that 
all  referrals  are  reviewed  promptly  for 
clinical,  financial  and  staff 
Appropriateness  before  accepting  the 
patient  for  services.  All  efforts  will  be 
made  to  find  the  appropriate  agency  if 
this  agency  can  not  accept  the  referral. 
The  MD,  referral  source  and  patient 
will  be  immediately  contacted  with 
Issues  and  the  progress  being  made 
and  that  all  of  this  assistance  will  be 
documented  in  the  referral  log.  The 
patient  will  not  be  turned  away  until 
an  appropriate  agency  is  assigned. 
Referrals  will  be  reviewed  daily  and 
appropriate  action  taken  promptly. 
Completion  date  to  inservice  staff  is 


(*5) 
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The  Director  of  Clinical  practice  will 
oversee  that  the  following  Gentiva 
policy/process  will  be  carried  out  monthly 
by  the  RTC  (records  coordinator).  As  of  1 
6/1/09  a  tickler  file  was  established 
containing  all  the  required  yearly 
documents.  These  documents  will  be 
checked- the  first  of  every  month  by  the 
records  coordinator,  under  the  direction  of 
the  DCM.  This  file  will  include  all  yearly 


FORM  CMS-2567<02-9&)  Ffavtous  Versions  oBsolato 


Event  ID:  472511 


Facility  ID:  3756 


If  continuation  Sheet  Page  5 


of3-> 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CENTERS  FOR  MEDICARE  &  MEPICA1DSERVICES 


PRINTED:  05/15/2009 
FORM  APPROVED 
OMB  NO.  0938-0391 


STATEMENT  OF  DEFICIENCIES 
AND  PLAN  OF  CORRECTION 


(X1)  PROVIDER/SUPPUER/CUA 
IDENTIFICATION  NUMBER; 


337224 


(x2)  multiple  construction 

a.  building   

b.  wing  •   


(X3)OATE  SURVEY 
COMPLETED 


04/17/2009 


NAME  OF  PROVIDER  OR  SUPPLIER 

GENTIVA  HEALTH  SERVICES  BINGHAMTO  N 


STREET  ADDRESS.  CrrY.  STATE,  ZIP  CODE 
124S  FRONT  STREET,  SUITE  110 
BlNGHAMTON,  NY  13905 


<X4)ID 
PREFIX 
TAG 


SUMMARY  STATEMENT  OF  DEFICIENCIES 
(EACH  DEFICIENCY  MUST-BE  PRECEDED  BY  FULL 
REGULATORY  OR  LSC  IDENTIFYING  INFORMATION) 


G  1 18  Continued  F  rom  page  5 


In  3  of  15  records  reviewed,  the  personnel 
record  failed  to  include  evidence  of  immunization 
against  measles  as  required  by  Title  1 0  of 
NYCRR  Part  763.1 3  (2),  (i).   This  includes 
employees  F,  J,  and  O. 

-  In  13  of  15  records  reviewed,  the  personnel 
record  failed  to  include  evidence  that  the  agency 
verified  personal  identification  of  the  employee 
prior. to  employment  as  required  by  title  10  of 
NYCRR  Part  763:13  (4)  (f).  Additionally;  the 
records  do  not  meet  "Policy  8-i "  in  the  agency's 
own  Policy  Manual,  which  requires  that  new 
associates  present  original  documents, on  the  I-9 
form  on  the  first  day  of  employment  Employees  A 
-F.HJ'-O 

-  In  5  out  of  15  records  reviewed,  the  personnel 
record  failed  to  include  verification  of  employment 
history,  and  recommendations  from  other  persons 
unrelated  to  the  applicant  39  required  by  Title  10 
of  NYCRR;Part  763.13  (4)  (g). 
Employees  C,  F,  L,  Mr  O 

The  above  information  for  all  examples  was 
reviewed  with  the  Administrator,  and  Director  of 
Patient.Services  on  4/15/09.  No  additional 
information  was  provided, 
484.14(b)  GOVERNING  BODY 


G128 


A  governing  body  (or  designated  persons  so 
functioning)  assumes  full  iega!  authority  and 
responsibility  for  the  operation  of  the  agency. 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  19  clinical  records,  review 
of  Governing  Body  meeting  minutes  dated 


ID 
PREFIX 
■  TAG 


G  113 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  PE 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(XS) 
COMPLETION 
DATS 


G  128 


requirements  such  as  medical,  health, 
certifications,  supervisions  and  licenses,  as 
outlined  in  Gentiva  Policy  (8-3). 

•  1-9  documents  are  reviewed  and 
retained  in  a  separate  confidential 
location.  As  of  6/4/09  all*  required  I- 
9's  are  filed  and  maintained  by  the 
records  coordinator.  The 

,  Administrator  and  the  DCM  are  . 
knowledgeable  in  this  process. 

•  All  three  of  the  deficient 
immunization  records  have  been 
obtained  and  filed. 

•  Prior  to  employment,  all 
employment  verification  will  be 
completed  before  we  extend  an 
offer.  This  verification  will  be 
obtained  by  the  records  coordinator, 
under  the  direction  of  the  DCM. 

•  '  All  missing  MMR  titers  have  been 

obtained.  Going  forward  upon  hire, 
titers  will  be  obtained  as  a  condition 
of  employment 

•  Five  of  the  deficient  health 
assessment  forms  lacked  an  MD/NP 
signature .  All  were  returned  with  an 
MD/NP  signature  and  placed  in 
employees  file. 

•  All  personnel  files  were  reviewed 
by  the  records  coordinator  for  the 

vabove  items  and,found  to.be  in 
order, 


J 
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10/21/08,  04/03/OB,  and  Professional  Advisory 
Committee  meeting  minutes  dated  02/28/08, 
06/27/08,  03/26/09,  evidence  is  lacKing  in  1 6 
clinical  records  that  the  Governing  Body 
effectively  oversees  the  operation'  and 
management  of  the  agency-  Patients  #1  - 17. 19 

Failure  of  the  Governing  Body  to  provide 
adequate  oversight  and, direction  of  the  agency 
resulted  in  negative  outcomes  for  one  patient 
(patient  #  13)  and  multiple  repeat  standard  level 
deficiencies. 

Specifically,  evidence  is  lacking  that  the  following 
Governing  Body  responsibilities  are  being 
performed: 

-  Exercising  its  ability  for  the  overaJl.rnanagement 
and  supervision  of  the  agency.  Evidence  is 
Jacking  that  trje  Governing  Body  understood  ifs 
responsibility  to  provide  oversight  and  direction 
specific  to  the  agency.  Specifically,  the 
Goveming  Body  minutes  dated  10/21/03  and 
04/03/08  for  a  meeting  at  the  corporate  level  lack 
a  specific  reference  to  the  CHHA  located  in 
Binghamton,  New  York.  The  minutes  contain  a 
general  statement;  "No  substantive 
recommendations  had  been  made  for  Governing 
Body  consideration.  Where  noted,  office 
administrators  and  staff  will  respond  to 
recommendations  within  their  respective 
markets". 

-  Ensuring  that  supervision  of  all  patient  care  is 
provided  and  readily  available.  Specifically,  that 
supervisors  are  ensuring  that:  case  coordination 
and  case  management  are  being  performed; 
patients  receive  the  necessary  services  based  on 
a  professional  assessment  of  the"  patient's  needs; 
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The  Governing  Body  will  provide 
oversight  and  direction  to  the  Agency 
with  management  and  supervision  of 
the  agency,  as  evidence  of  specific 
reference  to  this  agency  in  the 
Governing;  Body  meeting  minutes. 

•    the  Administrator  will  ensure  that 
the 

The  regional  quarterly  PAC  and  QAC. 
meeting -minutes  are  accurate  and  complete 
With  regard  to  documentation  of  all  clinical 
outcome  deficiencies  obtained  through 
internal  random ,  focused  and  supervision 
reviews  as  well  as  the  trends  and  action 


plans  These  minutes  will  be  mailed  to  the 
Governing  Body  for  their  consideration. 
Direction  and  recommendations  from 
Gentiva's  corporate  Compliance  Officers 
Will  provide  oversight  and  direct 
management  of  the  Agency.  Reviews  from 
compliance  will  be  delivered  to  this  branch 
via  email,  direct  contact  and  also  through 
focused  internal  branch  audits  which  are 
randomly  completed  through  the  year  by  the 
compliance  department.  State  audits  are 
reviewed  by  the  VP  of  Compliance  and 
recommendations  will  be  made  via  fax  or 
email  to  the  branch. 
(See  actions  under  G  140,  143, 158, 
159,164, 171,172,  118,  153, 250>Next 
\  viDiQAC  meeting  scheduled  for  6-12-09. 
1    feet  PAC  Meeting  scheduled  6-26-09 
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Continued  From  page  7 
pfans  of  care  are  completed  and  followed; 
changes  in  patient  condition  are  identified  and 
reported  to  the  physician;  nursing  assessments . 
are  complete  and  accurate;  and  nurses  are 
qualified,  trained,  and  supervised.  G140, 143, 
158,  159,  164, 171,  172 

-  Ensuring  that  the  agency  is  In  compliance  with 
all  state  and  local  laws.  G  1 18 

-  Ensuring  that  the  agency's  Professional 
Advisory  Committee  reviews  and  revises  agency 
policies  and  procedures,  as  needed  and  at  least 
annually .  G  153. 

-  Ensuring  internal  agency  audits  are  of  sufficient 
scope  to  identify  quality  of  care  issues  and  , 
deficient  practices,  and  that  resolutions  are 
developed  and  implemented.  G250 

-  Ensuring  that  the  agency  is  consistently  * 
functioning  in  full  compliance  with  all  applicable 
rules  and  regulations  as  .outlined  in  this  report 
484.14(d)  SUPERVISING  PHYSICIAN  OR 
REGIS.  NURSE 

Services  furnished  are  under  the  supervision  and 
direction  of  a  physician  or  a  registered  nurse  (who 
preferably  has  at  least  one  year  of  nursing 
experience  and  is  a  public  health  nurse). 

This  person,  or  similarly  qualified  alternate, 
participates  in  all  activities  relevant  to  the 
professional  services  furnished,  including  the 
development  of  qualifications  and  the  assignment 
of  personnel. 
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This  STANDARD .  is  not  met  as  evidenced  by: 
Based  on  review  of  19  patient  records  and 
interviews  with  the  Administrator  and  DPS,  and 
review  of  agency  policies  and  procedures, . 
evidence  is  lacking  in  18  records  the  Director  of 
Patient  Services  (DPS)  ensured  the  provision  of 
adequate  supervision  of  patient  care,  patients  # 
1-17,19 

Lack  of  adequate  supervision  has  the  potential  for 
agency  wide  unmet  patient  needs,  and  possible 
negative  patient  outcomes. 

Specifically,  evidence  is  lacking  the  DPS  is:  , 

-  Ensuring  that  coordination/case  management  is 
being  performed  consistently  and  that  all  pertinent 
patient  information  is  communicated  to  all 
individuals  providing  care;  and  documented  in  the 
clinical  record.  See  G  143 


-  Ensuring  that  plans  of  care  are  consistently 
being  followed.  See  G  158 

'-  Ensuring  that  each'  patient '  s  plan  of  care  is 
complete  for  all  diagnoses,  medications  and 
treatments.  See  G 159 

-  Ensuring  that  the  agency's  professional  staff 
promptly  alerts  tHe  physician  to  any  changes  in 
the  patienfs  condition  that  may  suggest  a  need  to 
alter  the  plan  of  care.  See  G  164 

-  Ensuring  that  nursing  assessments  and 
reassessments  are  complete  and  accurately  • 
reflect  the  patienfs  status  and  continuing  needs. 
SeeGl7i;G172 

-  Ensuring  the  SNs  assigned  to  provide'  patient 
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The  Administrator  will  ensure  that  all  staff 
functions  under  the  supervision  of  the  DCM 
andtheMCP.  The  DCM  and  the  MCP  will 
ensure  that  those  clinicians  qualifications  are 
consistent  with  regulations  and  compliance 
by  conducting,  over-seeing,  and  evaluating 
the  staff.  All  staff  is  required  to  complete 
these  educational  courses  by  the  end  of  the 
third  quarter. 

•  Pain  Management, -6/5/09 

•  Infusion  Therapy  -  5-2 1  -09 

•  Care  Coordination  and 
Documentation 

•  Interim  Orders- Verbal  Orders 

•  Ostomy  Care  6-5-09 

•  Assessing  the  Patient 

•  Incident  Reporting 

•  OSHA7infection  control 

•  Patient  Home  Safety 

.  •    Performance  Improvement 

•  .  Initiation  of  Care 

•  Case  Management 

•  Joint  visits  will  be  made  with  all 
personnel  furnishing  services  (field 
staff).  These  supervisory  visits  will 
be  made  by  either  the  clinical 

supervisor,  infusion  supervisor,  the 

MCPor.theDCM. 

By  7-3 1  -09  all  field  staff  will  have 

been  supervised  during  a  home  visit. 

Going  forward  supervision  of  all 

staff  will  be  completed  quarterly. 
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care  are'quaiified.  Specifically,  Patient* 7  was 
admitted  to  the  agency  on  04/03/09.  The  04/03/09 
initial  nursing  assessment-documented:  the. 
patient  had  a  new  colostomy,  the  patient's 
daughter  was  caring  for  the  ostomy,  the  next  SN 
visit  was  scheduled  for  04/06/09. 

Although  the  SN  documented  that  she  reviewed 
colostomy  cars  with  the  daughter  during  the  initial 
assessment,  evidence  is  lacking  the  SN 
assessed  the  ostomy  site,  or  observed  the  * 
daughter  performing  the  colostomy  care 
independently. 


On  04/09/09  an  observational  home  visit  was 
made  by  the  surveyor  with  the  SN.  During  the 
visit,  the  SN  stated  to  the  patient  and  the  patient's 
daughter,  that  she  had  very  little  experience  with 
ostomy  care  because  her  background  was  In 
emergency  room  nursing.  She  asked  the  patient's 
daughter  if  she  (fye  daughter)  could;  sometjme 
soon,  teach  her  (the  SN)  how  to  perform  the 
ostomy  care. 

The  SN's  personnel  record  included  a  self 
assessment  check  list  that  stated  she  needed  to 
review  ostomy  management  and  teaching.  ' 
Evidence  is  lacking  the  SN's  orientation  included 
supervision  of  the  SN  performing  ostomy  care. 
Despite  the  documented  lack  of  ostomy  skills, 
and  no  supervision  of  the  SN  performing  ostomy 
care,  the  SN  was  assigned  to  care  for  this 
ostomy  patient 

The  patient  record  was  reviewed  with  the  Area 
Vice  President,  Administrator,  and  Director  of  " 
Patient  Services  on  04/13/09.  No  additional 
information  was  provided: 
G  143  484.14(g)  COORDINATION  OF  PATIENT 
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These  visits  will  evaluate  and  document 
skills  such  as 

•  complete  and  accurate  assessment  of 
the  patient  with  regard  to  disease 
management 

•  coordination/case  management, 
including  assessment  of  the  total 
physical,  mental,  psycho-social 
needs. 

•  interdisciplinary  case 

•  communication  via  .written  and  oral 
means. 

following  a  complete  and  accurate 
care  plan. 

•  communicating  with  the  MD  and  , 
nursing  supervisor  regarding 
changes  in  condition  of  patient 

Professional  skills  will  be  evaluated  and 
documented  before  assignment  This  will  be 
done  via  a  skills  check-list  book  which  will 
be  maintained  by  the  MCP. 
The  MCP  will  ensure  that  the  clinicians 
supervision  and  these  educational  and  skills 
areas  are  covered  by  7-3 1-09  and  that  the 
staff  will  be  supervised  quarterly  thereafter. 
Lack  of  compliance  with  these  areas 
will  result  in  retraining  period,  an  action 
plan  and  a  30  day  re-evaluation  that  will  be 
place  in  personnel  files. 

•    G- 1 4 0  Pt#7-follow  up  co-visit  was 
made  by  the  clinical  supervisor  and 
clinician  to  correctly  assess  patients 
status  and  teaching  needs  with 
regard  to  the  ostomy  and  TV  care.  . 
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All  personnel  furnishing  services  maintain  liaison 
to  ensure  that  their  efforts  are  coordinated 
effectively  and'support  the  objectives;  outlined  in 
the  plan  of  care. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  1 9  clinical  records  and 
interviews  with  the  Administrator  and  Director  of 
Patient  Services  (DPS),  evidence  is  lacking  in  7 
records  that  the  nurses  are  functioning  effectively 
in  the  role  of  case  manager/case  coordinator. 
Patients*  3,  4(  5,  6,  8r  10, 14 

Lack  of  coordination  of  services  has  the  potential 
for  unmet  patient  needs  and  negative  patient 
outcomes. 

Examples  are  as  follows: 

HV  ' 
1 .  PatTent  #6  was  admitted  to  the  agency  on 
03/04/09.  The  patient  resided'ih  an  adult  home. 
Evidence  is  lacking  the  Skilled  Nurse  (SN) 
coordinated  arid  implemented  an  effective  plan  to 
meet  the  patient's  needs  as  follows; 

-  Between  the  dates  of  03/09/09  and  03/27/09  the 
Physical  Therapist  (PT)  documented  7  times,  and 
the  Occupational  Therapist  (OT)  documented  6 
times,  that  the  patient  was  experiencing  pain. 
Neither  the  PT  or  OT  assessed  or  communicated 
with  each  other;  the  location  and  or  intensity/ of 
the  pain,  if  the  patient  was  maximizing  the  as 
needed  tyfenol  per  the  plan  of  care,  if  the  patient 
needed  to  be  premedicated  prior  to  PT  and  OT 
sessions,  or  if  an  updated  pain  management 
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The  DCM  and  MCP,  under  the  direction  of 
the  Administrator  will  be  responsible  for 
carrying  but  the  following  methods  to  ensure 
.  that  field  staff  are  supported  add  coordinated 
effectively  to  meet  the  objectives  outlined  in 
the  POC. 

•  Face  to  face  weekly  review  with 
each  clinician  will  be  done  by  the 
MCP,  DCM  or  Clinical  Supervisor. 
Review  will  incorporate  the  chart 
documentation,  POC  and  focus  on 
patient  evaluation,  progression  and 
implementation  of  disease 
management  protocols. 

•  Review  and  monitoring  of 
interdisciplinary  communication 
with  regard  to  following  the  POC 
will  be  carried  out  by  the  MCP  via 
case  coordination.  This  will  be 
carried  out  by  daily  review  of  case 
load,  weekly  review  of  all  active 
patients,  phone  or  face  to  face 
discussion  between  the  MCP -and 
clinicians. 

•  An  inter-disciplinary  team  will  do 
focused  and  random  reviews 
quarterly  to  ensure  that  the  POC  is 
being  followed.  Any  deviations 
from  following  the  POC  will  be 
identified  and  a  retraining  process 
will  be  instituted. 

Patient  #6,  #8  and  §  3  have  been  discharged 


Patient  #4 

•    Patient  medication  profile  was  not 
reconciled  on  2/19.  Clinician  was 
retrained  in  medication  review 
process  and  case,  communication 
was  obtained  verifying  medication  . 
change  by  5/12/09. 
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plan  needed  to  be  coordinated  with  the  physician 
for  additional  pain  medication.  Additionally, 
although  patient  care  conferences  were  held  .on 
03/30/09  andi04/03/09,  evidence  is  lacking  the 
patient's  pain  was  ever  discussed. 

-  On  03/1 7/09  the  OT  documented  that  the 
patient  was  waiting  for  a  new,  wider  wheelchair. 
On  03/20/09  :the  OT  documented  that  the  patient 
was  agitated,  and  refused  the  wheelchair  for  the 
third  time,  and  that  it  was  unlikely  that  the  vendor 
would  send  another  wheelchair.  Evidence  is 
lacking' the  OT  coordinated  a  plan  with  the  vendor 
which  would  have  supported  the  patient  jn 
accepting  the  new  wheelchair,  to  include  the 
presence  of  the  OT  or  PT  during  the  attempted 
deliveries. 

-  On  03/18/09  the  physician  ordered  an  MRI  for 
the.  patient's  neck  pain.  Oh  03/26/09  the  OT 
visited  the  patient  and  documented  the  patient 
had  cancelled  the  MRI  due  to  fatigue,  and  on 
04/02/09  the  PT  documented  that  another  MRI 
appointment  had  been  made.„ 

On  04/07/09  the  surveyor  conducted  art 
observational  home  visit  with  the  PT.  During  the 
visit  the  patient  stated  that  he  could  not  attend  the 
MRI  appointment  due  to  a  runny  hose.  Evidence 
is  lacking  the  PT  or  OT  coordinated  a  plan  with 
each  other,  or  with  the  physician  to  ensure  the 
patient  ever  received  the  MRI. 

-  On  04/02709  the  PT  documented  that  the 
patient's  aspirin  had  been  discontinued.  The  PT 
failed  to  clarify  how  he  knew  iriis,  or  confirm  this 
change  in  the  plan  with  the  physician. ' 

-  During  the  04/07/09  observational  home  visit, 
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•    OT  personnel  were  in-serviced 
regarding  obtaining  VS  every  visit 
by  5/12/09. 
'  Too  many  staff  made  visits  made  on 
the  same  day.  Case  communication 
issue  between  schedules  and 
disciplines,  Staff  in-service  in  May 
addressing  methods  of  improving 
communication  between  staff  as  to 
..,  scheduling.  This  resulted  in  office 
.  reorganization,  placing  the 
schedulers  and. the  MCP  together, 
with  the  DCM  and  Branch  Director 
in  close  proximity  to  facilitate  better 
oversight  and  communication. 
Reorganization  completed  by  June 
.  Ist.  2.00*1  . 
Follow  up  calls  were  completed 
5/1 8/09  between  supply  vendors  to 
clarify  payment  issues:  Pt  had  no 
outstanding  balances  as  a  result  of 
this  follow  up. 

fe.luje*  accept****  ~ 
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the  PT  stated  to  the  surveyor  that  on  04/02/09  the 
patient  had  reported  having  dark  stools,  which  is 
a  common  sign  of  gastrointestinal  bleeding. 
Although  the  PT  stated  that  he  had  reported  this 
to  the  physician  following  the  04/02/09  visit,  there 
is  no  documentation  to  support  this,  and  evidence 
is  lacking  the  PT  coordinated  a  plan  with  the 
physician  to  address  the  patient's  change  in 
condition,  Additionally,  evidence  is  lacking  the  PT 
reassessed  the  patient's  bowel  status  during  the, 
04/07/09  home  visit,  or  reported  the  patients 

bowel  status  to  the  physician. 

The  patient  record  was  reviewed  with  the  Area 
Vice  President  Administrator  and  DPS  on 
04/13/09.  No  additional  information  was  provided. 

2.  Patient  #8  was  admitted  to  the  agency  on 
1 1/10/08.  The  11/10/08  plan  of  care  included 
review  of  chemotherapy  treatment,  including  side 
effects,  and  the  1 1/1 0/08  initial  nursing 
assessment  indicated  that  the  chemotherapy 
was  to  be  administered  by  a  Licensed  Home  Care 
Services  Agency  (LHCSA).  Although  the  SN. 
visited  the  patient  8  times  between  the  dates  of 
1 1/22/08  and  12/29/08,  evidence  is  lacking  the 
SN  coordinated  the  care  provided  by  the  LHCSA. 
Specifically  the  evidence  is  lacking  the  SN  was 
aware  of  the  specifics  of  the  chemotherapy  that 
was  being  provided  by  the  LHCSA  as  follows: 

-  The  plan  of  care  did  not  include:  the  type,  dose, 
frequency,  duration,  or  administration  route  of  the 
chemotherapy,  or  who  was  responsible  for 
administering  the  chemotherapy. 

-  The  plan  of  care  did  not  clarify  who  was 
responsible  for  teaching  the  patient  about  the 
chemotherapy;  Specifically,  the  plan  of  care 
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Discrepancy  in  edema 
measurements.  Edema  measurement 
in-service  to  be  provided  by 
7/31/09.  . 

Case  communication  lacking, 
Documentation  was  submitted  on 
chart  by  5/12/09. 

Med  profile  inaccurate.  Updated  and 
corrected  by  5/12/09. 
Lack  of  nutritional  supplementation 
review  and  accurate  documentation 
of  patient's  use  of  ensure.  Case 
conference  held  between  clinician 
and  Branch  Director  regarding 
nutritional  supplementation  with 
regard  to  teaching  and 
documentation.  Nurse  corrected 
and  case  communication  to 
physician  on  chart  by  5/12/09. 
Wound  care  notes  missing,  poor 
wound  care  flow  documentation. 
Late  entry  Notes  updated  by  5/12/09 
and  in-service  on  wound  was  done 
on  6/5/09. 
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included  "review  chemotherapy  treatment, 
including  side  effects",  however,  the  plan  failed  to 
specify  if  the  LHCSA"  or  the  CHHA  SN  was 
responsible  forreviewing  this  information  with  the 
patient,  Evidence  Is  lacking  the  CHHA  SN: 
provided  any  teachingto  the  patient  about  the 
chemotherapy,  assessed  if  the  LHCSA  was' 
providing  this  to  the  patient,  assessed  the  status 
of  the  patient's  chemotherapy,  including  if  it  was 
ongoing,  and/or  when  it  was  scheduled  to  be 
completed. 

-  On  02/09/09  the  nursing  discharge  summary 
documented  that  the  patient  had  recently  had  a. 
port  placed  for  the  chemotherapy,  and  was  being 
discharged  because  he  was  no  longer  . 
homebound.  Evidence  Is  lacking  the  SN 
specified  when  the  port  was'  placed,  or 
coordinated  an  updated  plan  of  care  for  the  port 
with  the  LHCSA,  to  include:  when  the  port  was 
placed,  the  type  of  port,  the  care  of  the  port,  who 
was  responsible  for  the  care,  or  if  the  LHCSA  was 
going  to  continue  to  provide  services  to  the 
patient  for  teaching. 

-  The  SN  failed  to  ever  assess  the  status  of  the 
port  site,  or  confirm  that  it  was  being  assessed  by 
the  LHCSA. 

-  Evidence  is  lacking  the  SN  coordinated  a  plan 
for  the  patient's  oxygen.  Specifically,  on  11/22/08 
a  physician 1  s  order  stated  continuous  oxygen  at 
2  liters  per  minute  via  nasaJ  cannula.  On 

1 1/28/08  the  SN  documented  that  she  contacted 
the  physician,  who  gave  a  verbal  order  to 
decrease  the  oxygen  to  2  liters,  to  be  used  only  at 
hour  of  sleep,  and  only  as  needed.  The  SN  failed 
to  obtain  a  written  order  from  the  physician  for 
the  new  oxygen  plan,  and  failed  to  ever  assess 
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the  patient's  oxygen  use. 

The  patient  record  was  reviewed  with  the  Area 
Vice  President,  Administrator  and  DPS  on 
04/13/09.  No  additional  information  was  provided. 

3.  Patient  #  4  was  admitted  to  the  agency  on 
12/03/08.  The  SN  failed  to  coordinate  an 
adequate  plan  for  the  patient's  (peripherally  . 
inserted  central  catheter)  PICC  line  as  follows: 

-  On  01/15/09  a  physician  order  was  obtained  by 
the  SN  for  normal  saline  flushes  one  time  per 
week  for  the  PICC  when  not  in  use,  as  well  as 
heplock  flush  to  both  lumens,  flush  daily  and  after 
each  use.  The  SN  failed  to  identify  these  orders 
were  conflicting,  and  failed  to  clarify  the  order  with 
the  physician. 

-  On  01/25/09  a  case  communication 
documented  that  the  daughter  had  run  out  of 
saline  syringes  to  flush  the  PICC  line.  On 
01/26/09  a  communication  note  clarified  that  the 
patient  had  run  but  of  flush  over  the  weekend 
and  that  the  physician's. office  was  to  follow  up  on 
supplies.  On  "01/27/09  a  communication  note 
documented:  the  patient  had  rio 'PICC -supplies 
that  day  for  a  blood  draw,  the  daughter  was 
unwilling  at  that  time  to  receive  supplies  COD,  the 
physician  was  going  to  try  and  obtain  more,  cost 
effective  supplies.  Evidence  is  lacking  the  SN 
coordinated  a  plan  that  included:  ensuring  that 
the  patient  had  enough  PfCC  supplies  prior  to  the 
patient  running  out,  assessing  how  the  patient's 
PICC  line  was  being  flushed  from  01/25/09  to 
01/27/09,  assessing  for  the  possible  need  of 
social  worker  services  to  assist  the  family  in 
obtaining  the  needed  supplies. 
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The  patient  record  was  reviewed  with  the  Area 
Vice  President,  Administrator  andDPS  on 
04/13/09.  No  additional  information  was  provided. 
484.16  GROUP  OF  PROFESSIONAL 
PERSONNEL 

The  group  of  professional  personnel  establishes 
and  annually  reviews  the  agency's  policies 
governing  scope  of  services  offered,  admission 
and  discharge  policies,  medical  supervision  and 
plans  of  care,,  emergency-  care,  clinical  records, 
personnel  qualifications,  and  program  evaluation. 
At  least  one  member  of  the  group  is  neither  an 
owner  nor  an  employee  of  the  agency. 

This  STANDARD,  is  not  met  as  evidenced  by: 
Based  on  reviews  of  the  Professional  Advisory 
Committee  (PAC)  meeting  minutes,  agency 
policies,  and  an  interviews  with  the  Administrator 
and  Director  of  Patient  Services,  evidence  is 
lacking  the  agency's  clinical  and  administrative 
policies  are  being  reviewed  annually  by  the  PAC. 

On  04/17/09  the  surveyor  requested  to  see 
evidence  of  the  PAC's  yearly  evaluation  of  all 
policies.  The  Administrator  stated:  that  all  policies 
are  not  reviewed  by  the  PAC  annually,  and  that 
the  PAC  reviews  policies  and  procedures  only  as 
needed. 

Failure  of  the  PAC  to  review  existing  policies  and 
procedures  for  appropriateness  has  the  potential 
for  unmet  patient  needs  and  possible  agency 
wide  negative  patient  outcomes. 
484.18  ACCEPTANCE  OP  PATIENTS,  POC, 
MED  SUPER 
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The  Governing  Body  will  ensure 
that  ALL  Clinical  and  Administrative 
Policies  are  reviewed  annually,  that 
all  new  policies  are  reviewed  by 
the  Policy  and  Practices  committee 
of  the  Governing  Body  and  approved 
by  the  Governing  Body.  The 
Chairman  of  the  Policy  and  Practices 
Committee  will  ensure  that 
documented  proof  of  review  is 
included  in  the  Governing  Body  meeting 
minutes.  The  ^Administrator  will  ensure 
that  the  PAC  will,  also  review  these  policies 
.  and  will  ensure  that  there  is  documented 
proof  of  this  review  included  in  the 
PAC  meeting  minutes  and  reviewed 
by  the  Medical  Director  and 
Administrator  and  forwarded  on  to  the 
Governing  Body.  The  Administrator 
will  ensure  that  the  new  policies  are 
reviewed  by  the  PAC  committee  and 
that  documented  proof  of  this  review  and 
acceptance  is  included  in  the  PAC  meeting 
minutes  of  6-26j)9  and  all  meeting 
minutes  thereafter  - 

G158  Vu^**-*-"' 

The  Administrator  will  be  responsible 
for  ensuring  that  education  and  skills  are  . 
evaluated  for  all  field  staff  and  that 
supervision  is  performed  on  all  staff 
by  7-3 1-09  and  quarterly  thereafter. 
Lack  of  compliance  with  any  of  these 
areas  will  result  in  disciplinary  action 
(See  G  140) 
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Care  follows  a  written  plan  of  care  established 
and  periodically,  reviewed  by  a  doctor  of  medicine, 
osteopathy,  or  padlatrio  medicine." 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  19  clinical  records  and 
interviews  with  the  Director  of  Patient  Services 
(DPS),  evidence  is  lacking  in  9  recordsthat  the 
plan  of  care  is  consistently  being  followed. 
Patients#1,  3,  4,  7,  11,  12, 13, 17,  19 

FaiJure  to  follow  the  plan  has  the  potential  for 
unmet  patient  needs  and  negative  patient 
outcomes.  } 

Examples  are  as  follows: 


1 1 ,  Patient  #1 9  was  admitted  to  the  agency  on 
1/08/09  with  a  primary  diagnosis  of  multiple 
sclerosis.  The  01/08/09  initial  nursing  assessment 
documented  that  the  patient  lived  alone,  required 
assistance  getting  out  of  bed,  could  not  shower 
without  assistance;  did  not  change  her  clothing 
more  than  once  a  week  becauseshe  was  unable 
to  dress  herself,  refused  to  eat  because  she  did 
not  want  to  spilf  food  on  herself  and  soil  her 
clothing,  was  wheelchair  dependent,  had  an 
Inadequate  support  system,  had  an  ex  husband 
who  came  in  the  morning  to  help  her  get  out  of 
bed,  and  who  assisted  her  with  bathing  one  time 
per  week.  Evidence  is'  lacking;  the  agency 
followed  the  plan  of  care,  and  provided  HHA 
services  that  met  the  patient's  needs. 


Specifically,  despite  the  fact  that  the  01/08/09  . 
plan  of  care  included  HHA  visits  one  time  per 
week,,  and  the  patient  was  unable  to  bathe  herself 
or  change  her  clothing  independently,  and  was 
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Patient  5  19  patient  was  offered  additiona 
aide  services  ,pt  refused. 


Patient  #13,  all  clinical  staff  wore  instructed 
on  5/27/0  S  regarding  proper  placement  of 
aide  services  to  meet  patients  needs.  OT  and 
■  MSW  reeducated  by  5/3 1/09  regarding 
timely  visits  within  7  days. 

Patient  #4,  see  G- 143 

Patient  #7,  Ostomy  supplies  were  reassessed 

and  we  £  providing  coverage  for  the  Ostomy 

products,  see  case  communication 

4/2 1/09.4/2S/09  complete  reassessment  of 

PICC  line,  medication  profile  and  ostomy 

done, 

Patient  #17  -MSW  Case  Conference  notes 
state  MD  orders  for  MSW;  was  a  late  order, 
so  visit  was  timely. 


Patient  #  1,  3,  U,  and  12  have  been 
discharged. 
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reluctant  to  eat  because  of  fear  of  soiling  her 
clothing,  the  agency  provided  only  3  HHA  visits 
between  the  dates  of  01/08/09  and  03/06/09. 
Evidence  is  lacking  the  SN:  assessed  why  the 
HHA  visits  were  not  being  provided,  notify  the 
physician,  and/or  develop,  and  implement  a  plan 
to  ensure  the  patient's  personal  care  needs  were 
being  met. 


The  patient  record  was  reviewed  with'  the  Area 
Vice  President,  Administrator,  and  DPS  on 
04/16/09.  No  additional  Information  was  provided. 

HV 

2.  Patient  #  1  was  admitted  to  the  agency  on 
1/22/09.  The  03/23/09  plan  of  care  included: 
continues  oxygen  via  nasal  cannula  at  Z  liters  per 
minute  at  rest,'  and.  2. 5  liters  per  minute  with  mild 
exertion;  the  SN  is  to  measure  the  oxygen 
saturation  for  shortness  of  breath  as  needed,  arid 
report  to  the  physician  values  of  less  than  90%. 
The  SN  failed  to  follow  the  plan  of  care  as  foitows: 

-  On  04/04/09  the  surveyor  made  an 
observational  home  visit  with  the  SN.  At  the  onset 
of  the  visit,  the  SN  noted  that  the  patient  was 
slightly  short  of  breath,  and  adjusted  the  02  from 
1 . 6  liters  per  minute  to  2  liters  per  min  ute. 
Evidence  is  lacking  the  SN  provided  any  patient 
teaching  to  ensure  the  patient  used  no  less  than  2 
titers  of  oxygen  per  minute  per  the  plan  of  care. 

-  As  the  visit  progressed,  the  patient  became 
increasingly  short  of  breath,  and  the 

SN  mentioned  this  to  the  patient  The  patient  toid 
her  that  he  was  short  of  breath 
because  of  the  humidity,  and  had  used  his  inhaler 
with  no  apparent  effect.  Evidence  is  lacking  the 
SN  measured  the  patient* s  oxygen  saturation  per 
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the  plan  of  care. 

The  patient  record  was  reviewed  with  the  Area 
Vice  president,  Administrator  and  DPS  on 
04/13/09.  No  additional  information  was  provided. 

3.  Patient  #  1 3  was  admitted  to  the  agency  on 
03/19/09.  Evidence  is  lacking  the  03/19/09  plan  of 
care  was  followed  as  follows: 

-  The  plan  of  care  included  Home  Health  Aide 
(HHA)  services  2  times  per  week  for  8  weeks. 
With  the  exception  of  a  HHA  visit  made  on 
04/10/09,  evidence, Is  lacking  the  patient  received 
any  aide  service,  or  that  the  physician  had  been 
notified  that  the  plan  of  care  had  not  been 
followed..- 

-  The  plan  of  care  included  a  Speech  Therapist 
(ST)  visit  within  7  days,  however,  the  ST  faifed  to 
visit  the  patient  until  day  14,  on  04/02/09,  and  / 
evidence  is  lacking  the  physician  was  notified. 

.-  The  plan  of  care  included  an  Occupational 
Therapy  <OT)  and  Soda)  Work  (SW)visits  within  7 
days,  however,  the  OT  and  SW  failed  to  visit  the 
patient  until  day  8,  oh  03/27/09. 

The  patient  record  was  reviewed  with  the  Area 
Vice  President,  Administrator  and  DPS  on, 
04/15/09.  No  additional  information  was  provided. 
484.18(a)  PLAN  OF  CARE 

The  plan  of  care  developed  in  consultation  with 
the  agency  staff  covers  ail  pertinent  diagnoses, 
including  mental  status,  types  of  services  . and 
equipment  required,  frequency  of  visits, 
prognosis,  rehabilitation  potential,  functional 
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The  Administrator  will  oversee  the  DCM 
and  MCP  who  will  be  responsible 
•  for  ensuring  that  education  and  skills  are 
evaluated  for  all  field  staff,  ensuring  that  the 
POC  is  complete  and  accurate  by  the 
following: 

•    Quarterly  supervision  by  a  clinical 
supervisor,  under  the  direction  of 
the  DCM.  Observation  of  all 
clinicians  care  delivery  during  a 
home  visit  and  skills  will  be 
assessed  and  an  evaluation  form  will 
be  completed.  Those  clinicians 
observed  as  having  deficiencies  will 
be  retrained  and  mentored  by  the 
DCM  and  MCP  until  reassessment 
is  satisfactory. 
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limitations,  activities  permitted,  nutritional , 
requirements,  medications  and  treatments,  any 
safety  measures  to  protect  against  injury, 
instructions  for  timely  discharge  o^referral,  and 
any  other  appropriate  items. 


This  STANDARD  is  not  met  as  &Ad^t\ce6  by: 
'  Based  on  a  review  of  1 9  clinical  records  and 
interviews  with  the  Area  Vice  President, 
Administrator,  and  Director  of  Patient  Services 
(DPS),  evidence  is  lacking  in  12  records  that  the. 
plan  of  care  is  of  sufficient  scope  to  meet  the  , 
patient  needs.  Patients  #  1,  3,  4,  6,  7,  11, 12, 13, 
14.  15,  17,  19  . 

Lack  of  a  compiete-and  accurate  plan  of  care  has 
the  potential  for  unmet  patient  needs  and 
negative  patient  outcomes. 


HV 

1 .  Patient  #7  was  admitted  to  the  agency  on 
04/03/09.  The  04/03/09  plan  of  care  included: 

-  daily  dressing  changes  of  an  abdominal  surgical 
wound 

-continuous  intravenous  (IV)  infusion  of  zosyn 
(antibiotic)  8  gm  in  500  cc/of  normal  safine  at  22.5 
cc  per  hour,  24  hours  per  day,  via  a  double  lumen 
peripherally  inserted  centra  catheter  (PICC). 

-  20cc  normal  saline  flush  after  bfocd  draws. 

The  04/03/09  initial  nursing  assessment 
documented:  the  patient  had  a  new  colostomy: 
the  patient's  daughter  was  the  primary  caregiver 
and  providing:  the  daily  dressing  changes, 
colostomy  care,  and  iV  medication  administration. 
The  plan  of  care  failed  to  include: 

-  a  plan  to  revisit  the  patient  until  one  week  after 
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■    All  POC  will  be  reviewed  by  the 
MCP/DCM  at  specific  time  points 
(100%  SOC /recertiftcaWs/ 
ROC/Discharges  for  completeness 
and  accuracy,  using  a  standard 
Gentiva  audit  tool,  developed  by  the 
Gentiva  compliance  department, 
which  will  ensure' consistent 
accuracy . 

MCP  and  DCM  will  review  ali  other 
time  points  by  the  method  of 
random  chart  audits,  focused  audits 
on  identified  problem  areas  or  those 
patients  with  high  acuity/ potential 
for  negative  outcomes-  Per  Gentiva 
•  Policy  clinical  record  reviews  will 
be  conducted  no  less  then  every  60 
days. 

Review  of  all  elements  of  the  POC 
with  regard  to  diagnoses,  mental 
status,  services  and  DMB,  frequency 
of  visits,  medical  necessity  of 
interventions  and  outcomes 
measurements  based  on  disease 
management  protocols. 
DCM  will  trend  outcomes  of  above 
.  audits  and  present  data  to  the  ' 
Administrator  for  purposes  of  staff 
development.  Areas  or  clinicians  of  . 
concern  will  be  retrained  or 
educated  both  one  on  one  with  the 
DCM  or  by  mandatory  in-services. 
Monthly  mandatory  in-services  are 
presented  at  the  beginning  of  the 
month  and  consist  of  issues 
identified  through  compliance, 
internal  audits  and  state  surveys. 
Audit  outcomes  will  be  reported  to 
the  PAC  committee  as  well  as  the 
mailed  to  Corporate  compliance. 
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the  initial  nursing  assessment  Specifically, 
although  the  daughter  was  providing,  colostomy 
care,  wound  care,  and  administering  (V 
medications  to  the  patent  for  the  first  time, 
evidence  is  lacking  the  SN  ever  observed  the 
daughter  providing  this  care.  The  SN  failed  to 
devefop  a  plan  that  included  a  reassessment  of 
the  patient  the  following  day  to  observe,  and 
provide  teaching,  guidance,  and  support  to  the 
primary  caregiver. 


On  04/09/09  the  surveyor  conducted  an 
observational  home  visit  with  the  SN.  Following 
the  conclusion  of  the  SN  visit  the  surveyor 
interviewed  the  patient's  daughter,  The  daughter 
confirmed  that  she  had  no  prior  experience 
performing  the  above  procedures  for  her  mother 
at  home: 

-  specification  of  which  lumen  the  medication 
should  infuse  through;  and  which  fumen  should 
be  used  for  blood  draws 

-  a  plan  of  care  for  the  colostomy.  Specifically,  the 
plan  failed  to  inc)ude:the  type  of  ostomy 
appliance,  the  frequency  of  appliance  change,  the 
care  of  skin  surrounding  the  ostomy,  who  was 
responsible  for  providing  the  ostomy  care,  and  a 
plan  for  the  SN  to  assess  the  ostomy  site. 

-  a  complete  wound  care  plan;  Specifically,  the 
initial  nursing  assessment  included  a  wound  flow 
sheet  which  depicted  2  wounds,  however,  the 
plan  of  care  included  wound  care  for  only  1  . 
wound.  • 

The  patient  record  was  reviewed  with  the  Area 
Vice  President,  Administrator,  and  Director  of 
Patient  Services  on  04/13/09.  No  additional 
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Fact! 


Patient  #1 7  notes  of 4/28/05  nursing  notes  j 
include  complete  reassessment  of  patients 
IV  site,  ostomy  specifics  and  clarification  of  I 
wound  care  reviewed  with  the  nurse  and  I 

family  during  a  co-visit  with  the  IV  Clinical 
supervisor  in  attendance.. 

Patient  #  13  Upon  recert  on  5/18/09-the 
following  issues  were  addressed  and 
corrected,  nutritional  needs,  specific 
amounts  and  times,  of  ensure.  G-tube  type 
placement  and  flushing  orders  as  well  as  all 
medications  given  via  G-tube  .Leg  brace 
doffing  and  donning  schedule.  Bladder 
training  schedule  clarified. 
Pain  management  included  clarification  with 
clinician  and  pain  control  documented  by 
time  of  recert. 

Patient  #14-Iack  of  coordination  between  3 
disciplines-in-service  is  care  coordination 
completed  by  6/l/09.edema  measurement  at 
Soc  discussed  with  clinician  who  felt  this 
was  done  in  error,  chart  review  with  DCM 
reveals  no  clinical  need  ^discussed  with 
clinician..  Aide  should  have  been  utilized 
more  frequently,  In-service  on  when  and 
how  to  use  aides  and  team  coordination  to 
be  scheduled  by  7/31/09,-  No  aide  POC/one 
specific  clinical- supervisor  is  now  assigned 
to  monitor  all  aspects  of  aide  services 
beginning  6/1/09  and  will  be  held 
accountable  for  oversight  of  this  process  by 
the  Administrator.. 
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information  was  provided. 


2.  Patient  #4  was  admitted  to  the  agency  on 
12/03/08.  The  02/01/09  plan  of  care  failed  to 
include:  1 

-  a  plan  for  care  for  the  PICC  line.  Specifically,  the 
01/28/09  recertification  nursing  assessment 
documented  that  the  patient  had  a  PICC  line 
which  the  daughter  flushed  proficiently.  The 
01/26/09  a  physician  order  specified  flush  PICC 
weekly  with  10cc  normal  saline  when  not  in  use, 
but  also  specified  heplock  flush -to  both  lumens, 
flush  daffy  and  after  each  use.  The  SN  failed  to 
clarity  the  conflicting  order  with  the  physician. 

Additionally,  the  plan  of  care  failed  to  include  a 
PICC  line  dressing  type  and  frequency,  and  who 
is  responsible  for  the  dressing  change. 


Additionally,  the  plan  of  care  failed  to  include  a 
plan  for  the  SN  to  assess  for  PICC  line  migration, 
including  reporting  parameters  of  external 
catheter  length  to  the  physician. 

-  a  plan  for  care  of  the  abdominal  wotind. 
Specifically,  the  01/28/09  recertification 
assessment  documented  that  the  daughter 
changes  the  dressing,  however,  neither  the 
assessment  or  plan  of  care  specified  the  type  or 
'frequency  of  the  dressing  change. 

-  a  complete  and  accurate  plaafor  care  of  the 
chest  wound.  Specifically,  the  01/28/09 
recertification  assessment  documented  that  the 
dressing  was  being  changed  at  the  hospital  3 
times  per  week,  and  by  the  agency,  and  the  pfan 
of  care  specified  that  the  daughter  was  to  be 
instructed  in  the  dressing  change  by  the  agency 


G159 


Patient  #19  Pt  POC  did  not  meet  patients 
needs  regarding  safety  in  the  home. 
Discussion  with  MCP  and  case  manager 
regarding  use  of  PER' s  unit  for  patient. 
Patient  not  agreeable  but  is  allowing 
clinician  to  work  with  VESID  to  have  home 
modifications  to  improve  safety  in  the  home. 


Patient  #  1,  3,  II,  12  and  15  have  been 
discharged.  4 
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SN.  The  plan  of  care  failed  to  clarify  who  was 
responsible  for  changing  the  dressing,  and  the 
frequency  of  the  dressing  change. 


-  On  04/09/09  the  surveyor  made  an 
observational  borne  visit  with  the  SNand  the 
fallowing  discrepancies  were  identified  in  the 
02/01/09  pfanofcare: 

The  plan  of  care  included  xanax  daily,  however, 
the  patient  stated  this  was  discontinued  In 
February  2009,  and  the  patient's  medication  list 
did  not  reflect  this. 

The  patient  stated  she  has  been  using  an 
albuterol  inhaler  for  years,  however,  the  plan  of 
care  did  not  include  this. 
The  patient  stated  she  was  drinking  ensure  as  a 
dietary  supplement,  however,  the  plan  of  care  did 
not  include  this. 

The  patient  record  was  reviewed  with  the  Area 
vice  President,  Administrator,  and  Director  of  ' 
Patient  Services  on  04/13/09.  No  additional 
information  was  provided. 


3.  Patient  #17  was  admitted  to  the  agency,  on 
01/30/09  with  a  primary  diagnosis  of 'muscle 
weakness  and  secondary  diagnosis  of  total  hip 
replacement  The  01/30/09  initial  nursing 
assessment  documented  thatihe  patient  had 
dementia;  was  non-ambulatory;  was  bedfast  and 
wheelchair  fast;  required  assistance  with  bathing, 
dressing,  toileting;  had  6  hours  of  aide  service 
through  a  LHCSA,  and.  the  daughter  assisted  with 
personal  care.  The  01/30/09  plan  of  care  included 
PT  services  2  times  per  week  for  8  weeks,  and 
HHA  service  2  times  per  week  for.  4  weeks,  and 
the  03/3 1/09  plan  of  care  included  PT  services  to 
continue  2  times  per  week  for  4  weeks.  Although 
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the  patient  required  considerable  assistance  with 
■personal  care,  and  continued  to  be  wheelchair 
and  bedfast,  and  required  ongoing  PT  services, 
and  a  privately  hired  HHA,  the  SN  failed  to 
document  why  the  plan  of  care  did  not  include 
HHA  services  after  the  first  4  weeks.. 

The  patient  record  was  reviewed  with  the  Area 
Vice  President,  Administrator  on  04/16/09.  No 
additional  information' was  provided. 
484.18(b)  PERIODIC  REVIEW  OF  PLAN  OF 
CARE 

Ayenc/ professional  staff  promptly  alert  the 
physician  to  any  changes  that  suggest  a  need  to 
alterthe  plan  of  care. 

This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  19  clinical  records,  and 
interviews  with  the  AreatVlce  President, 
Administrator,  and  Director  of  Patient  Services 
(OPS),  evidence  is  lacking  in  2  records  that  the 
physician  is  consulted  when  changes  in  the 
patient  condition  occur.  Patients  #  4, 13,  Failure 
to  consult  with  the  physician  when  changes  in  the 
patient's  condition  resulted  in  a  negative  outcome 
for  patient  #13,  and  has  the  potential  for  unmet 
patient  needs  and  possible  negative  patient 
outcomes  agency  wide, ' 

Examples  are  as  follows: 

1.  patient*  13  was  .admitted  to  the  agency  on 
03/19/09.  The  plan  of  care  included  advil  600  mg 
3  times  per  day  as  needed,  for  pain,  and  darvocet 
50/325  mg  1  -2  tabs  every  6  hours  as  needed'for 
pain.  On  03/25/09  the  physician  ordered  a  SN 
assessment  to  6e  conducted  following  the 
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The  Administrator  will  be  responsible 
ensuring  that  the  DCM  and  MCP  will  use 
the  above  mentioned  methods  (^159)Jor , 
purposes  of  identifying  compliance  of 
professional  staff  with  regard  to  reporting 
any  changes  in  patient  care  and  follow 
through  when  there  is  a  need  for  altering  the 
POC.  The  MCP  will  be  responsible  for ' 
oversight  of  the  clinicians  by  daily 
communication  with  the  clinicians,  via 
report,  chart  review,  phone  updates  on 
patient's  condition  changes  as  they  occur 
and  weekly  chart  review  of  selected  patients 
so  that  try  months  end  all  current  caseloads 
are  reviewed.  Patients  identified  as  clinically 
stable,  through  daily  and  weekly 

immunication  (both  phone  and  face  to 
face)  will  have  a  chart  audit  to  review  for , 
appropriateness  of  POC  and  possible 
modification  and  or  discharge. 

Patient  #  4  Delay  in  reporting  edema 
(SCIC).  In-service  to  be  held  by  quarter 
three  regarding  reporting  significant  changes 
in  patient's  condition. 


Patient  #13-Significant  level  of  pain  not 
controlled  and  not  reported  to  MD.  Clinical 
in-service  as  above  with  regard  to  SGIC  and 
pain  assessments. 
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insertion,  of  a  gastric  tubs  for  teaching  the  family 
about  flushing  and  .feeding  via  the  tube,  the 
orders  included  for  days  1  and  2  post  tube 
insertion:  flush  with  60cc  tap  water  2  times  per 
day,  and  on  day  3,  to  start  1/2  can  jevity  with  3D 
cc  tap  water  ftush'pre  and  post  feeding.  The 
Skilled  Nurse  (SN)  failed  to  report  to- the 
physician:  the  patient's  decreased  fluid  and 
nutritional  intake,  and  increased- pafa  and  the  SN 
tailed  to  advocate  for  an  adequate  pain 
management  plan  for  the  patient,  which  resulted 
in  the  patient  suffering  uncontrolled  pain  for  at 
least  2  days  as  follows:  ' 


-  On  04/09/09  the  SN  visited  the  patient  at  09:33 
AM  and  documented:  the  patient  had  a  gastric 
tube  placed,  was  experiencing  constant  ' 
abdominal  pain  gt  an  Intensity  level  of  8  out  of  10, 
had  not  eaten  anything  for  2  days.  The  SN 
documented  that  she  flushed  the  Gastric  tube 
without  difficulty,  administered  darvocet  Nr100  rrig 
to  the  patient  via  the  patients  gastric  tube,  and  , 
Instructed  the  family  in  flushing  the  gastric  tube. 

Although  the  SN  documented  calling  the 
.physician  that  day  to  report  the  patient  had  fallen, 
the.SN  failed  to  report:  the  patient's  increased 
pajn,  the  patient  had  not  eaten  in  2  days,  what 
the  patients  fluid  and  food  intake  had  been,  and 
failed  to  clarify  If  the  patient  was  to  be  taking 
nothing  by  mouth.  The  SN  failed  to  reassess  the 
patient  until  the  following  day  on  04/10/0$ 

-  On  04/10/09  the  SN  visited  the  patient -and 
assessed  the  patient  was  experiencing  constant 
abdominal  pafn  which  had  increased  to  an 
intensify  of  10  out  of  .  10.  The  SN  failed  to  report  to 
the  physician:  the  patient's  continued  uncontrolled 
pain,  or  if  the  patient  was  maximizing  the 
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available  pain  medication  per  the  plan  of  care 
which  included  darvocet  50/325  mg,  1-2-  tabs 
every  6  hours  as  needed.  Instead  the  SN 
documented  that  the  patient  was  going  to  try 
advil,  and  that  she  advised  the  patient  to  try  to 
move  around  after  taking  Z  darvocet  The  SN 
failed  to  report  the  change  in  patient  condition  to 
the  physician,  and  advocate  for  an  updated  plan 
of  care,  including  a  more  effective  pain 
management  plan,  and  an  immediate 
reassessment  of  the  patient's  pain.  This  resulted 
in  the  patients  pain  status  being  unknown  until 
the  SN'snext  visit,  3  days  later  on  04/1 3/09. 

The  patient  record  was  reviewed  with  the 
Regional  Vice  President,  Administrator,  and 
Director  of  Patient  Services  on  04/15/09.  No  - 
additional  information  was  provided. 

2.  Patient  #4  was  admitted  to  the  agency  on 
12/03/08.  On,02/01/09  the  SN  visited  the  patient 
and  assessed  that  the  patient  had  no  edema 
noted.  On  02/10/09  and  02/20/09  the  SN 
assessed  that  the  patient  had  1  plus  pitting 
edema  of  her  bilateral  lower  extremities,  and  on 
02/27/09  the  SN  assessed  that  the  patient  had  2 
plus  pitting  edema  of  her  bilateral  lower 
extremities.  Evidence's  lacking  the  SN  reported 
the  progressing  edema  to  the  physician  until 
03/06/09. 

The  patient  record  was  reviewed  with  the  Area 

Vice  President,  Administrator,  and  Director  of 

Patient  Services  on  04/13/09.  No  additional 

information  was  provided. 

484.30(a)  DUTIES  OF  THE  REGISTERED 

NURSE 

The  registered  nurse  makes  the  initial  evaluation 
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visit. 

This  STANDARD  is" not  met  as  evidenced  by: 
Based  on  a  review  of  Initial  nursing  assessments 
in  19  clinical  records,  and  interviews  with  Director 
of  Patient'Services  (DPS),  evidence  is  lacking  in 
6.  records  the  initial  nursing  assessments  are  of 
sufficient  scope  to  ensure  that  all  patient  needs 
are  met  Patients#31  7,  11,  12,  13, 15 

LacK  of  compfeteand  accurate  nursing  ' 
assessments  has  the  potential  for  unmet  patient 
needs  and  possible  negative  patient  outcomes. 

Examples  are  as  follows: 

1 .  Patient  #  1 3  was  admitted  .to  the  agency  on  - 
03/19/09.  The  03/19/09  initial  nursing  assessment 
was  inaccurate  or  incomplete  as  follows: 

-  The  SN  documented  the  patient  had  bruising  on 
her  arms,  however,  the  SN  failed  to  assess  the 
size  of  the  bruising,  or  investigate  how  the  patient 
sustained  the  bruises. 

-  The  SN  documented:  the  patient  had 
uncontrolled  diabetes  for  1  month/there  was  no 
treatment  at  the  time  of  the  assessment,  the 
patient  was  not  checking  blood  sugars.  The  SN 
failed  to  document  where  she  obtained  this 
information  from,  or.  if  she  consulted  with  the 
physician. regarding  this. 

The  patient  record  was  reviewed  with  the  Area 
Vice  President,  Administrator,  and  Director  of 
Patient  Services  on  04/15/09,  No  additional 
information  was  provided. 
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The  Administrator,  DCM  and  MCP  will  be  ' 
responsible  for  ensuring  that  education  and 
skills  of  professional  clinicians  rendering  tiie 
initial  evaluation  and  all  assessments  are 
well  skilled' in  all  aspects  of  case 
management,  disease  management  and 
patient  evaluation  through  the  re-education ; 
of  the  case  management  process.  100%  of 
the  SOC  will  be  reviewed  by  the  MCP  or 
DCM  with  regard  to  accurate  nursing 
assessments.  Clinical  staff  involved  were 
consulted  both  individually  by  the  MCP  and 
as  a  group  by  the  Administrator  on  or  by 
6/1/09.  Specific  clinical  educational  needs 
will  be  grouped  both  by  using  the  skills, 
check  list  and  by  trending  the  results  of  all  

audits  by$/12?]J0.  The  outcome  will  be 
miplementeZDy  the  DCM  as  a  skills- fair  by 
the  end  of  the  3 rd  quarter, 
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2.  Patient  #  1 5  was  admitted  to  the  agency  on 
03/14/09.,  The  plan  of  care  included  a  secondary 
diagnosis  of  diabetes,  and  giyburide  (oral 
hypoglycemic  medication).  The  03/14/09  initial 
nursing  assessment  was  inaccurate  or 
incomplete  as.  follows: 

Although  the  03/14/09  plan  of  care  included 
assess  and  instruct  the  patient  for  signs  and 
symptoms  of  hypo  and  hyper  glycemia,  evidence 
is  lacking  the  SN  assessed  the  patient's  diabetic 
status.  Specifically,  the  SN  failed  to:  assess  the 
frequency  with  which  the  patient  was  testing  his 
btood  sugar;  discuss  with  the  patient  the  blood 
glucose  values  that  were  reportable  to  the 
physician;  observe  if  the  patient  was  able  to  use  a 
glucometsr  properly,  or  if  the  patient  had  a 

glucometer  in  his  home. 

On  03/26/09  the  SN  visited  the  patient  and 
documented  that  the  patient  performed  his  own 
glucose  monitoring  without  problems,  and  that  the 
patient's  blood  glucose  was  165  during  that  visit, 
however,,  the  SN  never  clarified  with  the  physician 
the  frequency  or  parameters  for  the  blood  sugar 
testing. 

The  patient  record*  was  reviewed  with  the  Area 
Vice  President,  Administrator,  and  Director  of 
Patient  Services  on  04/16/09.  No  additional 
information  was  provided. 

3  Patient  #  1 1  was  admitted  to  the  agency  on 
03/08/09.  The  03/OfS/09  plan  of  care  included  a 
secondary  diagnosis  of  diabetes,  and  glipizide  5 
mg  daily  (oral  hypoglycemic).  The  03/08/09  initial 
nursing  assessment  documented  the  patient  was 
legally  blind. 
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The  SN  assessed  that  the  patient  was 
independent  in  taking  her  medications,  and  that 
she  recommended  that  the  patient  use  a  med 
sorter,  The  SN  failed  to  assess  how  the  patient 
would  be  able  to  do  this  if  she  is  legally  blind,  and 
how  she  was  currently  able  to  take  her 
medications  despite  being  legally  blind. 


The  patient  record  was  reviewed  with  the  Area 
Vice  President,  Administrator,  and  Director  of 
Patient  Services.  No  additional  information. was 
provided. 

<3  172  464.30(a)  DUTIES  OF  THE  REGISTERED  . 
NURSE  . 

The  registered  nurse  regularly  re-evajuates  the 
patients  nursing  needs. 


This  STANDARD  is  not  met  as  evidenced  by:  . 
Based  on  a  review  of  1 9  clinical  records  and 
interviews  with  the  Administrator  and  Director  of 
Patient  Services  (DPS),  evidence  is  lacking  in  7 
records  that  Skilled  Nursing  (SN)  reassessments 
are  of  sufficient  scope  to  identify  changes  .in  the 
patient '  s  condition  which  may  require 
re-evaluation  and/or  modification  in  the  plan  of 
care.  Patients  #2,  4,  6,  7,  9,  '10,  12. 

Lack  of  complete  and  accurate  nursing 
assessments  have. the  potential  for  unmet  patient 
needs  and  negative  patient  outcomes. 

Examples  are  as  follows: 

HV 

i .  Patient  #2  was  admitted  to  the  agency  on 
03/16/09.  During  the  60  day  certification  period, 
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The  Administrator  will  be. responsible  for 
ensuring  that  the  DGM  or  clinical  supervisor 
will  conduct  weekly  chart  reviews  on  the 
visit  notes  of  all  clinicians  identified  as  out 
of  compliance  and  all  new  clinicians  to 
determine  that  the  re-evaluation  of  the 
patient  is  clinically  appropriate. 

•  Reviews  may  be  random,  focused  or 
■  ,  part  of  the  weekly  case  conference. 

Focused  will  include  a  1 00%  audit 
on  any'chart  review  noted  to  be  out 
of  compliance. 

•  Recommendations  for  re-education 
'  of  the  staff  will  be  based  on  the 
outcome  of  these  audits. 

•  Chart  audits  will  review  assessment 
and  reassessment  notes  at  the  QAC 
meeting,  trends  and 
recornrhendations  for  retraining  will  , 
also  be  discussed  at  the 
interdisciplinary  Quality  Assurance  . 
Meeting  and  also  at  the  PAC 
meeting  quarterly. 

•  Methods  for  educational  training 
will  incorporate  Gentiva  University 
program  (assessment  of  the 
Geriatric  patient)  and  other  available 
teaching  job  aides  provided  by 
Gentiva  Corporate  Compliance.  As 
well  as  outside  in-service  (IV  , 
certification  and  review  of  IV  pump 
management  presented  by   .  3  of 
community  TV  vendor  and  an 
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■the  patient  was  admitted  to  a  skilled  nursing 
facility  (SNF)  for  short  stay  rehabilitation.  On 
04/06/09  the  patient  was  discharged  from  the  ■ 
SNF,  and  on  04/07/09  the  surveyor,  made  an 
observational,  home  visit  with  the  SN  to  observe 
the  resumption  of  care  nursing  assessment.  ■ 

During  the  assessment,  the  patient  stated  she 
continued  to  feel  weak,  especially  in  the  morning, 
and  that  she  was  concerned  that  she  might  not  ■ 
make  it  to  the  bathroom  without  falling.  The  SN 
voiced  her  concern  to  the  patient  about  her  safety 
status,  however,  the  patient  refused  to  consider  • 
returning  to  the  SNF  or  hospital  emergency 
department  The  SN  notified  the  physician  and 
nursing  supervisor  of  the  patient  *s  status, 
including  the  patient's  questionable  safety  status, 
and  arranged  for  a  physician  visit  the  next  day.  In 
addition,  a  home  health  aide  and  Physical 
Therapist  (PT)  were  scheduled  to  visit  the  patient 
the  following  morning.  The  SN  failed  to: 

-  assess  the  patient  for  the  possible  need  of  a 
personal  emergency  response  system  (PERS),  or 
immediate  commode. 

-  reassess  the  patient  until  2  days  later  on 
04/09/09  to  assess:  the  patient *  s  safely  status, 
or  if  the.  patient  was  seen  by  the  physician,  aide, 
and  PT  as  planned. 

-  contact  the  physician  to  ascertain  if  an  updated 
plan  of  care,  including  a  plan  for  the  patients's 
safety,  was  needed  following  the  patient 1  s 
physician  visit 

This  record  was  reviewed  with  the  Administrator, 
DPS,  Area  vice  President  on  4/13/09/no 
additional  information  was  provided. 
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Ostomy  in-service  presented  by  a 
community  WOCN,  both  completed' 
by  6/4/09). 


Patient  #  2  pt  was  discharged  before  re- 
evaluation  and  placed  in  SNF. 

Patient  #4  pt  discharged  before  re-eval 
placed  in  hospice.  Review  of  ongoing 
documentation  reveals  the  following  clinical 
educational  needs  , 

•  Medication  Profile  review 

•  Edema  measurements 

.  •    Wound  documentation 

patient  #  7-Re-evaluation  on  6/2/09'  shows 
accurate. documentation  of  IV'  s, wounds, 
ostomy  supplies,  and  documentation  of 
adequate  teaching.  Clinician  involved  had  a 
supervision  co-visit  done  with  this  patient  to 
teach  proper  assessment  and  documentation 
skills. 

Patient  #  %  12,  and  6  have  been  discharged, 
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2.  Patient  #9  was  admitted  to  the  agency  on 
12/62/08.  the  patient  resided  in  an  adult  home. 
The  wound  reassessments  by. the  SN  were 
incomplete  or  inaccurate  as  follows: 

-  On  12/11/08,  the  case  manager  SN  visited  the 
patient  and  documented  minimal  drainage  from 
the  left  arm  wound,  however,  on  12/12/08  a 
different  SN  visited  the  patient  and  documented 
the  left  arm  was  draining  copious  amounts  of 
yellow/green  drainage,  and  had  a  foul  odor,  and 
the  patient  had  been  sent  to  the  emergency  room. 
There  is  no  explanation  as  to  why  there  was  such' 
a  discrepancy  between  the  2  SN's  assessments. 

Additionally,  on  12/12/08  the  second  SN  also 
documented  the  right  ankle  was  red  and 
inflamed.  The  SN  failed  to  document  that  the 
patient  had  burns  on'his  bilateral  feet  and  anklesr 
which  she  documented  in  the  Case 
Communication  Notes  on  the  same  day. 

-  On  12/15/08  the  case  manager  SN  documented 
in  the  "  Summary  Report "  that  the  patient  had  a 
new  wound  on  left  ankle  and  foot  from  wearing 
boots  without  socks.  Evidence  is  lacking  either  of 
the  SNs  had  identified  this  new  wound  during 
their  assessments  on  12/11/06  and  12/12/08. 

-  Although  the  SN  documented  in  the  12/1 7/08 
"Summary/Case  Conference  Report'  that  the 
patient  had  2  new  wounds  on  the  tops  of  both 
legs  with  green  foul  drainage,  neither  of  the  SNs 
had  identified  these'  new  wounds  during  their 
assessments  on  12/1 1/03  and  12/12/08 
immediately  preceding  the  case  conference,  and 
there  were  no  other  visits  made  prior  to  the 

1 2/1 7/OQ  case ■ conference. 
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The  patient  record  was  reviewed  with  trie  Area 
Vice  President,  Administrator,  and  Director  of 
Patient  Services  on  04/17/09.  No  additional 
information  was  provided. 


3.  Patient  #12  was  admitted  to  the  agency  on 
03/08/09.  Evidence  is  lacking  the  SN 
reassessments  were  complete  and  accurate  as 
follows: 

-  On  03/09/09  the  SN  documented  in  a 
communication  note  that  the  patient  had  called  to' 
report  that  she  was  vomiting,  and  was  planning  to 
call  her  physician.  Evidence  is  lacking  the  SN 
visited  the  patient  to  assess  the  patient's  status, 
or  followed  up  wi|h  the  patient  or  physician  until 
10 -days  later  on  03/19/09. 

-  On  03/19/09  the  SN  visited  the  patient,  however, 
failed  to  assess  the  patient's  gastrointestinal 
status. 

The  patient  record  was  reviewed  with  the  Area 
Vice  President,  Administrator,  and  Director  of 
Patient  Services  on, 04/1 5/09.  No  additional 
information  was  provided. 


4.  HV 

2.  Patient  #  4  was  admitted  to  the  agency  on 
12/03/08.  Although  the  agency  had  an  on  call 
schedule,  evidence  is  Jacking  the  patient's  needs 
were  being  met  during  off  hours  of  the  agency  as 
follows: 

On  04/09/09  the  surveyor  made  an  observational 
home  visit  with  the  SN.  Following  the  conclusion 
of  the  SN's  visit  the  patient  stated  to  the  surveyor 
that' sometime  during  December  2008  she  had 
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returned  home  from  the  hospital,  and  was  having 
difficulty  with  her  wound  vac.  Althougfh  she   k . 
phoned  the  agency  during  "off1  hours,  the  SN 
failed  to  visit  to  assess  the -functioning,  of  the 
wound  vac.  The  SN  instructed  her  to  apply  a 
dressing  which  she  had  never  done  before.  The 
patient  went  on  to  say  that  the  supplies  for  the 
dressing  were  left  across  the  room  by  the  SN, 
which  was  inaccessible  to  the<patfent  due  to  her 
debilitated  condition.  The  patient  stated  that 
although  she  had  called  the  agency  for 
assistance  with  the  wound  vac,  the  SN  did  not 
visit,  arid  eventually  her  daughter  had  to  repair 
the  dressing. 


The  agency's  on  call  log  for  the  month'pf 
December  2008  included  phone^alls  from  the 
patient  on  Saturday  12/27/08  at  09:45  AM  and 
3:47  PM  to  report  that  she  was  having  problems 
with  the  wound  vac.  Although  the  log  documented 
that  the  patent  called  back  at  4:1 5  PM  that  day  to 
report  the  wound  vac  was  functioning  properly,  • 
evidence  is  lacking  the  on  call  SN  ever  responded 
to  the- patient's  phone  calls,  or  visited  the  patient 
until  the  following  day  on  12/28/08.  The  SN  failed 
to  assess  or  clarify  the  status  of  the  wound  vac  on 
12/27/08  from  0945  AM  to  4:16  PM. 
484.52(b)  CLINICAL  RECORD  REVIEW 

At  least  quarterly,  appropriate  health 
professionals,  representing  at  least  the  scope  of 
the  program,  review  a  sample  of  both  active  and 
closed  clinical  records  to  determine  whether  - 
established  policies  are  followed  in  furnishing 
services  directly  or  under  arrangement 


ID 
PREFIX 
TAG 


G250 


i 


This  STANDARD  is  not  met  as  evidenced  by: 
Based  on  a  review  of  the  agency's  Quality 


T'ORM  CMS-2567(02-99)  Previous  Vercfcns  Obsolete 


Event  ID:  472511 


G172 


PROVIDER'S  PLAN  OF  CORRECTION 
(EACH  CORRECTIVE  ACTION  SHOULD  &£ 
CROSS-REFERENCED  TO  THE  APPROPRIATE 
DEFICIENCY) 


(XS)  ■ 
COMPLETION 
DATE 


G250 


G250 


'Fao 


•  The  DCM  will  oversee  that  a  multi- 
disciplinary  team  conducts  a 
Clinical 

Record  review  to  ensure  that  at  least 
20%  of  chart  records  are  reviewed 
Quarterly. 

•  The  process  is  a  random  selection  of 
active  and  discharged  patient 
records. 

•  An  action  plan  will  be  established 
'  base  on  the  outcome  of  these  CRC 

■  audit  to  establish  trends  and 
outcomes. 

•  The  action  plan  will  be  formulated 
based  on  the  results  of  a  standard 
QA  checklist  established  by  Gentiva 
compliance  Department.  The^writteri 
plan  will  identify  the  problem  and  . 
outlined  the  methods  used  to  bring 
;the  issue  into  compliance  as  well  as 
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Improvement  Program,  Professional  Advisory 
Committee  (PAC)  meeting  minutes,  Governing 
Body  meeting  minutes  and  interviews  with  the 
Area  Vice  President,  Agency  Administrator  and 
Director  of  Patient  Services,  evidence  Is  lacking 
the  agency's  Quality  Improvement  program' 
identified  and  corrected  systemic  agency 
problems.  For  example; 

-  The  quarterly  audit  restilts  report  dated  May  : 
2008  indicated  the  following  trends:  1 00% 
compliance  for  frequency  and  duration  of  services 
provided  per  the  plan  of  .care,  100%  compliance  • 
with-  developing  plans  of -treatment  that  reflect 
assessment  findings.  The  Quality  Assurance 
program  failed  to  identify  problems  in  these  areas 
as  identified  by  this  survey.  \ 


-  The  quarterly  audit  results  report  dated  May 
2008  indicated  73  %  compliance  with  following 
the  plan  of  care  (other  than  for  frequency  and 
duration  of  services),  however,  the  06/27/08  PAC 
committee  meeting  minutes  failed  to  identify  the 
need  for  an  action  plan  to  correct  the  problem  of 
failing  to  follow  the  plan  of  care,  as  identified  by 
the  agency's  trended  auditing  results  and  this 
survey, 

-  The  3rd  quarter  trending  results  documented 
31%  compliance  with  following  the  plan  of  care. 
The  agency  implemented  an  action  plan  which 
included  home  visits  by  the  Nursing  Supervisors 
with  the  Skilled  Nurses,,  and  review  of  the 
documentation,  to  monitor  compliance  with 
following  the  plan  of  care,  and.to  continue  with 
quarterly  audits  to  review  if  visit  notes  document 
following  the  plan  of  care,  and  providing  staff  ■ 
education  as  appropriate.  The  10/31/08 
governing  body  meeting  minutes  documented 
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a  follow-up  review  in  one  month  to, 
monitoring  its  success. 
Any  deviation  from  the  standards  as 
evidenced  by  reviewing  the 
checklist  will  be  compiled  by  the 
DCM,  and  a  summary  will  be 
presented  monthly  during  the 
clinical  management  team  meeting. 
This  team  will  consist  of  the  Branch 
Director,  The  Director  of  Clinical 
Management,  the  MCP  and  Clinical 
Supervisor  as  well  as  a  clinical 
representative: 
After  3  quarters  of  improved 
random  clinical  audits  it  will  go 
back  to  10%  of  clinical  records 
review. 

The  PAC  committee  will  review  this 
data  quarterly. 
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they  reviewed  the  types  of  actions  necessary  to 
,  maximize  positive  outcomes  on  surveys, 
however,  were  not  specific  as  to  what  the 
elements  of  the  action  plan  were. 

The  4th  quarter  action  pfan  documented 
improved  trended  results  of  94%  compliance  with 
following  the  plan  of  care.  The  agency  failed  to 
identify  that  problems  with  following  the  plan  of 
care  were  not'resolved  as  identified  in  this  report. 

-  The  02/28/08  and  06/27/08  PAC  committee 
meeting  minutes  have  identical, documentation 
indicating  .that  the  QA/PAC  committee  felt  the 
patient  records  reflected  appropriate  services 
were  being  provided  by  the  agency  to  meet  ■ 
patient  needs-,  and  that  utilization  of  services  was  • 
appropriate,  Evidence  is  lacking  the  committee 
identified  any  significant  clinical  areas  in  need  of 
improvement,  as  identified  in  this  report. 

-  Evidence  is  lacking  that  the  audit  tool  evaluates 
quality  issues  with  respect  to  comprehensive 
assessment  and  case  management,  as  identified 
by  this  survey.  The  tool  evaluates  only  the 
presence  or  absence  of  specific  information,  such 
as  forms.    See  G  143,  G  171,  G  172 
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•    The  on-call  procedure  has  been  reorganized  and  put  in  place  effective  5/4/09.  The 
procedure  is  as  follows; 

On  call  supervisor  is  first  line  of  contact  Supervisory  rotation  consists  of.  BD}DCM,  RNS IV 
!  supervisor  and  Clinical  supervisor.  The  supervisor  will 'take  call  from  the  service  and  triage.  . 
j  The  supervisor' will  make  the  decision  if  a  visit  is  needed  and  on-call  clinician  will  be  called. 
I  All  calls  are  reviewed  daily  at  morning  supervisory  meetings  and  tracked  in  the  on-call  log 
|  book;  including  appropriate  follow  up.  All  entries  are  reviewed  and  signed  weekly  by  the 
'  Branch  Administrator.    ,     f  ft\^> 
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